Application Form 3[(Yudq QC

Patient’s Full Name/ I=:

Father’s Nam/ o 1

Address: *zg/ 4w District/cee
Telephone:
Date of Birth Month/sT: Y ear/=e: Age: fet Gender:
& ol T Male OJ Female [
Occupation / ¢o=i: Marrieds: Yes [ No [
Family Members / sif3aicag sy ste 4t
Bsirg=a Fwe / No of Dependent:
Work Status / pigRa o=l | AeE® SN Yearly Income: Name of Employer / RCoi@e1a Fis:
Employed /F39®
Yes [ No [ L Address/ Pt

Telephone No:

Type of illness (dtais Rz efr:

Date since when it started / (3 (ACF (19 ©F 2CACR? W7/ Month: Year / TeT:

Doctor’s Name

R SHRIER
I/ Address: Tel:

Estimated cost of the Treatment / Surgery: BfF<TIa 296 F© HiFt AMaICa?
Recipient’s Name/ 9tFg A0
ILF QFTSD 2/ Bank Account No: Transit No
Bank Name:

Branch Address:

Telephone No.




Hospital Name / RPTATOTCET 1%
Address / B!

Telephone /(T «L:

Document required / scare=in «f2: Please check if attached.
Doctor’s report / Sreeic facit : [

Diagnostic Test Report U

TIEHPGF (536 [eolh O

(A P29 fSfG8 M Video appeal of the Patient. [

Y ff*ew T9fR (T ToACES AweT ©A7 ADE 8 o7 U2 A2y 2l T (FeT HiFe

WRCE IR F1 S ey 710y BT @ SATH FFCeTs 77 TSR 929 IR €32 (7 &y Wio! 7]

(ICAS) 3T A1 SIrF Afoffy @ Sefhas S5 M@ AFCIA [ am taking full responsibility for the

outcome of the treatment and surgery at my own risk. The donor agency (ICAS) or their representatives

and volunteers are not responsible or liable for this.

B / Signature Date:

Coordinator’s Name/ sw==f% =
Profession /¢t

Address:

Telephone No: Email:

Is the Coordinator ICAS registered member? Yes [ No: [

S /1 (Coordinator’s Name / WWW confirming / fN*5®
FeR (T THAE et 92 A

Note:

Coordinator’s responsibility is to verify, supervise and manage the above activities properly on behalf of ICAS.

AT TIRG 2 1CAS T 77 (AT SIS FIIEINSTE! IR SICF T613 1, OWIRF T4t @32 2Afmie-r
41

MEO /Signature: Date:




