APPLICATION FORM FOR ASSISTANCE (Healthcare) K%hl‘?ﬂ

i { ’ foundation
e LR e G APLEATIONBATE . (4) [2./2.9.20 g o e e
NAME of APPLICANT : |4 O\ (0T (L, [T MR AGE-YEARS 309-w4 | SEX fain
e e H{:irlppy_ﬁ £% =
e ey e: 20 10) AW AP M0 DYA

= m%mbm_%m;%w 2
RENTULE L P wichy N es \E

PERMANENT RESIDENCE ADDREES : Ty STETT W

— < Nhnive —

nﬁmm: !-'V‘J.E'.J_r'l'q-\'f_ QY E[D MARRIED (W) / UNMARRSED (s
e R % 00K 2 24T o e )
PAM Mo. vari WRN HEX wrf
"ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver ls applicablef: You!
:-F;wmumwinﬂwﬂnﬁmmmn L
FANILY DETAILS Sftam Fremm
of Family Member Age (Years) Gandar Rslation with Applicant
g e % () o % T
X AL LR REATTY FITE % ™ BT E
) L ERBUL MIpINT o) ) 7
o B SHPLE P '% Ej(,ﬂ o9 I- N
i Iv : L) n S LI i e
’&_ N £ e UM 2k E Pt Vi T K
BABIS for REQUESTING ASSISTANCE (Tick whichaver is appilcabla)
wrm % fid firefn s
BPL Card Cord
(Asach Card Copy) (Asoch Cariicae Copy) (Riaen op Any Othr
ittt b @ A Tam e w vl T n T w1 mmﬂlmlm
(wam w1 Wi e Wi W Wt (o3 ¥ W Y W wh {vam 7 w) o W e W
*PURPOSE" for REQUEBTING ASSISTANCE:
w4y el mi et = g
8r. Na. Madical Reporta/Prescriptions Attached
T e semesTe § ol # o v ol §ee

T UIEoWUS IS — COTORPET—RE

T SURGERY——— RE [ S1CZ 20l )

ASSISTANCE BEING AVAILED for SAME "PURFOSE” from OTHER SDURCES
Ik % Y e o wem e e T W o oa?

B¢ No, MAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVALLED
= wen 4 W W T et i wergm T




DECLARATION by APPLICANT: SFTS ©0 Wwe ¥;
1) 1 harety confirm tnal all detalls in this Form are True to e best of my knowiadpe. Any faise siatement will render my Application & ongoing assistanca, if any,

|l for repaction ;
zlln-ohmnh'mdlrmthuhuhlmm.Hmmmmhmw,wﬂlbﬂuwiumyrmrm'mpma‘.nnﬂﬂdlanw.herdImEm

wad reguesied by me.,
)1 herety confirm that | hava Rol & wer not in future, avail of mimbusement, in pant of in full, from any clher souralemgioyeninsurance company, of (e smount

fer which this assisiance s mquesisd.
1}iﬂmm{ftmmﬂmﬂmmﬂm:tqmmqamim&;‘rlhqummwmtﬂdﬂmmﬂwmin

13ﬂtmﬂdmuﬁ'uﬁmwﬁﬂr‘.ﬂﬂtml.mmaﬁmﬂiﬁvtﬂliﬁmﬂl,ﬂﬁmﬂw mm #i

3 A g won { s faa v ¥y ok W o £, 30 ofn W s wen T TSPy dfrisstn werd @ 3 fire & oo o e d fm)
“AGREEMENT by APPLICANT (SIAT% £ U1

i]HrnMthwhﬂWMmmuFm.lw}mwnmuim:mmﬂ&mmWsTmhﬂu

use/publishipul-upireproduce my name, address, photo & details of the "purposs”, for which such assistance is requesiod/gramed, through any

medium, including but not limited to verbal, prinl, slactronic, far soliciing donations for Koshika Foundalion andior disseminaling information about I1's
activiliesiachievements. Such use of my photo & delails can bs made by Koshika Foundation balor or afler my treatmant or fulfiiment of the "purpose”

for which assistance is being requesied.
2) | [Applicant) funthar agreo thal any such usa of my name, address, photo & details of the “purpose”, for which such assistanco la rege~-edigranied,

wihnulumnaunﬂyenlliamlmmnﬁvhnwmhdmﬂuﬂdmum.TMdaﬁhnhgunmgqummhnmmhmnmﬂtmm
umlmTnmuufﬂmmumedemmhmwmrkhﬂmmﬂpuhhwm.

::-mmummmmﬁﬂmm.ﬂm}mm#?ﬁm{ﬁ'mmtwiw'-’lsﬁqumihwm,
wu.!MshiIinwwm*ﬁni.ﬂ'tﬁn'mﬂ,m,mwtm%wﬁﬁwmmﬂiﬁhﬂﬁmm
ﬁmﬂimmi:ﬂmmmﬁwiwﬁvnﬁmim*mm'ummh
:uimh'ﬂmnﬂmtkhw.w.uﬁtmdmmiMiwiqﬂmfmtmqﬂmlwm#

~ gl gy 7w wd w1 Ple s shy s ¥

APFLUCANT'S SIGNATURE OR LEFT THUMB IMPRESSION : _
smivs %y @ wE W P 4T

AGREEMENT by HOSPITAL (¥wio® B0 0T)

By afiising hereunder, signature of our Aulharised Signatory for recommending Lhis caselpationt for financial essistance tram Koshilka Foundation, we
{I—hiphllmwlmm'&mplmmz
1|umnndmnpfuﬂpnornillnhmmdmllmummmMrmunnymm.mmmmmu-nn
muuwwnuMWMHMMMNmmhmwmﬁmﬂmﬂmMmumw
wmmmm«mmmu—ﬁw”hrh'uhmwmMﬂmw&mﬁﬂowwmm.mh
mﬁnﬂmmmmuﬂwﬂlrnlnﬂmwmmmmmmmMWWMamMM,
z:-mmmwmmmmuwﬂmmm.-MMﬂmmmmmwmwmm
mmkbudmhwmmmlpmmﬁmwmMhhmmmumbymmmdﬂm.m.hmw-ﬂ
_n;:;mn:;elmﬁunm:wnﬂhlﬂydhmnﬂ&wlm&lﬂmu{mtpHHLuMmlFmMnHmwﬁhmmrdlumm'
in tha matter.
mﬂm.nw&dﬂtﬂm@td‘mmm'imﬂm-ﬁm:ﬂdtm“t,mmﬂﬂmiﬂuﬂnﬂh
-nwﬁwﬂthntu#mﬂmmmhmwsmukﬂmmiwmﬂﬂﬂuﬁﬂl.ﬂﬁm'ﬂhﬂﬂm'
immiwi'uﬁmm‘wmhhtlm'mmﬁ'mmmmmmwﬂhmtﬁm

hr#mhamﬂuhwmmwnimﬂimmwmh:quzimwnmihmtﬂwmm&ﬂwﬂhm
1 word wea @ fedl s w@w § W e
z'ﬂmwwﬁﬂmmmﬂmﬁilﬂqmmﬂdmwﬂnﬂﬂmﬁmmmﬁw-r"mua
-imqmiM'mmﬂ'mhﬂmﬂﬁmﬂhwﬂﬁmﬁﬂ‘ﬁimqmah#\ﬂﬁmm#ﬁﬂm
v s “wifpn” < i e @ festol v ow A

RECOMMENDED FOR ACCEPTENCE
wpt W e el
rRelierjie@
m':w"m Dr. Fﬂ‘;ﬁ.ﬁ'af J.t?{hen ‘fl':,’rr Aar Bagehl
N o 70035 (Name, Designaticn & Stamp of Autharised §
pefeor? wan G0 fagn. Mo el 7 T
Sustil wme T e A a1 W % ¥ v S e
FOR INTERNAL USE of KOSHIKA FOUNDATION SR aval 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e v | et w2

-

28.04.2018



