VRN - 23 -eY ~ 488

e\, [oU3Y o133 srraronoare 26 [oU] 33
BT MaKom; R M
#.";;”W‘““”Dmgmu Sima-h

PRESENT RESIDENCE ADDRESS 99 S 73

MM
Do adhina; U pP- 381389

PERMANENT RESIDENCE ADORESS - W 55wy |

SaE A% akov e

S

FEdilE Fns

kneap

Pertep

OCCUPATION hm{ﬁmﬁrm{m
il € 4 -—
TOTAL ANNUAL INCOME - N |Attach Proof of ncoms)
w9 aftw =Y Lfﬁ{flmfp-('w:) (o w e o) A/ 4
PAN No. T %5 wmw
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is Yes | No 4
w50t o L ow O W W e w e e wow \
= FAMILY DETAILS witamt o
1. No. Mame of Family Membar [Years) Gender Relation with Appicant
Eakis yitam % mmE w W l-;{ﬂj fm sries ¥ E S
I- FasKyoman* Lele E G E
A Jaot o dh 4.8 M T
bE aly Sell E_—_ [TDAughdcn (hlai)
BASIS for REQUESTING ASSISTANCE (Tick whichaver s applecabie)
wEen W ford fei s
BPL Card
{Annch Card Cogy) mml mﬂ: Wmm
it & 4 yem we vl v At wiE oot S ek
(WA ¥ e W s W (W T W e (W T Wi v W wEE W
“PURPOSE" for REQUESTING ASSISTANCE:
wr §y el w fash W e
5. Na. Medical Reports/Prescriptions Attsched
»4 Hey semrRie @ wi o) wf sl el s
EE- Codanact
= E - L ntnnand
Sungfay —[LE ] JFCC 7 PA MR
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T IEvs W By i s wee faelt s wim @ e w997
5r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 W 5 T W e wf werem o ’
[- TIRCE %{rﬂfz?.-




DECLARATION by APPLICANT, SWiTs; B0 W= ww:
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assume sole B complote responsibilily of the trealment & s oulcome & safuty of the patienl, and Koshiks Foundation will have no role or responslbility

i o matior

et A, v S s R R W e e il e R e e L T s () e v s T s Ss EE
1) % 7w s sy s o ffiey wen fah & et e w e e wie W T dlere F W om A o 4, I e e Ceife et
o forwim v wwn o o “wifon st gm e iy B bl wife et g e el sdfeewen By g o fen e f i s
ol o= T e s W T e e e S W s o e o g we ww o § e s i we e e i fesd

B woert viow m fell == way @ ) sl

2 “uiffiewn wmestye” | o of s obwe fifvn wale o B 8w v oo of wem W i ol Prelies W oy

& @ W fawm b ol et e g felt v o] Tam oft B el weemer F il S wee ge o el

= Wil s e W W ofve w fedoll woeed € W@ e

RECOMMENDED FOR ACCEPTENCE
wiglt % fam s

Date of Surgery J% ;_-:1"?«.
s # Wi ﬁC‘r“NSHWW
| e |

T W W W
FOR INTERNAL USE of KOSHIKA FOUNDATION s 7w 1]
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

=) TR |

ST TAE

23.09.2022



