L PH—Q’M

~ (=L =ol~ -0 16

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETHA ¥ AT WrEY ( Fam )
at busliaril Hl“423"/0’“04— ot e 41’-?‘5
MAME of APPLICANT - : / AGE-YEARS SEX e
59 Bl

L &“ e !f
FATHER SEFOUSE™S NAME :
S

=™ Has iy

St L
PERMAMNENT DORESS : am

e X 0 ue

ErmP

K®hika

foundation
T T S =T

- PASTE PHOTD MERE

fesfop

e Flonte mapen— | wagmszo- e | unauamsieo (sedie)
TOTAL ANNUAL INCOME : & jAttach Froof of Income)
TE Wi = \59]' r—t0 [.—Lﬁlmw (71" %1 W W)

PAN No. TaIf #ifm Wem s

mrwummtmmuwwnmh

spplicabe). Yes | o
T I ST WO F (W W R IE WO W e )

¥

FAMILY DETAILS wfam faam

57, No. Name of Meombat Age (Years) Gender Relation with Applicant
'illﬂﬂﬁ..\‘l ~ %m‘rm Lﬂ} i FATE ¥ WY
N7 -4 J H "m”
(o) | I TpMoan B
o) 23 ¥ =
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabls]
% For fef s
8P4 Card EWS Certificate Ration Card Any Other
(Anach Card Copy) {Antsch Cestificate Copy) (Attach Copy) s
e W 9 v weu wm vl T T - ﬂ:"&“m
(W TS % = W we (v w3 o o wEe e (v v ¥ T W TEE wh

“PURPOSE" for REQUESTING ASSISTANCE:
wram ¥y et 8 fel w At

Sr, Wo Medical Re

Anached

w9 = & i

porta/Prescriplions
SR | A w W W
RIE )}Eﬁh LA arT

o ) .G AV R o & 7 &7 L6 —

—. : — B

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from

RPOSE" from OTHER SOURCES
T I ¥ ¥ W o= oo s e R P o e

Sr, No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T = v W e - = ot 'mf ‘weren it
_;—n- AS

e

1uuﬁf
[




DECLARATION by APPLICANT: 0% B0 Sioem W
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1) By affixing my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees to
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