(cv-05-02 YN

APPLICATION FORM FOR ASSISTANCE (Healthcare) K,Ovsl'llka
. HETaW Y STETH WrEy (v S foundation
APPLICATION Mo - APPUICATION DATE : [, . A%~ 1L . e
v Jpe2y] etun T =N
HAME of APPLICANT ‘ gy “ﬂﬂ S5 s
006 W J;}ﬂ}ﬂ'ﬁ Slhdh 48 M

FATHER'SSPOUSE™S NAME

B MARSYED (Pt | UNMARRIED (o(ivafo)
TOTAL ANNUAL INCOME (Astach Froof of iIncome)
¥ Wis Sﬂmﬂf' (5 ¥ e ) rh"ﬂ
PAN Mo. THTE EFE W <
whichawer is ik
ruseghighosfocigoond gl e silgudgur sping by LA
FAMILY DETAILS wfram fipym
of F Mginkat (Years G Reiation with Applicam
::'::u ~ my:ﬂ!’mm 'i';:m’ 5 ® W EE
[#5] Yazte Ua) LY xr
— (D ELDal E.‘ngh 0n T Bh

M
vy VEnA Bar 4 = . CUK:) P T (T3
™M

[

BASIE for REQUES TING ABSISTANCE [Tick whichever i appiicable)

i1, ik i i
SPL Cord EWS Certificate Ration Card Any Other
i T % 4w T W wm g FUM e el
(v T W ww i e W (et g o) e ufl st wh (wem v ot o i e W
“PURPOSE" for REQUESTING ASSISTANCE.
wwm € e T el oW e
&r, Na. Madical Reporis/Prescriptions Atisched
¥% Hen syt @ Wl W) ol ufmdeR el W
I F-Jif:;?‘?mm RE + Contp Ciana
LY & i
= (s e SEPWYE [ adayall
| &~ 1 Sy = - D W N V5 1% I 5T 05
\"
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T VS % ¥ W #= e (e S wa A o @2
S¢. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w1 ¥ VA W1 =t = wwen o
I M
J N1




DECLARATION by APPLICANT. b g0 whww wa:
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By affing hereynder, ssgnature of our Authorised Signatory for recommending this case/patent for financial assistance from Koshika Foundation, we
{Hospital) heraby affirm & scoepl lollowing:
1) that we neiiher are presenily nos will in future svail of finencial assistance from another NGO or any other source, for the same patient/'cass, 25 we are
requesting ko gel from Koshika Foundafion, to the extent thal such assistance is granted by Koshika Foundation. i the requested asslstance (& nol granied
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