MR A ~C- 35-°o8 —o05H

APPLICATION FORM FOR ASSISTANCE (Healthcare) KU :
; osnl
¥ ( ) foundation
;ﬁﬂgg'ﬁﬂw "L,f/' o5 ;5/5936 ﬁcﬁnmm: 0/ F:E/JE Buiding bloch a ffe

AGE-YEARS F1-T4 | sEX fefn s

e Chidhpal Simgh 66 M

T Cheghe Lal

= % PRESENT RESIDENCE ADDRESS Fawr SETEM W
N aha g A A dm éz’am' P e,

90 al

F T P_Eﬁ# F Mr—’l%

La

P

B, =

PERMANENT RESIDENCE ADDRESS ;

2aTne ah ahdre

o L abpun |\ MARRSED (¥ | UNMARRIED (i)
TOTAL ANNUAL INCOME : [attach Proof of Incomas)
=7 afés =m U 9o/ — {5/ W W ") ,/']};!1
PAN No. ToE =] HEh
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever (s applicable}: Yes | No =
=W N AW WA ¢ (R T W IR AR W G dis L_—
FAMILY DETAILS Sftam fam
5r. No. Hame of Family Momber Age (Years) Gander Reistion with Applicant
w9 HE e i 39 () fom e e e B
s Un s A £ | — LT e
e Calcaioln <7 A T A
-l HAarh7ze] (20 = PE P .uﬂq e [Atd

BASIS for REQUESTING ASSISTANCE {Tick whichever is applicatle]
b T e I G B

BPL Card EWS Cortificate Ration Card Any Other

[Attach Card Copy) {Attmch Certificate Copy) {Arach Copy) Basis/Proof

L 5 1 Tl e B R SE ST g OUE U T 5= R T
CwEET T A e (9 R WD e T wEE (e o W W W A

"BURPOSE" for REQUESTING ASSISTANCE:
meraT Wy TRd T fE W R
St Mo Modical Reports/Prescriptions Attached
F0 HEN SEqrE R WA W Wi e v
In = — Oy an™iL

L — U cAdan -

P

=)

T URG Pl — S de:0 I P M sMB
=gk

e W

ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
mmqhﬁmmﬁ#mmiﬁﬂmwﬁ?

Sr. Na, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
iﬂr T = oM w A i né W i \\
G Y gooo] —




DEGLARATION by APPLIGANT. P T Whm 7a:
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1) By aMixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshiks Foundation and its Trustees i
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AGREEMENT by HOSPITAL (r=me wm =m)
By affixing hereundar, signature of our Authorised Signatory far recommending this cirsalpatient for financial gsaistance from Koshika Foundation, we
(Hospital) hareby affirm & aocent following:
1) thatwe nedthier are prezantly norwill in fulure avail of financisl sssistance [fom anothar NGO ar any other sdurce, for the same petientcase. 8s we are
reduesling 1o getirom Koshika Foundation, to lhe extent Ihal sush assistance |s gramed by Koshiks Foundaton. If the requesiad assistance is not granted
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assume sole & complete respansibliity of the trestmant & s outcome & safety of the patient, and Koshlks Eaundation will have g role ot respansiblity
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