ot = (- 94 - 06 -1829

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{;‘JvShlka
HETHE B ST WIEH ( e ST ) et adation
el TR T il 7Y o
NAME of APPLICANT : AGE-YEARS ST 1 | SEX,fefn r
il k:‘lh le 'D.Pu: Eq ["
FATHER S/SPOUSE" & NAME :
Tamz= w1 W r*ghh Kumart

- 3 PRESENT RESIGENCE ADORESS , awrd afgera wan M 2y iy

r“Saﬂ:i.nu . N‘hl:"-. EChaY s KAl ﬁnm Lasfal T f hzm;:“m
¥ :— r . ‘:j

Liffan I’mﬁﬁ% L '
PERMANENT RESIDENCE ADDR

r""&rl..lnc" I A ) TR A

OCCUPATION: /_;ﬂ gD h’ln_i\/{;’j'r . MARRIED (i) 1 UNMARRIED (sftaits)
TOTAL ANNUAL INGOME : : , (atlach Proof of Income)
T = 5 25000 t Laun}l (5781 e o)
PAN No. TS W1 Wi \
ARE YOU AN INCOME TAX ASSESSEE [Tich whichever is applicabile): Yes | Mo
7 #M s W § (9 9 W IR W w0 W e e U
| FAMILY DETRILS wfrum fampm TR
Member i i Gendaer Relation with 1
l”?“ %%Fggﬁ A | '"Qum.' fain %ﬂ: Y
'(__.-l"'I ‘\:fl ?F m = -

BASIS for REQUESTING ASSIS TANCE (Tick whichaver Is applicable)
bl il Rk T

BPL Card Ration Cprd
{Attach Card Copy) umm- n:uLy:- (Atiach Copy) l":.“’.m,, o
nivit T w S wow = S W T Y TR w2 e O
(T T W B W e s ‘mﬂﬁmﬂmrmth (e o W wen o e W
“PURPOSE" for REQUESTING ASSISTANCE:
¥ f i fodt W A
5r. Mo | Medical Reports/Prescriptions Attached
wH_ = | spepEten A wi w1 i AR B
B T haghoA < mt Nenl?P (afoact
i r-l ) = 4 T-- P i
= _ T F:i\_rﬂhl [T Taboilal

735 .ﬁm-rm‘u; N— A (SN

ASSISTANCE BEING AVAILED for SAME -PURPOSE" from OTHER SOURCES
7 I W b W e e s= v A e o ow?

Sr. No, NAME of OTHER SDURCE AMOUNT of ASSISTANCE BEING AVAILED
rq_%w 5= T W A = m meren i
7 D BTT CYaw v/ WA




DECLARATION by APPUCANT. s @0 wiem v

1) 1 herety confirm that all details i this Form are Te to the best of my knewiadge. Any false statement will render my Application & cngalng assistance, if any,
lisvble for reechon/cancedlston.
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1) By afiing my sgnature of thumb impressian on this Form, | (Applicant) hereby sgree & authorise Koshiks Foundation and it's Trustees 16
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¥} that we neither ae prasently not will in future avall of financial assstance from another NGO or any ather source; for the same patient/oase, ns we are
requasting (o gel from Koshika Foundation, o the exdenl that such assistanes |s granted by Koshika Foundalion. If the requasioed sssisisnce i nol granbed
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