APPLICATION FORM FOR ASSISTANCE {Haaithcarae) KOS,’H li ;
ﬁ \ 3 foundation
mmﬂmr L{jﬂiﬁﬂ)&p,{‘g Wﬁ;ﬂ"mm‘ﬂ{/?/?dro _“_MH-*H-
AGE-YEARS 37g-u%
v UTTAM WMGR ORDTTA == e v - o
CHARY Y, )
ot NENDH UL Bﬁﬁ'rm:;ﬁnm-m
7z M
PERMANENT RESIDENCE ADDRESS : #01 Smemend T
— b5 _ATOVE —
OOCTION: [ 00U RE R MARRIED (i) / UNMARRIED (st
gﬁ;ﬁmmm: RS 12Dt =26 ok {mmw
PAN No. T WDl O -
INCOME TAX ASSESSEE (Tick whichever |y applicable]: Tes | Np
ﬁwﬂnmwﬂmmﬁmmmmlr 11';1:1
FAMILY DETAILS itay fiepm
, of Family Member {Years) Gand Felation with
ﬁ':lﬁh:m %iﬁmw % I:Ir; ﬁnﬂ ai!:i hﬂn:mm
R LT e L e
R KUMRKUM B 78 =
BASIS for REQUESTING ASSISTANCE (Tick whichaver s applicable
wemm & fi fel anm (rex }
umniﬁ I‘.:E:d Copy) M?h"mmm :5':5:“3 g::l !Md‘r mm
wiE tan % i Tw W@ e am T A oty izt
(v v W) wea wi WE W (WA W e W we ) (wam 71 W e wfy s st

“PURPOSE" for REQUEETING ASBISTANCE:

o g fed i fred W e
8r. Mo, Madical ReporiaPrescriptions Attached
¥a e STEREERT § W W1 sy gl wer
K PIAZNIC I ——— CATARACT P54 R

RE {3 F12)

= SRR

ASSISTANCE BEING AVALED for SAME "PURPOSE” from OTHER SOURCES
W i % ¥y s S e e w v o o W
MAME of OTHER 50URCE AMOUNT of ASSISTANCE BEING AVAILED

Ha.
¥ Wean I e W A ot mf wwom T




CECLARATION by APPLICANT: SéTs DU W o1
1:1mmmsr-rm:nmum|nw:Fr.mmTruuhhmdmym.mﬂmmumnmmywm&mm.H.ny,

fiabis for repection/cancadation,
::]lmmmmw,ummmtnmmum_wﬂmumtmhw‘wmma‘.usumianm.hvmhm-m

was requesied by me.
3} | hereby confirm that | hava not & w.l not in future, wvail of relmbursemant, in part of in full, from any olher sourcalamelayerinsurance company, of the amounl

Iar which this assislance is requesied
|}1Mm{hwmﬂfﬂﬂﬂmﬂm4mm LR §, o % fer w W v w4 @ 86w P ww vt |
n#mimtﬁ!'ﬁmmﬁa‘,ﬂﬂmml.mmmmuﬂﬁ*ﬁhu‘h.ﬂnmiwwh
3}ﬂﬁhw{ﬁh«mhwnﬂdﬂhnu&rmnﬁwmmmﬁmMﬁﬂiﬂhiﬂuﬁuﬁ-ﬂlﬁﬂ
AGREEMENT by APPLICANT (smivs g0 i)
1:|H:.-nlﬁ:dn;mjﬁqmuunrthwbknpruﬂMmuﬁFm.l:ijWﬁlmmmFmﬂhTn.ululln
usafpublshipul-upireproduce my name, address, phoio & dataits of the W‘,Mﬂhhuﬂuﬂﬂmuumuﬂwm hrough any
mediam, including but not imited to verbat, prinl, slaciranic, for soliciting donations for Koshlka Foundation andior disaeminating information about '
acliviies/achievements, Such use of my pholo & datails can ba made by Koshisa Foundation balore or alter my lreatmant or fulfiment of tha “purpose”

for which assistance ls belng requested
2} | {Applicant] lurthar agree that any such use of my name, address, pholo & details of the “purpose”, for which puch oasistanca la rog: ~i~digrantad,

wﬂnulwmumlhrnnmhnuInrmnmhlnm‘mnlhuﬁuhlﬁm;um.mnaﬁnﬂhqmmmmnwmwﬂrmm
wuhm‘rru:hunmuhiumemdemmhmwdwrhcﬂnuMambhmm.

nwmnmmmﬁﬂmmitmjmmergfzmtw'mmmwtw'ﬂ#mm{ﬂrhu,
w.#‘m*ianwmiﬂi.#‘ﬂl‘m"ﬂﬂ.ﬂ.mmvimiqﬂmmﬁimwﬂmm
#mmimmirﬂmmmlﬂmimmﬂﬁmtm*mmﬁn'umnﬂmh
z}ﬂ:tmhmmnﬂm{mhﬂ.-rur.#dtm-\hmsm&nmiwm;mwwﬁm|wm*
‘M'mmﬂiwﬁﬂimﬂtmﬂmt

AFFUI:MTEWGHLDTTHWBW:
spies ¥ yEmn @ &R W fe

AGREEMENT by HOSPITAL (¥a® BT UU)

By affiaing horeunder, signature of our Authorised Signatory for recommending 1his caseipalient for financial assistance from Koshika Foundalion, we

(Hosgpital) hereby affirm & sccept foliowing:
1]m||und|.'urmpm-llwmrwiﬁhIm“ﬂdwmmmﬂﬁﬂmmyﬂwmfwhmp:ﬁnﬂuu.num

mquminghﬂMWMuMmmmmhmmem.umwmhmmﬂ
hywmhmummmnwmh@lmmwmwmmHMuwm»‘m.m
mﬂimﬂmuwﬂidrymmmmumﬂmﬂmmmwmhm!umnmpuuumm-wmm“murwm.
2}mmrmirmWFmehmwhm.mmﬂHWWMMMWMWmh
p-umt.hwmm.mmmmm%mmmhmnnymwmﬂmmHm.mwn
mmmhﬂmﬂhmpmuﬁﬁnfﬂummmll eulcome & salety of the patiant, and Koshikn Foundation will have no role or responsibility
& mattar
mtm-p.mnn'imiuﬂﬂﬂ'ﬂﬂnmﬂm‘iﬂwmﬁhﬂmﬂﬂtﬂm(m:hmintﬂnﬁh
-nwhniﬂmmunmimmﬂhmﬂmwwmﬂimﬁﬂﬂﬂuﬂﬂi.##ﬂ'mm'
ﬂmmmimﬂ'mm-mmnﬁium-mm-mmmmqwmhmnm
mmmwmuMmmﬂim#mMWrﬁmhmfe#mmmlmmmmmmqﬁi

i werd wvw w fed w= e € W e
L'mmﬁ:ﬁ'i!ﬂﬂmmmnﬁdhﬂﬂmwﬂﬂmﬂfﬂnﬂ:ﬂbﬁmmwmtﬂmﬂﬂ
iﬂﬂfmllh‘dﬂmm‘mh#mm!ﬂmmilwﬁmﬂmtmwmaﬁ'ﬂﬂmﬂmwﬁm
W vl it W W fes w facdod W oweE o 0o

RECOMMENDED FOR ACCEPTENCE
wmpt ® firg et
Date of Surgery ) -
oty ) @i @ ‘&ﬁagﬁ}"*,_,
Qf192? (Name, Desigriation & Stamp of Authorised Si
(;f?, 42 S 4 . Pl 8 pghel. 7 Felrv gl gratory
TRELw TN A wew T L 1 T 4 R TEER A S
FOR INTERNAL USE of KOSHIKA FOUNDATION  IiTS 27 83
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2

A R |

28.04.2018



