C-RS-py - 2762

APPLICATION FORM FOR ASSISTANGE {Healthcare) K(}shi’{a
HETAHl B STA%ET WrEd { T <) %m

;r;qgc:;um No. tD _iD qu }b 19 5 npmcmu:m mz 7 -0 -2 d- [Il.fl'ldin{ block o i

AGE- Y‘EAES__THE 74 | sex bl

i v
g w6 - Lok Rapm

rg;;nan-r REHI@.ICE ADDRESS =T =
[_e e 22 ¥d ;Tflwflfﬂ-.f Z1G7
e
i 74 a4 7 7 = k3 200
T PERMANENT RESIPNCE ADDRESS - w smsrar om [
OCCUPATION : '
S _liGb a”}}l MARRIED (e tMMARRIED |SiEaig)
TOTAL ANNUAL INCOME:  * {Attach Proof of Incoma)
watw s —  [H0060 /"_ (M W W )
PAM Mo, 7T =mm
ARE ¥YOU AN INCOME TAX ASSESSEE {Tick whichever is applivabin): Yoz { Mo
T 59 AW F I 5 (W A G 360 W WG W e e o
FAMILY DETAILS WiEm faamm
5r. No. Hame of Family Member Age (Years) Gendar Relation with Appiicant
w0 ww nﬁﬂﬂsmmm 30 (o) bl SETE T A FE
= F gi <= = R
LL/ J’.{I-’ Garl > i
X 24
"h—-""j
BASIS lor REOUESTING ASSISTANGE (Tich whichever is applicable)
b i e M
BPL Card EWS Cartificats Ration Card Any Other
{Atiach Card Copy) {Amach Certlificate Copy) (Attach Copy) BasialProof
T T A s HT 319w Ty wE R g
g o e gR e o (W T S gE W e Cmr W W w i w5 '
“PURPOSE" for REQUESTING ASSISTANCE:
g iy 5 Rl w
Hr. No. Medical Reporta/Prescriptions Attached
FH HE weEvETRe § w W o Wi e g
Ay B =i g V== L7
LS T (1O~ =7 Fl e g
= d ) ‘T‘fﬂ% - a2 B————
' fan = el oF s ¥l
; A
EniSmirrotr—1E Brpreo—Feto - F 44—
A VL 0 €4 6> Lol = ; A
b/ S =
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
¥ I % ¥ S s wem e o ® e oy
5r. No. MAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FH HE 71 T W w1 T wwTEE T
e ™ "
A A AY S Wal] ! o) 4.
L4/ ';Lf..’ Y ) ot [ Lf o




DECLARATION by APPLICANT: S wm <ihmm v2:

1) | hereby confirm that all detalls in this Fomm ato True to the best af my knowipdge. Any falen statemant will rander my Application L angaing assiswance, if any,
lisbie for rejectionconceilation

2} | salemnly confirm that sssistance, f recalved from Keshika Foundation, wil be used any for the *purpese’. as-statad in this Fomn, forwhich such assistance

was requesiad by ma,

21| heraby confirm that | Bave not & will not In future, sval of relmburssmant, in part or in ful, fram any oibar saurceEmployarinaurance company, af the amount

for which Ihis aesistance b reguesiad,

1) 3 s e T 0w A ek v e T S8 el ot swme s 4 ow g forey v e sy WS T e @
2) B g i www A i f we, W e § e o el v oo Fm =rm, B e A o o R

3) A yfe wow f % fam v g 50 ks w8, o oo ) S O w Ren S o= W = R T e & sl ¥ af A o
AGREEMENT by APPLICANT (s mm. =)
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pafienl, Is based on the armangement ulveaen the patient & the Hospital, and Is In no way Influsncad by Keshikae Foundation, Hanes, the Hetspital wil
assuma fala & complote responsibiity of the treatment & |'s autoome & safely of the patient, and Kashiks Foundation will have no rals or responsibility
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