VRN-c—2109—2%r+

APPLICATION FORM FOR ASSISTANCE
HETHA B 3HEA 9E9

[Healthcare)

{ TR TETE )

K¥hika

foundation

t (9w W TE W w0 P

oot V0421 /0268  |Seta o 13dealay .
NAME of APFLICANT o AGEYEARS o19-1 | sex'fein
mewww  MYNnd §2 | F
Eemee = Mafipul
PRESENT RESIDENCE ADDRESS suwm SrEm W .
frcop  forlep
v A g 22)263 ( P
PERMABENT RESIDENGE ADDRESS | WA T .
] 03568) Muthni
A ON Hm Ma Ken pAgsrED (Prifia) | UNMARRIED (sifvarié)
Tgwg; INCOME : 4@ }..-— C Fﬁ mdy_ ) [?;:h ﬂ;mg:ml";mt‘-nm&l N ﬂ
= ST ,
:.:: :;Uﬁmi TAX ASSESSEE (Tick whichever |s applicable) Yia | No
R i / L.,./

Rl R ]

FAMILY DETAILS uftam faamm

&r. No. Nama of Family Member Ago [Years) Gender Relation with Applicant
wY W L A e L m (=) fim & HY TN
1 HMMLJFLH (S A Bl -
/- S ona 7 M S
a Fonr==c J= =9 e T Jg%sﬂ:u;m_km_
- Loham [Z % Dortiac] Shun

BASIS for REQUESTING ABSISTANCE [Tick whichaver is appilcable)

it T i wam w3
(wmmin = wre ufir wee i

{ R TSmO

{4 W e afs e W

L M
BFL Card EWS Certiflcats fation Card Other
{Attach Card Copy) {Attach Cortificate Copy) (Attach Copy) B‘:Tm
& EW T T S -

“PURPOSE" for REQUESTING ASSISTANCE:

werm 19 TR T fed W oaae

Sr. No.
Y HEE

Medical Reports/Prescriptions Attached
sermrvete A Wl ® o e g e

RE — Scai]s

Codman L

- J :é

C"" :fﬂ__}'l_ﬁfj:_

eaye

2] B

o
_%% —-é%ﬁ CTLS 47

v

ASSISTANCE BEING AVAILED foe SAME “PURPDSE” from OTHER SOURCES

IH TR W W

Fi s SR e 59

= A fam oAl

Sr. No.

NAME of OTHER SOURCE

== = W T

AMOUNT ud';‘SSIBTlHBE BEING AVAILED

7 W il

F4 "Em

T Tapig fFeunciah Gy

[eoe] —

/




DECLARATION by APPLICANT: =mas® fil siym w4,
1) I heraly confirm that all dataile in this Form are True to the best of fiiy Knowladgs. Any false staleman! will render my-Appd

liable for rejection/canceialion
2} | solemnly confim that assistance, f moeved from Koshika Foundation, will be isad oiily for the “purpose”, as statoed in this Farm,

was requestad by me
3} | heretyy confirm thal | have nol & wifl pot in fture, seslof reimburssmant, |n part o in 0l from @0y ofher sourcelemployer/insutancs

for which ihls assstance is mgussied,
I}ﬁmm{ﬁrmmﬂﬁ&nﬁwm#ﬂmtmmwmhﬂﬁfﬂmﬁmmwmiﬂﬂw
z}ﬁmﬁmm'ﬁmm".ﬂwwn‘rtmmmm:ﬁﬂﬂmﬁﬂmm,immﬂmwlr
31'#:l’lamtfbMHmutgwmdmﬂﬂil.'mnﬁTmHMmmmﬁﬁﬁtmmm#aﬂmimiﬂqﬁqﬂqﬂn

AGREEMENT by APPLICANT (e 70 )
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