K2 hika

foundation

Bulldong black ol Wia

APPLICATION FORM FOR ASSISTANCE (Healthcare)
FETaET Y HTEET WiEg (v TErme)
oo geninipliatll | 102 ?-—i)/t_;?,cf? oty utealld "%"/‘2/{ 820
. X e
g MO CHHIYEDALY MoN DAL e T
(FaTREramspousEB NAME: 1O UL 1 TVON DAL
Tmmzes W

PRESENT RESIDENCE ADDRESS _Wie s g1

v

PERMANENT RESIDENCE ADDRESS ;

—— Dy

sccwmon: VBT PLL Y BT

e
MARTIED (ufba) /) UNMARRIED (sivaim)

k. 7 T 0-o) [2 < Ie80%/— oy

bl
PAN Ho. VEIT| Wl W@ —= = =
ABSEBSEE [Tick whichever 18 spplicable): ]
;F;wgnw [ﬂﬂﬂ:ﬁwﬂﬂtﬁﬂ;ml ‘i‘%‘m
FAMILY DETAILS wftam firemmy
Age ] Gander Rolotlon with Applicant
% (o) “h 3
ll.l-".ﬂl’_-.’ M ﬁf F]i
2 [~ 2l EE’ =1 _:vi\"#_ ;
ﬁthWuﬁEﬂq
v o fid e s
wid tan 4 g CE AR L] Ty T lunger
(waw w W) v Wi e wh (e vy = e il e st (w2 o wn o W st L)
"PURPOBE" for REQUESTING ASSISTANCE:
mnﬁﬁﬁmm
™ Attached
w1 §0T - mi-ﬂﬂ st ol s
" Pl = a6 : — L __] =
SRR —— O R o A )
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
wmiuﬁmmm o= i W forw w7
st No. NAME of OTHER SOURCE AMOUNT of ASBIBTANCE BEING AVAILED
T wWE o v W W ¢ mf wewm o




DECLARATION by APPLICANT: e gu =hvon ¥
1:|4humi:ywﬁmuulﬂldiutdshml:u'mm:‘fmnlnhMﬂdwmmga.ﬁnflﬁﬂMﬂmﬂme&wM&bﬂm.ﬂmy.

liabis for repoctionfcancedation.
2]|mmm:MHmmmuﬁhnu.HmmwmKmrnFu.mm,w-'.ummadmmm'wwd',ulmmimMthmmm

with requesisd by me.
31|ww;mrmm|mmu.';rmmmn.me.mud:ﬁmminganmmmn.fmawmmm:wmw,mram:

for which this assistance is roquesied.

1 iﬂﬂm{ﬁrmmimﬂﬂmﬂmiqmmm‘ win & e 2 Fawon v e s w w90 W P o) o 1)

11ﬁmimdﬁ"ﬂﬁmwm‘*ﬂﬁwuﬁl.m:ﬁwrﬂﬂwmiﬁim#mm,dﬁnﬂﬂwzw L]

1) iIﬁm{hhamﬁunﬁﬂ11'.“ahndhﬁimﬁmhﬂmdmﬂi“ﬂi!ﬁht#-ﬂm#w
AGREEMENT by APPLIGANT (3w g %00

1} By affixing my nigratura nrmmbinpﬂﬂmmmthI{WI}MQM&MMWMW and It's Trusless o

usalpublish/put-upireproduca my nama, sddross, photo & details of the “purpose”, for which such assislanca is requesiedigranied, through any

medium, Incuding but nat limiled 1o vertial, pnt, eloctronic, for soliciting conations tor Koshika Foundation andior disseminating information about i's

activitesfachlevements. Such use of my photo & details can bo made by Koshika Foundation balar o alter my treatment of fulfiiment of the "purpase”

tor which assistance |s being requasied.

2) 1 [Applicant) further agree that any such use of my name, adidress, phato & doiails of the “purpose”, for which such ossistance s reg ~=*ndigranted,
ﬂmmmanuummmmnrmummu-MW.Mﬁmwwmmmmmnmmwtwmm
mmm“amw.mwmummwuumnnum-:wuhumm.

umwﬂmmwﬂﬁmmﬂmﬁu}mmwwmﬂﬂ'mmﬁmdtmwﬂ!'dmmthhm,
w.ﬂ&#ihﬂwmﬂﬁui.ﬂ'm'mﬂ.ﬁmwmiﬁmﬁ#w*ﬁﬂhﬁﬂmm
ﬂmﬁﬂmﬁmlﬁ{iilﬂﬁﬂhﬂ!ﬂﬂﬂiﬂ&tﬂﬂﬂiiﬁ‘uﬁmm'wﬂaﬂmh
1jilmlwwﬁmthhm.m,ﬁﬁmdﬁmﬁmi!ﬂﬁiqﬂm:mnmﬂM|nmﬂ
';ﬁm'm:ﬁwﬂﬂﬂﬂﬁnﬂtmrﬂlhl

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION !
sy % v @ &@ W Fae

AGREEMENT by HOSPITAL (FWas BU ST0)

By affixing hereunder, signature of our Aulharised Signatory for recommending Lhis casa/patient for financlal gssistance from Koshika Foundation, we
{Houpital) harsby sffirm & sccepl fallawing:

in tha matier.
'Fn‘lM;mﬂ‘ﬂﬂ!ﬂmfﬂ'ﬁﬂ'M!Iﬁﬁ'iﬂthm#ﬁtﬂiw(m}ﬁﬂmi“‘lﬂ“ﬂil

-uwhiiwtlﬂmimmiﬂtmu‘mwﬂmﬁimwi#&uﬂﬂt#ﬁm'dﬂmm'
dWwﬂwi'dﬁmwﬂm“wmhﬁhﬂ'mwﬂw‘wmﬂﬂ«ﬁmmhﬂmhmiﬂ-nm
Tlntmhuﬂhuﬁﬁmmﬁmﬁwmwmhmfﬁimmmiﬂrmmmmmmhﬁ
iy v dew w el we ¥ e
1'mm'imﬂmmwmdhMﬂmwﬂq{mum#mm“wﬂﬂﬂm
#mumim'ﬁﬁmvﬂn'mmeﬂﬂmmi:wﬁmﬂMimﬁmmmmﬂmwmum
¥ o st v W W e w Pl v e T el

RECOMMENDED FOR ACCEPTENCE
— :‘-NFH w forg sl (i
Date of Surgary Dr. Priyanghs Gnatieneyd 7
| o P e
Rag : .-|'_'-C-I s i L- s T
ta’fﬁ/‘zé 2 ;I::.ﬁpkmmmiﬁ-ﬂ- gy (Name ﬂuﬂfﬁnmw udsawm-,
mﬂm'm‘&l w‘“mmimj
FOR INTERNAL USE of KOSHIKA FOUNDATION  SIRIfTS 3%d i
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R R | TR 3

28.04.2018



