HE\-C- 20—07-2\00

k¥hika

APPLICATION FORM FOR ASSISTANCE (Healthcare)
y ¥ ( ) foundation
e cuasione [mmmeesyn pe SRR
MAME of APPLICANT : o\ 3} AGE-YEARS S13-T% | sex fn
ot vyt . cﬁ_.\a\jzx Non Crp.t.:u-lrr_\ N ™
%"%W'“’ @&M__g Lol c\\“ﬂb‘\ﬂ

, QAL IQD'E-"&

PRESENT ADDRESS wagH Avma oy
_L\Jju_\__umm_ngﬁwchwih :

/ UNMARRIED | siftyeree)

SN, "N SINESE

TOTAL ANNUAL INCOME : {Attach Proof of Income)
w7 Wrs 7 \ oovo |- (o e ) O B\
PAN No, BTy W) S '
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicabin). Yo | No
W = s w g € (9 uen @ oI woof % B s LA -
FAMILY DETAILS uftamy famrm
Sr No. Name of Family Member Age (Years) Gendar Relation with Applicant
Y T wftan % wyed = W (m) feim HETE % "W gy
1 "h\h'ﬁ\kt\'hr\ ; \.ﬁj\"i?
2 'l.l'c'-m:a ™ —i0
g =oe Ao \ "ﬂw
A A
BASIS for REQUESTING ASSISTANCE (Tick whichover Is appiicabie]
= % fid fefa sem
BPL Card
{Attach Card Copy) unmwm m&"'ﬁ: l‘:-whmmr
i T # 4 oy e s Wy Ty T wE oy o W
e T W we o e et (e ol o ufiy slers wh (v o) we uf e wh

“PURPOSE" for REQUESTING ASSISTANCE:
pe ¥ et e w g

Altached

Sr. No. Medical Reports/Prescriptions
srerEyEtR 8 Wil 1 nf wides g wem

A HE

t'fmmmmamm&a_

LAt L

'5?1”5&3’:2! D ¥ o S Yo A

—

|

ASSISTANCE BEING AVAILED for SAME “PURFOSE" from OTHER SOURCES
W g ¥ ¥y Wi ey werw e o o W o W

8« No.
FY HEN

MAME of OTHER SOURCE
5 Fm W AW

AMOUNT of ASSISTANCE BEMNG AVAILED
i ml e mt

& B




DECLARATION by APPLICANT: wries m wihwst

1) 1 heredyy confirm Sal all detals in this Form are True (o the best of my knowledge. Ary false statement will render my Application & ongoing assistance. |f any,
bl b

2) | solsmnly conlirm Mt assisiance, If received from Koshiks Foundation, will be used only for the “purpose”. as stated in this Form, lor which such assistnncs

was requesind by me

3} hersty confrm Ehat | have not & will not in future. avall of rembursement, in part o in full, from any other sourcelemployerinsurance comoany, of the smount

for which this assistance & requestod

1) 3 stwm v o B qu ot 3 Tl o o) faw S0 et ¥ s o v wlt ool = fem o e s e o b 4w S o w ek b
2) ¥ gm = wewm afn “wifem wEmt, @ oo @ @ b awe avdn ol v o) ol # Bl e i, R o d oo b '
1) ¥ ofe wo i o = by o ke o o b oo o W e @ e el s e frdaed et 1 e & ol o o s o oy

AGREEMENT by APPLICANT | s, g wtit) .
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