e - 2. 9364

o Uy

APPLICATION FORM FOR ASSISTANCE (Healthcare) : KD‘S,hlka
33, ( ) foundation
mucmnu r\ ,06‘22 }C‘ﬂvc]q wmu;nglﬁ JLB mu..:u..:uﬂ. .
NAME of APPLICANT | AGE-YEARS #3-wk | Bex fin
i Snl-uq <4 r
remmm - QAN : "
"PRE CE ADORESS WA smarmr gm L i
AT TN 1S hnelan TST TWhesu P ;'““’ff“ﬁ P
o : ; Jie- o o
e ] SR Wal
4 rﬂnﬂwhm:ﬁm“
Sawe St abago
OCTUPATION “ fj }?@_ﬂ . | MARFIED (P | UNMARRIED (i)
TOTAL ANNUAL INCOME : n {Attach Proolf of income)
g wiw s rﬂn,ﬂ,@]- fapLiteL (e W T )
PAN No. Tarf wim Wem T =
ARE ASSESSEE (Tick whichever Is applicablel
u#ﬂ%ﬁﬁﬁwﬁaﬁﬂwﬁmaﬂi "&'f"%
FAMILY DETAILS wfam T
Sr. Nou Hame of Membar Age (Years) Gender Helation wilth Applicant
bk i W oA W fdn siTE W WY T
1 SRS K laca 4ol
3 Lhenas 5 ) ThEudienib [or
3 Ao i e IS 2 [Aaiavz Olnudeer;
RASIS for REQUESTING ASSISTANCE (Tick s applicabla)
Y e = el el anm
i I N1 e,
i e W R o o = we e TR e Rt
(o T W wre iy sEm Wb (v T W v v W W (e Y W ue iy wEm W
“PURPOSE for REQUESTING ASSISTANCE:
werom ¥y fed m fert =
&r. No. Madical Reports/Prescriplions Attached
F HE sremeveie & Wi w1 o sl e der
1t P g
1’mﬂmr§u! — fT! ~ SFenle [avs DHCTEl
< 715 - fevule  Codomia(y
L [ Aureesty T S1OS ToTh Prawas  Tenk 7D
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TN ¥ BN e wewm e w1 e # e o g
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
& T o TR WO o1 T e T
J
I N LY y Wom ona Wha




DECLARATION by APPLICANT: =i g whww o .
1} | hereby canfirm thet all detalls in this Form are True o he best ol my knowledge. Any talse stalement will render my Apglication & ongoing assistance. Il any,
m¥acion/cancaliaton.
zjllun:.mf:hwﬂrmmm It moshved from Koshika Foundation, will be used enly for the “purpose”, as stated in this Form, for which such assistance
onted
mmmmﬂ;ﬂ'ulhmnmlnnmuhm gvall of reimbursamant, in part of in full, kom any other sourcademployerfinsurance company, of the smounl
for which (his aasistance is reguesied.
1) e = € e e § Rl fe 20 el @ s wm v w4 ot o e of Wi s o e # o) 50 s frem o weel d
1) %t gm W werm e “wfem wr2m, @ o ow o & s v o wdve o g 2 fed P ot i e A m o
33 # v wom T fiom ety wn abn W of #, ww ofn oW sfrs W e e SRR s shuPrdteien sl 8 o fiee § ol o e o o
AGREEMENT by APPLICANT (smimw gm Wt )
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