APPLICATION FORM FOR ASSISTANCE (Heaithcare) Kg‘s‘h(ka

weTaRr ¥ STEEA WS (we dae) foundation
%uc;mmr H{iﬂ ?-Q‘/E.?'L”( mﬁmﬁ:? EJI/-;ZQJ?_J oviding e e
BECTE SN MpropL [ L
o UHUSHBLE B SWALS

PERMANENT RESIDENCE ADDRESS : 7% 3maiq 7m

— X oty

DCCUPATION ; € 00 E/\ MEMIWIM}
TOTAL ANNUAL INCOME - . R =
!iH‘:Iﬁ!'m P e aoX| 2= S LA ﬁmm’
PAM No. Ton} = Wemn e
You N

ARE YOU AN INCOME TAX ASSESSEE [Tick whichever Iy spplicable): fos TN
i

&9 % g ¥ (W = w e wowet W e
FAMILY DETAILS gt fammm

5r. No. Mame of Family Member Age (Yaars) Gender Relation with Applicant
®9 ¥ i & bl Ll t:i':: fin IS % wn wE
4! CHNUHF M PN '?L E LT = =
- FEC T0SH MINOAL o Yy T | S
BASIS for REGUESTING ASSISTANGE (Tick whichever ks spplicatle)
o w fed fefa snm
BPL Card EWS Certificats Ration Card Any Other
{Attsch Card Copy) {Atiach Cortificate Copy) {Atiach Copy) Besla/Proof
wish i & A yw @ w Rl M TG -
(¥ T W v W s wh (w57 % v ufl v wh (v 1 = o ol wee Wt S
“PURPOSE" for REQUESTING ASSISTANCE:
W g el o el = e
r. Ne. Madical Reporta/Prescriptions Attached
w7 ¥ h sepmaalRt 8 Wi W v shEw gl W
l LR NS [ S CrL ARl ——— IS
7 U E R/ —— P (G757 0T 7

ASSISTANCE BEING AVAILED for SANE “PURPOSE" from OTHER SOURCES
W ke ® ¥y o w= ww R o we A fe o e

No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FE W I v W A it i wwm o




DECLARATION by APPLICANT: ssdew [ whveu 7o
1]Ihﬁcbj::I'H'rl:nlhl‘llltrjﬂhﬂlhI‘.l'l.i!-FDrmmTrunmMuﬂﬂmM.MpiﬂﬂmﬂmerIdmm.IIari;r.

kabie for rejactionfcancellrbon. )
2}|mndrw-nhnmumh:tnnu.IIrmu-rnﬂmnwiluFum:hﬂnn.wbeusmwhrm‘purpma'.uswndmmmemmW

wiis requested by me.
3] | heraby conlim thal | hava ot & e nol in future, avail of mimburssmant, in part orna full, from any ather sourcalamployerinsurance company, of (he armount

tar which this Bssistance |s mouestad.
uimm{ﬁwminﬁﬂﬂhﬂﬂﬂmﬂimmww ti ﬂtaﬂﬂmﬂmmnmiﬂﬂlmhﬂﬂuwﬂh
z;r&m#muﬁu'mmﬂ‘.ﬂﬂztﬂi.mmmmﬂﬂimmm,iwmwﬁqumh
niﬂmthhawmnmmlllﬂit.-wnﬁmnhumﬂwhﬁmﬁﬁﬂmﬂtﬂiwihtﬂwﬂm#ﬂm
AGREEMENT by APPLICANT {z5dws DU %UT)
1}B,ra!rmmygiqruu.ummlhmﬂ:Impu-uﬂmmmlnl'-‘mIw:mwumnlmmm-!ﬁImemwlem
ussipublishipul-upreproducd my name, |d¢rm,p‘nh&dm¢uu‘mmu'.m whicly guch assislanca i requesiedigranted, thiough any
medium, Inguding tut nol imited to verbal, prnt, eloctronic, for saliciting donations for Koshika Foundation andior disseminating information adout I's
activiiealachisvements, Such use of my phota & delails can be mads by Koshika Foundation belome of glter my raatment or lulfilment of the "purpase”

tor which assisiance is being requesied.

2} | {Applicant] lunther agree that any such use of my name, address, photo & datoils of the ~purpase”, for which such asslstance is req ~*rcigranied,
will not putomatically enlitle me for recelving or continuing the sald ossistance, The dedision for granting and/or conlinuing ihe essistance will resi solely
with the Trusiees of Koshika Foundation, and their decision s this regard will b< fnal and acceplabls lo me.

ummummwﬁiﬁmmt:WJmm:aahm{ﬁ'mwmuhntmﬂ'dmmtﬁhm
m.n‘d*imwmiﬁl.ﬁ'm'ﬁw.m,mﬁm:ﬁnﬂwwmm*miﬁlﬁﬁmm
tmﬂtimmilﬂmwmﬁm#vﬂumim&im*#ﬁmm'uwmm
:1Mm}mm#m{mhm.w.#tmdkmimivﬂuigﬂm:mmﬁmwﬁmnmmﬂ
‘uﬁm'mﬂiwﬁﬂuﬁhmﬂmﬁiﬂl

mmﬁﬂmmmmuumm:
sy & e W S W P

AGREEMENT by HOSPITAL (¥woe B0 ST

By affising heraunder, signature of our Autharised Signalory for recommending (s casafpatient for financial asslsienca fram Koshika Foundation, we
{Hospitsi) hereby affim & sccapt loliowing:
1:mﬂumﬁwnMymﬂthﬂthlmmmﬂmmmmmhhmpﬂmm.uwn
t hwmmmnmmmmmuwwmrmumm—mhmw
wmrmﬂmhmthMHthhmmemm&mwﬂwﬂﬁnw-ﬂ;mﬂmm
mWnﬂMrﬂmmmHWnﬁMWmWWHMMNWmWWMMwmm.
:}mmmmmmhmum m.-ﬁdﬂuﬂhmmwwhmﬂlﬂmh
pnﬂani,hbnﬂmhWMhMlmw.mﬂuinmuymmemmﬂmm.wI-luplulu«
r:amﬂ&mﬁmw%dmwmlﬂ‘lmEulutynfmnwmmmnthndmnwﬁhmmmhwmﬂw
n tha matter.
mtw,rmﬂﬂ-hﬂmﬂd'Mwﬂm‘ﬂﬁmummdtmw{m}hﬂmimtwwh
nwﬂnﬂ“dﬂﬂwiﬁhmhﬂhmmwm s v o v iy 1 @ w A o 4 & e e weRlm”
immwﬁﬂmimi‘ﬂﬂmmﬂm'mmi[ﬁhm'dﬁmwﬂm'mmmmtqﬂmhmidm
ﬁrﬂmhmmuﬁmmmim#w:ﬂquﬁmhwfﬁﬂmmmlhﬂmmmmmnm

sl dea w feed av mv € R S
1'-‘Etmm'iwﬂmmmmdhﬂﬂmwﬁﬂmwﬂﬁﬂmmwqumui-r
*-utnimtm'mvmim‘mhﬂmwﬂimwﬂhmﬁmﬂﬁﬂmwﬂnqiaﬁﬂmmmﬁm
% it s tefrmt W W e w Pedol woaa F o el

RECOMMENDED FOR ACCEPTENCE
vt % feorg Wi

<

Date of Surgary Eape N
sivm 9 whe Tons - -;;gb&a? -
n]l" s NBEoF. 29 [Wame, Designation & Stamp of Authorised Signatory
o, A be, & Regn. No. with Stampl- .. - on behal of Hospital)
Srrmemavemafy W N vEEE R s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #ifts 3wl
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= e | =l v 2

S TAE

28.04.2018



