APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshlka

h { 4 foundation
Arcmonset 1< 162 20) YITY ArrLGRIORuETE: 1) |19 £ 6 “iadang bock o e
nassarent: 010N A HonN DAL ‘“""?:“" —~

FATHER'S/SPOUSE'S NAME : BPAMO o r’rHFF-“'-.Fu MOND AL

PERMANENT RESIDENCE ADDRESS : 2§ &1 ™

— s ot ———

; = = =
OCCUPATION | HAUSE "“’iFE MARRIED (F=fl) ¢ UNMARRIED (st
TOTAL ANNUAL INCOME: e N sE1 ar— Attach Proof of
7 s AS11go R (2 -'LEL{‘_DIr 'imwm%’
| PAN Mo, ¥ur{ Wil Hew g
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichevar | applicable]: You | Ho
w1 3 =% el ga (9 v W Ie w e W P wmd /A

FAMILY DETAILS sftam Farm
Sr. Ho. Mame of Family Member Age (Yesrs) Gander Rulstion with Applicant
WA HE wftan & weel WA = (wi) fiin TS W% g
T W] MO VHT -::{? — o =T
— SDH UL = EL LR T 18
50, EVWITTS AN £ Lr B ! L0 SN
BASIS for REQUESTING ASSISTANCE (Tick whichever s spplicable)
wyrm % fid el snm
BPL Card EWS Certificats Ration Card Any Dthar
(Attach Card Copy) {Attach Certificals Copy] (Attach Copy) BontaPract
wind e @ s wom oy e a9 Wl W T TN W o gurv
(v w1 ¥) 'wro ot dem wh (wem v W W u wAeeh | (5 Tow v v e w b
*PURPDSE™ for REQUESTING ASSISTANCE:
i{ﬁ:‘#‘ﬁmﬂmm}n-
8¢ No. Reports/Prescriptions Attsched
- mﬁmﬂmﬂwﬁ'ﬁﬁﬂ{iﬂm
e ITEET A QS L s —— L TR ] a—— (&

SURRER —— T e SI7 S LT )

BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
# form mm W7

ASSISTANCE
¥ T W v W s we el e wim
5. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
0 e ! = wEE WA wi m s g




DECLARATION by APPLICANT: S04T% DU Wvew 7:
1]IhmmmﬂmmmFmmenmmmdmmmpe.wmmmftﬂmﬁumﬁppﬁuw&ﬂmmw.ﬂm,

{abla for resecion/cancaiintion.
2}bsuhwmmwmmnlmhhnm.lmmwﬂmeumMWMus:dmmm'puw‘.u:mm!nﬁlmm.hmmmmmim

was requested by me.
3 | hereby condirm that | have not & . nol in future, avail of reimbursamant, i part o in full, from any other sourcalampl oyerinsurance company, of the amoun!

foir which this asslsiance |s requested
() A aem wam o 6 W@ iFe 3 Tl s e 0 e o s W o e uft, % Faam W wE FE o e & A o e fw o o e 4
1) ﬂtmimm'dﬁmwﬁm'.iﬂumi.mmmwmm#ﬁmm.iwnnﬂwmh
:u#ﬁw{ﬁhamunmdﬂt-nﬂnnﬁnmmwmmmﬂ-riﬂnilhwﬁhi:hu
AGREEMENT by APPLICANT (e BU $UU)
1}Byaﬂhdnnnwlhnunnnrmwnbmnrﬂdiﬂnmw!FmIWIJMWWM&MWFWMTITWM
uselpublishiput-upireproduce my nams, sddress, phaoto & detads of the "purpass”, lor which such assislance m requestodigrantad, through any
medium, Incuding but nol imiled o vartal, prinl, gloctronic, for soficing donatians for Koshika Foundatien and/or disseminating jnlormakion atoul iI's
activiies/achievements, Such use of my photo & details can be made by Koshika Foundatian bafore o after my treatment or fulfilmant cf the *purpose”

for which assistance |s being requesied

2} 1 (Appligant) further agres thal any such use of my name. addrass, photo & detoils of the “purpose”, for which such assistance i roy~rrdigranied,
will nel sutomaticaily eniitle me for receiving or continuing the seld assistance. The decision for granting and/or conlinuing the assistance will rest solely
with the Trustees of Koshiks Foundation, and their decision is this regard will be final and acceplable 1o me.

::wmﬂwmuMﬁmmitm}mmﬂaﬁznm{wf'-ﬁmwﬁmmw&m'!‘rmmtﬁhu,
miﬂ:hianwmiiﬁui.ﬂ'lﬁw'mwﬁ,m.mrﬁim#wm#WﬂMﬁlﬂmm
ﬂmnnwirimml:ﬂtmmmﬂwivﬂmﬂﬂmtM'dﬁmwﬂn'umﬂmh
:uﬂ:{m::wuﬂm{mhw,wﬁr&tmﬁkmimiwﬁuiﬁm:mmmaﬁm1wmﬂ
"M'mmﬂimmmtmﬂhr

mmmmmmmmmmmﬂ:
sy % yamer W R W Fam

AGREEMENT by HOSPITAL (wRam §0 %)

By affixzing hereunder, signature of our Autharised Signatory for recommending 1his casa/patiant for financial essistance from Koshia Foundation, wa

[Fhupﬂd}huvwmmﬁmplm
uuutnnﬁuwnprunﬂ:.rnnr-ﬁlm!ummothnﬁummmnnmlmﬂﬂwwummuummwhmm.uum

rmwuwmmuhrmuﬂmmnmmmmmuwmwwmmmumwmumwm
wmrmmm«mmtmmwmmmmmmmmﬂdmmm«wwmm
mmmmwmmmﬂﬂmﬂmmﬂmmhunmhm“mmmmme«wwM
z}mmmwmemuwnmhm.-mmmmwmmmmmwuwmm
p.unm.hbnldmhmgummh;umammlu,mdhinmwymﬂdmeuumm.mwm
tsaumumlmmhunswuiﬁfdmmmm&mmmnlu!mdlhepﬂmmKn:hlhFuundaﬂmwiﬂhmmmhwmm

In tha matier.
mtmql.mu&i'tﬂtﬂm&ﬂd'iﬂnmﬂlﬁ'iﬁhmﬁmﬂﬂtMH{mj fier weT ¥ = v weR w

-nwﬂnﬂﬂmmnﬂwiﬁhmﬂfnmmuhﬂnm%mm#iﬁuﬂﬂ1.Hﬁm*:ﬁmm'
#mmimi'mwﬁm'mmhhtmﬁ‘mm'wmmMﬁwﬂhmidm
m“hm#MtuanmnamﬁmmEMmtuwﬁﬂmmmtkm!ﬂqmmﬁﬁﬁm
i o we @ feet s W © ) S
1.'nﬂﬁmmﬂm‘dﬂmmmmmﬁﬂhﬂummmﬁmmﬁﬁﬂmaﬁwﬁﬂma
imwﬁmhlt'dfﬂwwﬂm'mh‘ﬂmwﬁmwﬂhwﬁﬂmﬂ:&-ﬁimwdmﬁﬂﬂﬂﬁﬂﬂﬁm
mﬁﬁ'lﬁm'ﬂﬂ@ﬂwhﬂﬂwmﬂﬂdﬂh

RECOMMENDED FOR ACCEPTENCE

g % forg W )
Date of Surgery nsha Chalterjee hib Jjankar Bageh
T Bt wie R -‘:rﬁspr.pw G F
sodi : §+ N0--70555 ame, Designation & Stamp ‘of Authoriséd Signat
MjpfLe2d (Nam §701 £ eGP W Wby 2arch Centr W on behalf of Hospital) o
AWM AWM IR T o W v wiEg sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  rfts 2% ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T R ) T YR 2

S AP

28.04.2018



