hom- €-21- 021882
APPLICATION FORM FOR ASSISTANCE (Healthcara) U '
eI ¥ SEEA WY (TR FEw) !ﬁh_lk_ﬂ.
foundeiion
APPLICATION No. : ] & : ok of e,
mm s . r-},[z' 2.2 |I rﬂJ ? 2' ;'#km&mn‘m \q 'ﬂl"i‘-ﬁiﬂ = —— ._.“Tﬁ:".-hl :"”t
NAME of APPLICANT: AGE-YEARS - | sex fifn '
S W A Jed devi Lo i
FATHER' S/SPOUSE'S NAME : ;
ey =1 = Suyd) [
. PRESENT RESIDENCE ADDRESS oA STHTar T
ULiy M ealmbid, Kby,
I - - Suna
PERMANENT RESIDENGE ADDRESS : Ty syarad 9]
8 obayve

ﬁr?"‘““": {donag R MARRIED {1 UNMARRIED (i)
TOTAL ANNUAL INCOME ; . {Altach Proof of incoma)
e Wit Raannl. L;[mnflm (o w1 e W) WA
PAN No. 'l'-‘llli T W) NH |'r{
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever Is applicable): You
T AN S HGW ® (W W= W I s e e ﬂ@

FAMILY DETAILS wiam fa=m

& No. Hame of Family Membar Age (Years) Gendar Rolation with Appllcant
A e : W W AW =W () fein HpTE ¥ W
l Kawns Katal Lo 14 st

= A T
A Wi AR oG
BAS!S for REQUESTING ASSISTANCE (Tick whichevar Is applicablo)
wrm W ferd el sman
BPL Card
(Attach Card Copy) [mEhmhcr;;lunTuﬂaupﬂ ::;:fl': E;;r;-‘}p :‘;’;’?F":;f
wrirdl tun % S wwm vy S T W W 9 T WE — e Sl
(v w9 = e oh wae st {wEmn 93 Wi og il Her W fywm v =t w wh weEE wt
"PURFOSE" for REQUESTING ASSISTANCE:
wyrm &y g T T W aEve:
§r. No. Madical Reporte/Prescriptions Attached
F W ) SRR W W0 ] M ST g A
{ Daannfis kE - Freusdot hods
. 1y Senile  Codatalt
) ‘i]fh(:; i LE - SIS el LA
ASBISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
v I W W w av werew el sy wim @ fewr T w?
5r. No, NAME of OTHER SOURGE AMOUNT of ASSISTANCE BEING AVRILED
w0 HE Y wE w A i T
= { [JHCC SIETD)




DECLARATION by APPLICANT: #a%% U W 73:

17| hereby sonfirm that all detals |n this Form are True 1o the bestof my knowledga. Any false staterment will render my Application & angoing assistanca, I any,
liable for efaction'cancallatian.

) | salemnly confirm that ssslstance. if recelvid from Koshika Foundatian, will be used only for the “purpase”, as stated in this Farm, for wihich such essistance

was requestad by ma

3) | heraby confirm that | have nol & will not in future, @l of mimbursement, n part o in Tull, from any other sourcalemployeriinsurance company, of the amount

for which thig ssshstanos is requastad

1) # e wen f B wm o A frdomt e S weoed # s e o wlt b ot i P v s s T wmn & o 3w fve oo we &

2) W S werem ofy s s, 8 oW oW od, e wpdn o6 st w7 off | e e s, @ w@ o oF g b

) e wom of s form mere £ e el w0l 4, o ol W sfne o fre e s s Pl el 3 @ e f ol 3 A st A o
AGREEMENT by APPLICANT (s 50 %)
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By alflxing hersunder, eignoure of our Autharlsed Emmmg this coselpatient for finencial sssiztance from Keshika Foundatian, we
(Hospital) hereby affirm & accopt following:
1) that we nelther ara prasartly nor will in future avall of financlal assistance from another NGO or sny other source, Tor the sams patienticase, a5 we ara
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assume sole & complele respansibility of the treatment & |'s cutcomss & safsty of tha patient, and Koshika Foundation will have no role or responsibility
in tha matter.
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