[ ,n.pmg::?g gm AﬁAHCE (mmﬁ } }S%h%
Aracamonwet 1L |ou-0] Y 41 ArricamwnaTe: D012 [2090 v v e
m‘;“;T_‘ KOKAISHA BIET *“-‘fﬁf‘%ﬁf_”“‘!—ﬂ agﬂm

rrrrsanee: NECHR — AHDM MAD

_PRESENT RESIDENCE ADDRESS FATEIT T

PERMANENT RESIDENCE ADDRESS ; ¥1f STPORIT T
S Ve
OCCUPATION ; H.[!L'_‘;’[—-J—J'If—rL MARFIED () 1 UNMARRIED (sfteafitm)
T [ ) 96— | —  (Attach Proof of
e e FSIdFo X2 2 44200 ) — R v
Mﬁﬂmﬁﬂlﬂﬂm - “& 1".__.-'-""'"-'-
INCOME TAX ASSESSEE (Tick whichever is appli K Yea N
:E;tmm‘:ﬂwﬁiﬂﬁﬂﬂﬂﬂmﬁn:twml I?.f'i':'!
FAMILY DETAILS wftamt Freem
) Name of Family Membe Age [Years) Gander Relation with Appikcant
é . 70020 WY S5 G E SR
2 #ﬂb L - HUSE BND
= = ) MMED 20 s SO0
- EASI5 for REGUESTING ASSIS TANCE (Tick whichover ia appiicabie)
wrwa  fivd i s
{Attach Card Copy) (Atiach Certificate Copy) [Attach Copy) BaslsProof
i tem & A v v e w v e T pesgary fums
(¥m 3w w W e W (v 51 %) ww © Hem s (wam 7wl v Wiy W s
“PURPOSE" for REQUESTING ASSISTANCE:
w1y fed 7 el W adn
81 Ma. Medical ngurl‘.lﬂru-:dpilm Altached
wa e sEpmate § Wi % o sfids 5 Wew
L NIACZANTSTS e LA ]
T IS DRGREY.— — tF LIV uuﬂ__j
ASSISTANCE BEING AVAILED for BAME "PURPOSE" from OTHER BOURCES
W I W i W = we e s e @ few o W2
Bt No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ wE & Wi w T i o wemm




GECLARATION by APPLICANT: Sndew Do Wiy 10
[iabla for rejection/canceilaticn.
was requesied by me.

ar which (hig Bssistancs s mquesied.

2) #gm %
37 A iz wm { s Faa worem by w i W #

:!]|hﬁﬂywﬂmmrmmau:mlnmmm,avaﬂﬂﬂﬁmm.;m

30 ufn W s W wsn

l}lhﬁuwmmﬂdﬂ_ﬂ:hMmeTmlﬂmthmmﬂm Mfrlumm“ﬁmﬂumyﬁpﬁuw&mm.ﬂtnf.
EﬂsdmwmmilumlmﬁuﬂMmﬂmmnﬁwrﬂh‘
o in full, from any olher sourcademployetinsurance company, of the amaount
1) & shve wom 1w T8 wen 4 il e fewen 98 Sl ® s S w0 3 e = Torm w0 W s W € A o e Fae W wed )

mdh"dﬁmwﬂw',ﬁﬂumt.mmmmwﬂﬁimihm,wwmﬂmmil
frem et sea dhfrdbescdm wordl o 3 W fon § adva @ oie o

wmmn‘.aaslamdlnmmm.!umm“skm

AGREEMENT by APPLICANT {3¥ies ©U ut)

1} By sffixing my signature of thumb impression on
usefpublish/pul-upireproguce my name, sddress,
medium, Inchading but nol Emited lo verbal, prink,

for which assistance is bising requesled.

phol
activitics/achievements. Such use of my photo & delails can be made by Kos

2:11quplnuHunMugruMmranlmymmmmmﬂa
will nol sulpmatically enlitie ma for receiving or continuing the said assistance.
ﬁmMTmmﬁmmeﬂMdnﬁmhﬂmgarduﬂlh:ﬂnulmﬁampuhlnmrm,

1] TH E N s wwnn @ st W) v ene, f (swdow) sl wew W g w1 { v “wiirs wizim sk vk Al o) sfege v f G,
m_u’td:hihmwmﬂﬁ:i.ﬂ'ﬁhﬂ'mm.ﬂmwmﬂwmﬂﬁwimﬁﬁmm
ﬂmmimdﬁrirﬁmnﬁmﬂmiwﬁwmﬂmﬁﬁm*n‘ﬂmme'twmh
;]i;m:mmﬂm(h'hm.w.wﬁtmdhwwﬂzﬁrﬂﬁﬂhi“m:mmmﬁm:mmﬂ

“wifrm® g, aws st W el s s T v

this Form, | {Applicant) heroby agree & authorise Koshika Foundalon and 's Truslees o
mamndmw'.fwwmmaulnmuuqmﬂmmmmy
slactronic, for saliciing donations for Koshika Foundation andicr disseminating Information abaut Ir's
hiis Foundatian befare or efter my treatment of fulfilmant of the purposa”

detaila of the "purpose”, for which such sssistance is rey: taeligronted,
The decisian for graniing andfor continuing the assistance will rest solefy

s % TR W W P

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wima® 0 STT)

{Hospltsl) hereby affim & accep! lollowing:

2} The sssistanca from Koshika Foundation Is only
patieni, ls bassd on the srangament between
assume sala & complete responsibiity
in thes malter,

e v feel S ane S e

By alfaing hereunde:, signature of eur Authorised Signatory for recommending this cass/palisnt for financlal assistance from Koshika Foundation, we

of the reetmenl & i's outcome & safsty of the patient, and Koshika Foundation will have no role o responsibility

mw.mwm'aMﬁ‘ﬁmwﬂm‘immhmddtﬂm{m}hmiﬂumﬁh

Ilwﬂnﬂﬂwdﬁﬂmﬂmmﬁdﬁmmwﬁﬂﬂ!ﬁimﬂ’ﬂﬂﬂiuﬂﬂi.ﬂkpﬂ'ﬁmm‘
ﬂmwimi'mm'wmhﬁhnﬁ‘ﬂmm"mmmmhwﬂm“fim
fil 5 e el W w Tl avg T & woen o s v e v g d we v wm §0E s fdle e aw e i el

1'mm'iwﬂmmmmﬂhﬂﬂmwﬁﬁmwm::immﬂwﬂﬂmﬂ
& @ w1 v § ol s wRetT oo feil wen w W oos vt v F g ® g gow sl sE o il il O O e
w T s et w W gftw @ Pedod woasd ot el

RECOMMENDED FOR ACCEPTENCE

Date of Surgery

it ¥ aie mBRs. ¥ DN ﬁﬁy 33G¢) .
Rog™aer=" 127 centr (Name, Designation & Stamp of Authorlsed Signatory
uer(Name of Dr.& Regn. No. With Stamp) on bahalf of Hospital)
TR W TH T WY L A W 3 R e Sheg s
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ &rifi® avam ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R |

Sl

TAE

28.04.2018



