APPLICATION FORM FOR ASSISTANCE (Heaithcare) th 'I h :
wWerqer By JALA WHEY (Fery twwe) g
oundation
K] 0)20)3¢C Arpucanonoate 0 ) [207 o Tt
APPLICANT : /9 AGENTARS 55-w | sax fan
MR PARAS. DTS A
P
RSTrTI M ! M IK DA%
PERMANENT RESDENCE ADORESS : #af JTUa's 0
— S AN - ———
o RLEKSUAN PULLER MARTUED (RAR%) | UNMARSSED (ieuien)
ke RS 1L\ 2 219260 o v
‘muﬁ-m s
whichever s sppiicabtee) Yol
:f:?':uu mwa“nummx LR
FAMILY DETAILS whwt fen
Age (Yeary) Gender Relation with Applicant
::; W (W) _fbin won_wary
i ™ S
‘3(.— rM N
A (4] b W Lo~
BAKS for REQUESTING ASSISTANCE (Tick whuchevar Is appiicabla)
wpen ¥ fid fe ana
BPL Card EWS Cenificate Ration Card Any Oher
(Astach Card Copy) (Attach Certficats Copy) (Attach Copy) [ ——
Wl tw 3 N e < ae vl e Toden Wt st
(vam w1 ¥ wre ¥ vem wh (w8 we o v wh (vom vz 8w ol Wew Wl
*PURPOSE" for REGUES TING ASSISTANCE:
w1 et 0 fed W gt
™ Nedical faporis Prescrptions Attached
=1 g5 mi-u-tmpm
7 DIRGNOR 1S —— TR T —— B
7z URGE R — R (S esr 7ol )
BEING AVAILED for SANE “PURPOSE" from OTHER SOURCES
o vgtve ¥ P e == ween ferll ot e A e v W2
5 No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BENG AVAILED
= v X VI W AN o nf wyse v




DECLARATION by APPUICANT: siow 0 Nve W
mwmudmhmfwntmbumdmmw wmwnwwwsmm.cw.

Nabie for reecuon/canceliation.
711 sohamaly confirm that assislance. immmm-mnumum‘m'.usuncmu!mhmwm

wa reguesied by me.
splwwﬁnulaanm..;mmmmdmuvmwcnumwwmwmm.duM

far which #vs nssistanca ls roquesisd
ui«-w(kw'ﬂlﬁmﬂmﬁwﬂtqﬂm«mt.tdhm«wm-utiﬁ-um‘-ﬂm
:)ﬂuiﬂ*’“vﬂﬂ‘.ldndt.mmﬂmnﬂdnhuh.nnmdwwh

nQﬁ-(tNwﬁ.ﬁdd',u*u*nmhﬂm“ﬁiwchtduio-uh

AGREEMENT by APPLICANT (sstow B0 %00

m.mmmw»mmmnmmmmwmmmmn
acuviteaidchievemests dewmtwlhmumwmmw«mmnmmum:anW'

z)lwmwmwwmdqmmmsuwdn'w.mmmmmn ~erndigranied,
nmmmnmmumuwm mmummmnmmmm
mnmum%“ﬂn&mhmw“NNNWmm

unnwﬂmt“dmﬂ'(uﬂu)ﬁ-‘ﬂﬁu(«'wﬂm&w‘ﬂ'd“u(khq
qﬁ#iﬁmwmiﬁtﬂ‘*'“ﬂ.nmwmtww*nﬁdiﬁuinw
cmwtnmc.unumﬂmid--imsm-mm-nwh

1) & (i) n-iw(khuqd&mdﬁ-tr«ﬂiﬂiﬁm“-mﬁmnwi

- gifiner® oy 198 wofod W finle e sl wawd Vi

mmummm:
sotes € prawt § Sy W PBen _.346#4-\

AGREEMENT by HOSPITAL (¥isom PO w30

hmm‘mdumsmfuwmm casa/patient for founcial aesistance trom Keshia Foundaton, we

(Hospital) herety aifem & eccept Sallowing:
muMw‘hWow‘ldwmm pnother NGO of any othar aource, 10r e saime palentcase, 8s we &

Muummmnuwummuwnmmlnwmu a0t grarsed

vestment/prucedure
Mb“uhmﬁmh”lh““hhmmmwmmNm.NMﬂ
mutmwdumanmtmdmmmmwnm«»muw
mmwdtﬁﬂﬁdmwimwkMMddtmn(M)Mwiuu‘-dh
n‘ktidllluiwlth“ﬂhﬂh‘ﬂm*iu“(ﬁuddt,“hﬂ‘“m
cmncni-mm'nwnmm-mm'umnmq-qnah-u_
Mahuﬁhwﬂnmiwﬁuﬂgﬁwhwwiwwnth“utwumqu
kel Ve u foud s @ @ W
;'“W’iﬂdw—wﬂ'#ﬂhﬁwmuﬁdmwﬁw&m-lwﬂvm
ihuhlt‘ﬁn”’wﬁﬂwﬂwdhwﬁmiﬂ*mw&mmdﬂhﬂﬁuw
W B sh teon® W W om W fedot e asd € o

RECOMMENDED FOR ACCEPTENCE
wheht w forg e

Date of Surgery

st @ whe (D

7‘5/’/702 4 (Nama of Dr. & Rega. No. wih Stamp)
e wnIrr i
FOR INTERNAL USE of KOSHIKA FOURDATION 0t 7w 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
<l v | =il v 2

o P

28.04.2018




