APPLICATION FORM FOR ASSISTANCE

(Healthcars)

WETEW Bq SESA WiEY (Tamyn Tuvm)

APPLICATION Ma. 1
e WeA

le /02?13}9 a4g

K¥hika
foundation
“Suiieg ek ot e

;’g’ﬁﬂ““"‘“:fﬁ‘?/‘lom

HAME of APPLICANT :

ADE-YEARS %79-wni

cY

WPMINT MSSUMDAR

mh::;m
FATHER&SPOUSES NANE : DL B EIVDRA MAT VD

=

frmrsg m T

PRESENT RESIDENCE ADDRESS W7H S W

C LUV g,:l

i

PERMANENT RESIDENCE ADDREES : T8 SIEIT W

—— AT APDVE

s

MARRIED (RR) / UNMARRIED (Pvaea)

occwmnon: [ fE0URE X,
TOTAL ANNUAL INCONE ; e Attach Proof of
il e £L2000X |2 2 240 Of e ol
PAN Mo. w7} W Hwa - o
ARE YOU AN INCOME TAX ABSESSEE whichever Is spplicable): Yea [N
T S 5T WO {iwﬂzﬁmmiﬁlﬁmt IT"H;‘I
FAMILY DETAILS wftan fmm
st No. Hame of Family Member Age (Yaars) Gend Relation with Applicant
w4 won iﬁéﬂfﬂ W () ey ﬂsigm
— " 0 29 = ‘ST?[_
: FPUCEH 1O A F 20K
o PllefzCd H il B) 26 ri SO N
BABIS for REQUESTING ASSISTANCE (Tick whichevar Is applicatle)
werm % fird fisfy soun
BPL Card EW¥S Cortificats Ration Card Any Othar
{Attach Card Copy) (Attach Certificata Copy] {Atiach Copy] BesteProg!
win) e # A T s wm v e e Phasgars
(v x W) v e (e vy %) W o W (warm T2 W) e W s Wt e
=PURPOSE" for REQUESTING ASSISTANCE:
wEm g el e W i
8r. Mo Madical Reporta/Prescriptions Attached
¥4 §50 SFEEER o Wi w1 s gl de
1 DTAONDGCIS — (T HTHAFOCT —— 1TF
= CURIZPY LB AN ol N 2k ') )
ABSISTANCE BEING AVAILED for SAME "PURFOSE" from OTHER SOURCES
W AR ® ¥ W A= e e S v | e o wy
AT NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T T A T W AW = v o




DECLARATION by APPLICANT: #res S0 g or; |

1) I hareby confem et 2t delass in this Form are True to Uhe best of my knowindpe, Any laise statamaent will render my Appdication & ongoing ascistance. ff any,

limbsie for Bor,
2]1mm~dywuﬁrmumtﬂ:hinm.n‘mmdhnmmmmmnm.vriubuuudurwrurw'wpma',nummmmhhm.tmmmmm

was requeted by ma.
Jyahmmnﬁmml|mmnn;nﬂhhmm.wﬂdmmmmm;MwmME,MMrwmnwmmM1mm¢fmm

fiir which thia Bssistance |s requesied,

nﬂmm{hwmﬂiﬁﬂﬁwmﬂrmimmm‘w §) o & T o wwt s wm wa A S v e W w el b

2 ﬂmimuﬂt'dﬁmvmﬁﬂ‘.#ﬂamtmmmmﬁﬁtmmmﬂnmﬂmwh

3) Iﬁm{kﬁthnwﬁﬂﬂhnuﬁ:mﬂtumﬂwhﬂmmmiqﬁhimnﬂm#ﬁm
AGHEEMENT by APPLICANT (amits 5 WUl

1} By aMfizing my signatura of thumb impression on lhhl-‘mlW]qur&wﬂmr&u%ﬁFmdﬂhmﬂhmem

usalpublishipul-upreproduce my fame, address, photo & details of fh “purpose”, loc which such assistance is requested/granted, through any

rmadium, induding but not imited to varhal, print, eloctronic, for soliciting donations for Kashika Foundation and/or diszeminating informaticn about I's

actnviliesiachievements, Such use of my pholo & delalls can be made by Koshika Foundation bafors or afler my treatmant or fulfiiment of the “purposs”

lor which assisiance |4 being requested
2} 1 (Applicant) further agrog Ihnlunyiu:huﬂninwnm.mwmiucmﬂiuﬂha'pufpm&‘.hrm:uﬁh assistsnce ls req ~~*sdigrankad,
wllmlaumt‘mihrmﬂhm!nrmm-hqnrwmuwhlddmdim.m&:d:hnlwgrmmanﬂnImﬂmhgwmmwimﬂmw

with the Trustees of Koshika Foundation, and heir dacision is thia regard wiil be final and acceplabla o me.

1) v6 W W S e o sind ¥ e e, 4 (awEew) sl wps ¥ e won f o e widke s aes =i " w) s wm (e dom,
m.n‘d:!nifinmwmiﬂutﬁ'ﬂh'mﬂ.m,mtﬁﬂtﬂiqﬂ'ﬂmiahmhﬂﬂﬂﬂhﬁﬂmm
#mmﬂmﬂvhﬂmwmﬂmim‘“ﬁ!ﬁqim*ﬂiwmm'nmwh
11Hmﬂtamﬂm{mhm.w.#ﬂtmﬂkmimiﬂhiwmmmnmﬁmlwmﬁ

* i "y zen =uted w frebe sfim sh e ¥l

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
anies % v @ &R W FoR

AGRAEEMENT by HOSPITAL (v B0 Wat)

By affizing hereunder, signature al WW Signatory for recommending 1his casaipatisnt for financial assistance from Koshika Foundation, we

ﬂl—luw*ﬂl:hmuh.ﬂm’lmptm:
ﬂlrulmmwmpruummrnﬂlhtmlnﬂﬂwmumnummmhmmﬂumrmm.mmmmmuwm

mmnqummm.ummmmmumwmmeummmumpm
wmmhmuhmmhwmhmmmmmmmmmﬂuqmﬂm.m
mmu:mlrmmmmWHmﬂmmmumwmumpWMmWMwmﬂHm
z;;mmmmmmmhmnmﬂhm-mmﬂhmmwmmwmmmu
;nunnt.hbmndnnuummﬂmmhpmm&hm.mimnnmmmdwmhFwndlml-lum.munnw'-l
;ﬂ:mﬂh&mphhm-mﬂl}ra[mmmmmllhwmlmfmntﬂwepaumLdemHDFnsmdnumwilhmmmdlwmwM
8 moller.
rmtm*mnn‘lmﬂmﬁ'mm'imﬂuﬁﬂmﬁnﬁmtﬁimr.rmmﬁqmiﬂtﬂm-ih
1:whﬂdm-tn#ﬁiﬁhmﬂhmwwhﬂmmiwﬂrﬁ#ﬂuﬁﬂ &, 38 fs v “wife Wt
1 frrfmA v % waw § e weem® g e i b e wrrTA® T wrem e swaen §) e ) e o § A s
fkﬂ!mi'nmm'wﬂmmmﬂm#mmmmlumﬁ#mmnlmmﬂmmm&nmﬂhim

#y wowrl wew w fed I e ¥ W Sl
;.'uﬁmwﬂm'ﬂﬂﬂmmmnﬂmﬂhﬁmmwﬂrﬂmmm&nﬂmwmmmﬁﬂma
iﬂ'rutrfmtﬂt'mm'mﬂrﬁmwﬁmu&hmmmmﬂﬁﬂwwﬂtmﬂﬂmmMﬁmﬁ
® Wit s *wifom” W W ofve w feciol v e d e

RECOMMENDED FOR ACCEPTENCE
, wmt % fog wegfh i
Date of Surgery ; . C | : T
e C wJ 65‘?‘9& -
). . (Nam+, Designation & Stamp of Authorised Slgnatory
1§ /Z/ 2020 Name of Dr. & Ragn. No. with Stamp) on behalfof Hospta)
TS WA I m ¥ T e S whe
FOR INTERNAL USE of KOSHIKA FOUNDATION  STRIft® 2987 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= SR | i

28.04.2018



