APPLICATION FORM FOR ASSISTANCE (Heaithcare) KOS”UJQH.

LICATION b i J foundation
%M:MI V!é22£}5’22 f-‘f APPLI:.tmun_-.-rE ’3/ff?;3ﬁ Buding block of Wa
Wi AU AT “"”2"‘;"“"" 7
Rosmcumoocene: MUMTH 2. ALT

PRESENT RESIDENCE ADDRESS wimd STamiT W

K HE. HEs ) Ly i HWEEE  F1LI00
L ﬂ{,_o-- "

PERMANENT RESIDENCE ADDRESS : 7T WSS T
— < OEIvE

el HOWWSENT £ F_ MARRIED (i) | UNMARRIED (i)
NUAL IMCDME - 4 - ey {Attach Proof of
e s Py X122 14860/ (30 w1 R )
PAN Ho. ¥or{ WG HEAI fr" -
AN INGOME TAX ASSESSEE (Tick whichever [a 3pplicable); Yes | K
::E-I:?IM‘IW {iwﬂzﬁmmﬁ:u?m e
FAMILY DETAILS witam Fearm
Bz. No. Name of Famify Membar Age [Years) Gender Ralation with Applicant
w9 we i R 0 3 (3l fil ﬁimm
T 5H1r~ﬁ}éﬁﬂ N ISHO L) | = 3
B Ty 1 Z3 I~ S0V
Z- “(NEV- 13 A1 ] IR = -1 ST AT
o= HOTH L BT ] | QU ZEPND

BASIS for REQUESTING ASSISTANCE (Tick whichever is appllcable}

ay % fird fefs snm
BPL Card EWS Garificats Fuation Card Any Other
{Attach Card Copy) {Atiach Certificate Copy) {Atiach Gopy)
wiad tan # S e o sm 3T T W T W mmﬂ“mm
(v T3 %) vt v Wk (W v ) W W (v 71 W) w i e Wt
“PURPOSE" for REQUESTING ASSISTANCE:
W iy fed el = e
8t He. Medical ReporisPrescriptions Attsched
1 E5U mﬂwﬁﬂdﬂﬁ&nﬁm
1 U:’I-_h’rﬂ“fﬂi":?’Q'—KH'IHHT-W{T“' B
7 SURGERY CE (735 FT0r)

ASSISTANCE BEING AVAILED for SANE “PURPOSE™ from OTHER SOURCES
W I = vy wl = e fael o v @ e mm wi?
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
et mf wem o

. Ko,
Y wE F i W AW




DECLARATION by APPLICANT: SiTs oo s w1
1)1 hereby conlirm that all detalls in H'hFnrmmeutndemymmne.mvTﬂmwwmﬂuwApﬂuﬂun&mgﬁnnmimm.um;.

iable for resection/cancelinticn.
7 | solemnly confirm thal assislance If received from Kashika Foundation, wil be usad anty for the "purposa’, s stated ir thia Fonm, for which such esamstancs

was requesied by me.
2) | harety confim thal | hava ol & we not in future, svail of reimbusrsemant, in ;-nrlmhhﬂ.ﬂmunyﬂmuﬂﬂmﬁwmhmmﬂlrwmmt

far which (hes assistance s mquesied
1) % e mtﬁmmimﬂwmﬂmimmxﬁm Ed ﬂqﬂmwmmwmliﬂmmﬁwmh
2} ﬂmimm'dﬂmwﬂm'.ﬂﬂum!.mmﬂmqmgﬁimrw srdm, % o wen F ng
:,Ji‘flzwUrhami:wmtﬂﬂtrmﬂwd-ﬂmmh&mwmhﬂinﬂhiﬂuﬂm#li-m
AGHEEMENT by APPLICANT (3mies £ WU
11 By affizing my sigrature or thumb impression on this Form, | (Applicant) heraby agree & authariss Koahika Foundstion and It's Trusiees io
usaipubdishipul-upireproducs my name, address, pholo & details of the “purpose”, for which such assislance is requesied/granied, through any
miediuim, Incuding but nal limited 1o verbel, prinl, electronic, for soliciting Gonations for Koshika Foundation andfor disaeminating information aboul IY's
acihibestachievements, Such use of my phota & details can be made by Keshike Foundation belore or alter my lreatmant or fulfiiment of the “pupose”

lor which assisiance |5 being requesied.

2) | {Agplicant) further agree thal any such use of my name, address, photo & details of the “purpose”, far which such assistonce is reg ~redigraniod,
will nol sutomalically entitie ma for recelving of continuing the said assistance, The decision for granting ondiar continuing the assestance will rest solely
with the Truglees of Koshiks Foundation, and thelr dedsion Is this regard will be final and scceplable 1o ma.

ummmmmwaﬁﬂmmhm.!ﬂwﬂﬂﬁuﬂ{ﬁ'#ﬂﬂmﬂﬂﬁmﬁﬂﬂ'ﬂﬂm{ﬁhm,
m.ﬂdtﬂhﬂmmiihi.ﬂ‘uﬁﬂ'mwﬁ.m,mﬁtmﬂqﬁmﬁdaﬂtmimm#mm
#m:ﬂ*hmirﬂmmmﬂmimﬁluﬂmaﬁM'uﬁmwm'immtr
z}ﬂ[u-hi;wwim{hum,m.uﬁthiﬂtmﬁmﬂi:mi#m:wmmnﬁmmmhﬂ

= wifirr” e T sfed W feln e sl et g

APPLICANT'S S/GNATURE OR LEFT THUMB IMPRESSION *
wivs % yon W S W P

AGREEMENT by HOSPITAL (FHEER WT %)

By affiaing horeundar, signature of our Authorised Signatary for recommiending this casa/patisnt for inancial assistance from Koshika Foundation, wa

{Hospital) hereby affirm & accep! foliowing:
umiundummmm#rmrﬂlhﬁmnnlﬂnﬂhmdﬂmmﬁumumuﬁﬂm othar sourca, for tha same pellenlicase, 08 we o

memm?wmummmmmuwwm if tha roquostnd pasistance is nol granied
hyﬂ.u-rinmemInpmthMthmmuqummmmﬂﬁﬂuwmm.m
confirmation mmmmnmmmmmmmwmummmmmuwmmm
ZIMMMMFmwaMM.-MMﬂﬂWWWhHDIIJH{I‘IHI
mm.umumhmmmmnmmmminnmmmmwuuwMme.um.mwm
rs:'memhlmmphl.tmwﬁhﬁhrufmmmnuh‘lumiuhtrmhuplﬂmLmKmthuFauMaﬁmuﬂhmmmluurmmu‘hﬂm
n maller,
mw.mﬁmﬂmﬂd'mm'immﬁm!ﬁﬂtﬂin{m}hmim:“dh
-11whwiﬁ&nﬂﬁifﬁumﬁ#hwﬂﬂumnminm#ﬂwﬂdl.ﬂhwﬂ"'ﬂmw
imwimi'mm'wmhkhm'mm‘mmmmqwﬂhmiﬂm
mﬂhmmw:ﬂrdmmﬂmﬂmmmmilmﬁimmwiﬂ:mmmmﬁmnm

w0 wen w e 5w ¥ W Ak
1.'Mmmim*ﬂﬂdmmmﬁmﬂhﬂﬂmwﬂﬂtmwﬁﬂﬂmmwmu'mwa
i:Ihmht#‘uﬁmmﬁn'mhﬁmwﬁmmhwﬁﬁmﬂﬁimwnhmﬂmwﬂmwum
& vt st “wifm” 9w g w fae) va e 3 S e

RECOMMENDED FOR ACCEPTENCE
wiglt % o W
Date of Surgery Vi ika Ranch
it 51 ade kih! Karan %ﬁh
7 zava A | & Stwnp of Autharised Signatory
13/2[297 s o
' g vl 4 0 v :ﬁ#ﬁmﬂuﬂ
FOR INTERNAL USE of KOSHIKA FOUNDATION SIS 2¥4F ¥
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
=l Rt |

28.04.2018



