APPLICATION FORM FOR ASSISTANCE {Healthcara) th'
HEEA ¥y STasT 9T (T dEwE) 1r____Lk.a
oundation
mﬂm#;'m‘:lin* 14 /-;;n? g_iafﬂﬁg{.qg ;;F{I:I:;:n?ﬂnnm. !g’/-a/qu?d ey
APPLICANT | AGE-YEARS WMI-24 | sEX fim
M NS = =
rnﬁWm: KﬁNLﬁLHHN_-ﬁ
PRESENT RESIDENCE ADDRESS WHTR_SIFI6T Y

= B

PERMANENT RESIDENCE ADOREES : T ST T
—Pfhe HNIADVE —

OCCUPATION ; K FARME R m‘iﬁm | UNMARRIED (i)

W
TOTAL ANNUAL INCOME - B E : = {Atiach Proof of Incoma)
G 2 00RX | L *"L L[ V] ll_' (309 w1 WET HEA)

wE WikE 5

PAN Ho. T W HER

AX, ABSESSEE [Tick whichever Is spplicable]: vﬂm%" 1
!

YOU AN
::lmmﬂm (& = 8 Tw W o W Fs
FAMILY DETAILS wfram sy
. Neme of Family Member Age [Yesm) Gender Fislation with Applicant
‘_::du;] oftam % H m{:‘l fiim rire € o we
1 1 . T -1 6 W A
>, UV ENHTUN 72— o8 IV T E R
é. ' S MIN KT SO = T i—
BASIS for REQUESTING ASSISTANCE (Tick whichaver I applicatia)
war 4 fid feefe anm
BPL Card EWS Cenificats Ration Card Any Dther
{Astach Card Copy) (Astach Certificate Copy) {Attach Copy)
wind e % A AW W@ e w0 vl v T TUERR WIE m‘.wﬂ“m“
{¥em v W wew Wi wEm wl) {vEr v =Y uil we W (T 71w ww oy s wh
*PURPDSE" for REQUEBTING AGEIETANCE:
v ¥ f5d i fel W e
St No. Madical Reporia/Prascriptions Attached
=9 ¥ B FEEATER # W w7 Wi gl W
LA [JLH{nNV S 1S —-'—'?!FF?H’EZEE'T'—" [ =
—7 SRGE Y 2 25 i 1 O

BEING AVALED for SAME “FURPOSE™ from OTHER SOURCES

ASSISTANCE
W 9T % ¥ W = wwm feel o s A fe v W02
AMOUNT of ASSISTANCE BEING AVAILED

Ar. No. KAME of OTHER S0URCE
N T N ey W = i wergm ol




DECLARATION by APPLICANT: amies B |hee ¥

i;lmwmm:ﬂMh H-ﬂ.sFmmenmmnhmﬂmjmmduu.mrtﬂﬂnﬂmmﬂﬂmmmrwmm&mum.'rfnn-g.
liabla for mject 1
z}|mmmmum_ummwnmmmmrumum.ﬂnemdwwma‘wm'.nmmmmmemmmw

was requesled by me,
3}|haehymfmmullmmhn&nmmmmtnmurﬁmminpmmﬂm.ﬁwwmwmluwﬂmmmw.ﬂmMml

for which this Bssislance is requestsd.
:}ﬂﬁmm{hmﬁ!ﬂlﬁﬂnﬂhﬂnﬂﬂimm LR o & T o ww s T W @ 9 wee fow S e b
zﬂtmimuﬂl'-ﬂﬂmm',imﬁml,mwmﬂﬂﬂﬁ#ﬁﬂﬁmaﬂ!.ﬂmwﬂﬂwmlu
3} & e s { e P wen by o wd ¥ o 4, T of W s e v fed s vnfriewdn werh @ 3 6 fen & 2o o ot o
AGREEMENT by APPLICANT (/s Tl W)
1;|Eynlﬁﬂhg-m;-ﬁgmlurnulmmlmprul.innmul':ﬂ'ml:W}hﬂywﬁlM:ﬂmmmrlem
usalpublishiput-upireproduce my name, address, phioto & detalls of the "purpass’, for which such susistance is requasiodigranied, through any
medium, including tut not imited 1o verbal, print, olacironic, for soliciting donations for Koshika Foundalion andior disseminating information about II's
aciiviiesiachievements, Such use of my photo & dalalls can ba made by Koshika Foundation belore or after my ireatmant or fulfiimant of the “purposa”

{or which assistance Is being reguested.
2} | (Applicant) funther agree thal any such use of my neme, address, pholo & details of the “purpose”, for which such assistance is royg ~~digranied,

wilmuuumﬁwnrenulhnurrnrrunuimnrmnmwlidushum.mmnhqmnﬁnnmmmmlmunmmmmmﬂy
wlmwTMﬁm:uqumHmmﬁMdmmhﬂmudﬂIlbcﬁmlmdamﬂnuhmmt

1) Y0 N SR e st W) s e, & (svdow) s uel W) e m{ﬂ*xﬁﬂuﬂm#n&wﬂd'ﬂﬂgm{khm
m.wﬂﬂtihﬂwmii‘ﬁmtﬂ'uﬁm'mmﬁ,ﬂ.mwmﬂ#@Wmmﬂiﬂﬂhﬁimm
#mmimwhﬂmmmﬂmiﬂwuﬁanh‘mm'uwmh
:Htm)w“ﬂm(ﬁﬂu“,mid'dtmdhmimiwigﬁm:mmmwm|wMﬂ

“wifre® g wee e w1 frele s sh et v

AFPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION |
i % e @ & W Fm

AGREEMENT by HOSPITAL (¥a™ U U0

By affining hereunder, signature of our Authorised Signatary for recommending this casefpatient for financlal assistance from Koshila Foundation, we

{Hospital) hereby affirm & sccapl lollawing:
umﬂnrﬂhump:wiymrﬂhw-nﬂdwamummmmﬁﬂmmyuMmmhmmnﬂuﬂumnwn

mqumuwmmmuwmmmmhwwmm.uummuum
hyﬁmlﬂuFar.niuiun.hp‘lnrhh!.muubhtpumrrlﬂwthupwmﬂﬂﬁmmNﬂﬂawuHHm.m
mmmﬂ&mummHmmummwmummummmmmmHW¢wMW
z}mmmmrmhmwmnm.-mmmMmmmmwmmmm
plﬂ:rﬂ.uhu-dmhmmmlmmmmlmlw.mdhrnmmmﬂmwmﬁwndamummHmﬂ
lnmmlmhmwmﬂlhammllH'ntm&ulmo!mepﬁnmmﬁmhhhwﬂwmwﬂhmmmhammm

in the matier.
n’tm.rmﬂﬂdtﬂm'nﬂmm*immhmﬂnﬂﬂtnﬂw{m;ﬁqmin-mﬂh

-nwﬂnﬂ“dﬂﬂmiﬁﬂtmﬂﬂtmwﬂwmmmﬂwﬁmﬁﬂiﬂwﬂwtﬁ#wﬁmm'
ﬁfawﬁnlﬂmimi'mm'mmnfthﬂ'ﬂﬁmmm‘mmhﬁrmﬁw-ﬂhmiﬂm
mlﬂﬂtmmﬁmmmﬂﬂmﬂﬂiwmwmhmﬁﬂmmwikmﬂmmmnm
iy wwd) dea @ feel S e @ o A
z."!'tnmmﬂ'iﬂﬂmmmﬁhﬂhﬁummﬁﬂmuﬁnﬂmwwﬁﬁmﬁ
ntm1nvmtm'dﬂﬁwﬂm'mhﬂmwﬂmwﬂtltﬂﬂimﬂwtmwmmﬂﬂwﬂﬁdﬂﬂ#ﬂﬁm

w o sty e W e w Bedod woasd i

RECOMMENDED FOR ACCEPTENCE

g ® . s 8
tterjed : ik
4wt pr. Pryai _c?:.aeu B ion Reses
; oss% ... (Name, Designation & Stamp of Authorised Signal
I'df/iﬂ-) (Nams 5157’8 Rag-No-sth Stamp) on behalf of Hospital) i
Susiil e W Y v e L 1 T ° R TSR ShEg s
FOR INTERNAL USE of KOSHIKA FOUNDATION SIS 394 ¥

SIGNATURE of TRUSTEE § SIGNATURE of TRUSTEE 2

el w1 ) VA 2

BT

28.04.2018



