APPLICATION FORM FOR ASSISTANCE (Healthcare)
HEGW € SATEAST WiEY (wmag dawe)

K¥hika

mh. b/ nﬂg)i_lr}i-.,1 ArpLicATION TS {?'/T/Zﬁz.ﬂ

NAME of APPLICANT : T(R'LE}-HHFJW PEDG AGEYEARS - | sex fidn
- $HBAMY e e
mm[n‘sﬂmn'u we: VR HAN [405H

w
PRESENT RESIDENCE ADDRESS wdam Siami wm

WFS T RFNF:HL
PERMANENT RESIDENCE ADDRESS : #1§ Smraiy o

— A% HIAAVE —
-
ocoveanion:  H O ETAH [z [P MARIUED (i) / UNMARRIED (sftvrivn)
TOTAL ANKUAL INCOME < !
o it ¢ RE S F0 DX |2 2 20U0o[~ Yo omctatucems)
PAN Ho. ¥l Wil W0 il
mmmm;um [Tick whichever ls applicable); Yes 1 Ha
w = wrg w5t o b (9w vt 3w o ) w Few w L]
FAMILY DETAILS wftam foyam
5r. Ho. Huuvl'lF Member Age [Yuars) Gander Rulation with Apphicant
w wE :;g! aw_(wi) fan “i e
L KGR + O, v 57 L ?:g'FL_
y 255 SENSEYS SHE !'-1F ZY = SV
BABIE for REQUESTING ASSISTANGE [Tick whichovar Is appiicable)
e % Tl fefy smm
BPL Card EWS Cartficats Rstion Card Any Othar
{Attach Card Copy] (Attach Certificate Copy) {Atiach Copy) Basl/Proof
il T % A v e 3w v i W s Wi e
(e 9y % v wf W owh (v %3 WY W wi wE (v 91w R e W
=“PURPOSE" tor REQUEETING ASSISTANCE:
w17 el el = g
Br. Ma. Madical ReportaPrescriptions Attached
w9 w50 spmETe § Wl o ol shdey g Wem
T rDJ_H{aNﬁLJQr-——--["ﬁ'Tiﬂ—HW — LF
2 T RGEE Y —— LE (RIS '-t'-'Iﬂ.’.;]
mmma&uﬁnmmwmmt}mmm
Yo Ak % VY W o wwem TR 9= v @ e ownow?
51, How MAME of OTHER SOURCE AMOUNT of ASSISTAMCE BEING AVAMLED
FY HE N EE W AW G R Lk




DECLARATION by APPLICANT: Sis T Whwes i
11Ih:mhjln:lflTIH=II'IIIIIElﬂl.ll'lihMFDI'I'I'ilrETﬂ.}ﬂ'ﬂlIihﬂmtﬂﬂﬂhﬁﬂﬁdﬂ-hflﬂ'ﬂwwmm’ﬁﬂmﬁmuﬂiw.“mﬁ

fiabia for rejection/cancallation.
21 sclemndy confirm Ihat sssistance, i rocetved from Koshika Foundstion, wil be used only for the *puipose’, an slated in this Fomn, for which such assisiance

was requested by me.
)1 haraby confiem that | have not & wa notin futurs, aveil of reimbursemant, in pant o in hall, from any ather source’employeninsurance campany, of the amount

far which this nssistance |s requesind,
uﬂﬁmmthwmﬂﬁrﬁmﬁmﬂnmﬂﬁmmﬁm I.qﬁﬂﬁmmmmwmimﬂﬂmmﬂamh
1 ﬂwimm'mm'.ididi.mmwﬂmaﬂﬁimﬁﬁumininﬂwwh
1) 4 ofe wm { mmi‘[wnﬁﬂdt.-wmumimmhﬂnﬁmtﬂﬂwﬁmt&wﬂﬂ-iﬂm
AGREEMENT by APPLICANT {auies @0 WU}
113;-|Hmngmqrmwmammmmmﬁmmmthbupﬁmtjhmbyumlmmmﬂmmnmh
usafpublishiput-upfreproducs my Namde, address, phnhl.duunnuht‘pwpuu'. for which such assislance i requestadigranted, through eny
rriedliem, including but not limited to verbal, print, electronic, for soliciting donations for Koshia Foundation andior disseminating information about [1's
acthviliesiachievements. Such use of my photo & detalls can ba made by Koshika meat'rmbﬂm‘lauﬂm‘wmctmanlwmtﬁmmtm'wu'

tor which assistance Is being requesied.

2} | {Applicant) further agreo thal any such use of my name, addreas, photo & celails of U “purpase”, for which such assistance fa reg ~"~digraniad,
will nal sutomaticaily entitle ma for recelving of conlinuing the sald assistance, The decisian for granting andior continuing the assistance will res! solely
with the Trustees of Koshika Foundation, and their decision Is this regard will be fingd and accaptable to me.

ummumﬂmwmﬂmm.itmjMmﬂfﬁm{ﬂ‘mtﬂmﬁmm'dmmth‘hm.
m.!‘lﬂlh':i'ﬂmllmmﬁiﬁui,ﬁ'm'mmﬁ.w,mr@tmi@mﬁmﬂﬁﬂﬂﬁmm
ﬂmﬂ!tﬂﬁhmhﬂmmmﬁmiMuuﬂtﬂiﬁﬂ'uﬁmm'wwmh
z}iLm:lmwﬂmth“hnw.wﬂﬂmdﬁmit{éﬁi!ﬂhim\m:mmMWﬂMIHMQ
'M'mtﬁwmmhﬂmﬂtmﬂhl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
spvs % et @ S W Foe gy

AGREEMENT by HOSPITAL (Wems S0 W)

By affining horaundsr, signature of our Authorized Signatary for recommending Lis case/patient for financial gssistance from Koshika Foundation, we
{Hospitel) hereby affim’ & eocapl fallowing:
1}Mwmnwmrmﬂhfuutmﬂfmmumammﬂnmmnaummywlmm.hthmpnmuuu.uwn
.muwmmmﬂm.ummmMmmmmummmemm.umwmumw
wwmhmwhummwmmmummmwmmmmnw-mwmmm
mmﬂmmmmmwﬂmﬁmmﬂmmhmmmumpmﬂmﬁmwwmmmmam,
Z}NMMWFWhmwhm.-MMHhWMWWMt-ln:.plllmm
p.:nm,unmdmunwmmmmmmamww.muhmmmmwmmmmm.wwm
?:;l:msﬂe&mmm:wuiﬂhrulm-munn:ﬂlmmmanrmdm:mﬂmLmHmthnurﬂnﬂmnﬂlhmmmammnm
n tha maier,
mw,mititiMﬂ*tﬁﬂmﬁn'immhmﬂﬂth%n{m}ﬁnm#mtﬂndh
-nwﬂﬁt'dmah!ﬂwimmmhmimuwﬂﬂiiﬂﬂ“iﬂ#uﬂﬂ!.iﬁkm'ﬂmm'
ﬂWW¢mi'mm'wmuﬁhﬂ'mm'mmmmqwmﬁhmiﬂm
ft o= T e wew W fel S imﬂﬂ%mﬁmaﬂumhmﬁﬂmmmihmﬁw%mmmm

i wewrd e W e & we @ T el
1,~-mmmw-ﬂudmmmmmtnﬁwmwﬁﬂmwmmmwwu«aw-rma
tmmmtm'nﬁmmﬁnfmﬁﬂmwﬁmwﬂhmﬁﬂmﬁﬁﬁmm#mﬂmmmﬁﬂm
® T sk e W W e @ faiol w0 e

RECOMMENDED FOR ACCEPTENCE
. it % e s

Date of Surgery Dr. N : Shib Sanps Sagem

it 9 b el Karan S
: Rej o E37 (Name, Designation & Slamp of Authorised Signatory
3132920 | st g SR ~

TN mp on behalf of H

muﬁum‘rﬁ? h mnnmdﬁ;ﬁﬂnﬂ
FOR INTERNAL USE of KOSHIKA FOUNDATION  SFifts avam ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | =) PR 2

28.04.2018



