\JRN-C -23-0l~ s55]

APPLICATION FORM FOR ASSISTANCE
HETIW ¥ STERA W=

(Healthcare)
(T T )

K&hika

foundation
I

Busisfing blach of He

e V[e533(a327 o S 03/ 2
of APPLICANT : . o . -

e Ka{ve Ul Simgh &

m‘m:_gdwm& Simah

WMMH T ST

Eﬁé op Hﬁmb’fﬂgb

L LS

RESIDENCE ADDRESS L
Xamme A5 AbRve
GocuPATioN: = a lw UNMARRIED ( s
TOTAL ANNUAL INCOME ' {Attach Proof of Income)
w7 wits 5 UL 2~ ¢ Fanm Y nmwmm; M
PAN Ng. B i
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabie): Yes | No
W W s e uw § (9w W I W owe s P e LR
FAMILY DETAILS witam o
B¢, No. Nama of Family Member Age (Years) Gender Ralalion with Apglicant
9 T i ] w ™ 4 (W) fisn FRTE ¥ WY we
B .k?agd-‘. i E L% S A
?' H..;-E"'Q!ﬂ'—"’zj’ 2% 2 m
— X0 E Il hfes 7 A
"BASIS for REQUESTING ASSISTANCE [Tick whichever Is spplicable)
wrwm W fent it s
BPL Cord EWS Cartificata Ration Card Any Other
(Attach Card Copy) (Attach Certificats Copy) (Attach Copy) Basia/Prood
wirdt -t ® A ™ WP W W g Iy w0 mpe o
(Y W w5 wE s (s vy W we wi e w5 (v v Wt W o e wh
“PURPOSE" for REQUESTING ASSISTANCE:
wrm ¥y et m fel W gt
8r. No, Medical Reporta/Prescriptions Attached
¥ Hew st § wit w o ufee i s
nE — Catanalt4—
[E- Cafanary
P =
A'tmg enU T REy STCC T PAVE
p—
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
™ 7w % ¥ wif e wrew fesd s e O fon e W)
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
Lkl ) ¥ W W T i wf v o
{

2.0 mdrfm




T — ———— RS TR O — e —

DECLARATION by APPLICANT: Wi @1 W 73

1) | hereby confirm fhat all details in this Farm are True o the best of my knowledge. Any false statement will render my Application & ongaing agsistance, if any,
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1) By affixihg my signature or thumb impression on this Form, | (Applcant) herety agree & aulhorise Koshika Foundation and If's Trustees to
usefpublishput-upireproduce my name, address, photo & detalls of the "purpose’, for which such assistance |s requesiedigranied, through any
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