AJRNM -C-23-0Y- 0554

APPLICATION FORM FOR ASSISTANCE
HETEE B HEE WY

(Healthcare)

(TET W)

K®hika

foundltlun

T Vlouz3lacs i L
NAME of APPLICANT - . AGE.YEARS S14-w% | sex fefn
'I:iwq-wﬂ . _QH%L‘?{
mmmrmnn[u'l WA FAE 9 v '
- AMahnadly y Malinaguly
Dt r hneap Fox ?
P RESIDENCE ADDRESS : ol
A A% dhove
tfﬂﬂﬂ At kaﬂ m) | UNMARRIED (i)
mmm tncome}
e UC-02l [— (Famuly) ‘mewe s /4
muawrimm
oaghlglimiactoened Y-l el g qusn ke e e L//

FAMILY DETALS sftamn famw

S No. Nama of Family Membar Ags (Years) Gender Retation with Applicant
5 W sfan % wved w1 oA W _(mi) fiin WATE % W wEy
i J&.n.%ﬂ_E.Md 53 A Huslamd
E- qua M L?g M m
3 ﬂ:mkg 23 = EHL{%JT}EH Ll
P Shizah, i1 E Congmd Daughdes
BASIS for REQUESTING ASSISTANCE [Tick is applicable)
wrm % fed faefa smm
BPL Card
{Attach Casd Copy) uule Mn“-'ﬂ w‘“m
wirg ten % ¥ v W W= W v i W B
(T W e w e (7™ W e W e W (v W e W W Wl

“PURPOSE" for REQUESTING ASSISTANCE:

W ¥ el W e T
5. No. Medical Reports/Prescriptions Attached
w4 Wwn seqmevEien il @ nf wiviey ol wem
RE- Catanack
E — Cadarma 4

= mraea

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES

LT

™ It 8 B W W wem fed s vl @ feow o w7
5. No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
BA T 4w W N = nf werem v
f-

50 ao.f.-—-




DECLARATION by AFFLICANT: WFES R S0 o9-

1) | hereby confiam 1t sl detals in this Form are True o the best ol my Knowladge. Any falde statemant will render my Application & ongoing assistance, if any,
flabie for mjeckonicancelation,

2} 1 solemnky confirm hat essistance, £ receied from Koshika Foundasion. will D used only for ths “purposs”, a5 slsted in this Form, fof which such asgisiance

WiHE

requested by me.
3) | heraby confirm thal | heva not & will not in futers, vl of reimiursemeant. in pert of in full, fom any offer sourcslempioyedinsurence company, of the
for which thin assislance s mauesied

1) ¥ wive wvw e o w8 Il ol ol faw 3 wAed F s we el w0 ol ot o W s ww e € o 48 wee e o w el
) % ogu ® v ol e oL d b wm e Tl AR s e e twm e wmm b

1) A g wom § T Fom v g o wtn W o &, 98 ofn W el W e e el o wetnieeds we e ol 3 o ofe o o
AGREEMENT by APPLICANT (2w o0 =77)
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