APPLICATION FORM FOR ASSISTANCE
HEOW B &S WY

(Hoalthcare)
(T dagE)

K¥hika

foundation
————

Basleng binck of He

s o220 gt oL ™ 192010
MmN N BGH KUMPR  POREL ““’"‘”‘gz_‘“ e
S i L A

_ PRESENT RESIDENCE ADDRESS ar el Tm

W e

&l

L6 TN VA 7

M1 d , ey U8,

PERMANENT RESIDENCE ADDREES - ¥l Saa7er T

— A8 ANV E —
Croinigliaak UNEMPLITED NARRIED () / UNMARRSED (sftvuii)
il T e
PAN Ho. TuT{ WA Hom v
"ARE YDU AN INGOME T whichever Is applicabie]: You i Na
e D ¥/ 0
FAMILY DETAILS witap Taam
, Mama of F Membar Age (Year) Gender Relstion with Applicant
l-':t?';'l TR W & aw (wi i FATE ¥ WO wA
a1 N ™M skl F
2 SHhAYH O iisel "o E Pt G T ek
BASIS for REQUESTING ASSISTANCE (Tick whichover is applicable)
e ® fid fief s
BPL Card EWS Cortilicats Fation Card Any Other
{Astnch Card Copy] {Atiach Cartificate Copy) {Attach Copy) BesinProol
wi e @ A owam v # wl w1y TR S et
(e 72 %1 v Wi W wh (v oy Y v wf wEE W (v 73 = o v wEm s
“PURPOSE" for REQUEBTING ASBISTANCE:
e i 5w e . o
8. No. Medical ReportaPrescriptions Attached
w4 Wen s B wl ) nf s gl dem
e SIIANISIY —CAaAIARBAC T — 1. F
) U ESE Ry — LE (2fes F . LoL)
|STANGE BEING AVAILED for SAME -FURPOSE” from OTHER BOURGES
t{hihiﬁmmﬂcﬂrmmiﬂ-ﬁumﬂ?
&r. Mo, HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥T TE H= wiE W ™ ot i s T




DECLARATION by APPLICANT: sid<s T/ Wves Ti:
mhamtqlmﬁrnumtalmhmuann-reTruammmmm-.ruwmuiu.mymwwmﬂummm&MMW.ﬁary.

fiable for rejection/cancallaton.
2} | seiemnly confirm that sesistance. ¥ recatved from Koshika Foundation, will b wsed anly for the "purpase”, &t slated in {his Form, for which such assisiance

was requested by me.
:!}Ihambrmﬁmﬁnllhmmhn.:nnlhﬁuum.,wﬂahlhh.rllrnl'll.m:.nﬂ orin m.mwammﬂnwnwm”mmmm.ﬁuam

Far which this assietance is roquested,
() & svm wm o fE T v A Tt T el e S el o srqEn W R el $ ofc wH S T W s wE w4 e e S woeel
2} ﬂmiMW'ﬂ&myﬁm'.ﬂﬂadi.mmﬂmﬂmdwmm‘iwmﬂﬂumh
33 4 yie wm f 5 hamnnmhtmit.nHhmuﬂhummm-ﬂmtﬂi#imiakt#mﬂﬁm
AGREEMENT by APPLICANT ( siys @0 %00
l}armmrligruIWrnurumbhnpnuimnnmth}[Wt!huww&lmbnmwthwu
usaipublish/put-up/reproducd my name, sddress, photo & datais of the "purpose’”. jor which such assislance i requeslodigrantad, hrough eny
medium, Including but not imited to verbal, prnt, glectronic, Tor solicting donations for Koshika Foundation andior disseminating information aboul (I's
activities/achigvements, Such use of my photo & delails can be made by Koshika Foundation before or afler my Lreatmant ar futfilment of the "purpose”

for which nssistance s being requaesied.
2)1 {Applicant) further agree thal any such use of my nams, sddreas, pholo & celads of {he “purpese”, for which such assistanca la 1eq) ~=tardfgranind,

will not aulomaticaily enliie ma for mmwmmmmmm,mmﬁmn for granting endfor continuing Ihe asaistance wil resl solely
with tne Trushees of Koshika Foundation, and thelr decksion Is this regard will be final and acceplable to me.

;;mmﬂmmuﬂﬂmm.hm}I#Mﬂaﬁzmm{ﬁ'mm&ﬁmﬂ'ﬂﬂhwm{ﬁhw‘
w,ﬂﬂmiﬂmnwmiiﬁwtﬂ'm'mwﬁ,m.mtﬁtmigﬂmmﬂﬁiiﬁﬂmvllmm
ummimmhatmum:lmiwiu-ﬂwmm'mm“:mmh
1;ﬁ:;.m:mwmﬂmthhm.w.ﬁ*hﬂﬂhmﬂmiwﬂhiﬂm:mmm'-lﬂmrwmﬂ

~wifver® e 7o e w1 Profa s st T W

APPLICANT'S SIGNATURE QR LEFT THUMB IMPRESSION |
suiew & womn w S W P

AGREEMENT by HOSPITAL (s 30 %)

By affixing hareunder, signature of our Autharised Signatary for recommending Uis casalpatiant for financial assistance fram Koshika Foundation, we

{Hospktal) hereby affirm 4 sccapl fallowing:
1;umummpcmymmmmmﬂmmwmmmmmmymmwmmmunm

rnquufnnlnwMMFMMummmmhwwmﬁm&mm:dmhmpm
mmmmhmmhumtnwmhmwmwmmummm«mwum.m
confirmation dmmuuwummeuwuﬂhmfwmnmpﬂmmmw“HGGwmﬂﬂm.
21mmhlumrrmKnd:hqumhmwhm.-MMHthMMhyMWmm
pulhml,hhmdanhmmmhmmupﬂMImmmmuhnuwwmmdhymFwndnﬂm.hu.hﬁnnpﬂ#
ns;lumn:nhImplllummﬂwnlmtnmaﬂllhwmunﬂfmulmuumundmmmwmwﬂhmmm- or responsibility
in the matter,
ﬂﬂw.mﬁﬂﬂtﬁmd‘ﬂmm'immhﬁmﬂﬂi‘riﬁtmﬁ“ﬂ{IPMJﬂ'ﬂtmiﬂuﬂmﬁh
-1]wtti“ﬁtﬂmimmiﬂhmmquﬂﬂﬂiwﬁﬂﬂﬂutﬂ#.ﬁknﬁ'ﬁmwﬂﬂ'
3 Tewfmdf T & wan 1 *wifs v g0 w6y & bl e — ko R RS R R R R
mm*ﬂmw&n‘mwﬁa‘lmmim#ﬁmmmmhmﬁﬂmmmiﬁmmmmMhﬂ

i wod W w fed S w0 e
1'uﬁmm'#mﬂmiﬂnﬁhnﬁrdhiﬂmmwﬂﬂmuﬁﬂim“mwwfrma
iﬁ:nﬂml#‘dﬁmmﬂm‘wﬂmmﬁmtﬁhmﬁmﬂﬁﬂmgm:htmmhawhm#&ﬂm

¥l o s Cwfom® 9w oftw @ faigh @ e W ol

RECOMMENDED FOR ACCEPTENCE
wigdt % fog wegf
Dats of Surgery i)
sivhR #) wla JV :
9 i , Desi 1 { Authorised
l')} 1 / 2 (Name of Dr. & Regn. No. with Stamp) - "“ﬁ“umh‘@uq it
W I NI L MY e ey e
FOR INTERNAL USE of KOSHIKAFOUNDATION S/t 2w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e e | T PR 2
™~ —]

28.04.2018



