NBN -¢-22-08-034 6

—__ APPLICATION FORM FOR ASSISTANCE (Healthcare)
wETHA ¥ 3rdEE WrEy ( FETEaY TETE )

prncmnet A JoB g [ et sesosmnomi 08 a8 {0
NAME of APPLICANT AGE.YEARS #1974 | sEx fam
;#HHI' BiSPOUSE'S NAME Hﬂq"' a}

i il wnat ‘Dt

PRESENT RESIDENCE ADDRESS _WiHr Staran wa|
Ee hi ahal Noaindalan  ba mg a4y

K¥hika
foundation
Builidinng bluch ol Lile

Peslop
oD ¢ hhade

P;.Jt @P 5

CATMC L AlGre D) al
g:::;;nnun: 'L‘]]’,l e f'}'ﬂ}?r J 61.11 rd \"W’ | UNMARRIED [ sfenfi)
T 960D [— (Fammi YD  tmeeenm NA

PAN Mo. THT HWH Hem

ARE YOU AN INCOME TAX ASSESSEE [Tich whicheves is applicable): You | No
w1 WY A9 ¥ U@ ¢ (F WA 9 W W A W P e ¥ T '\//
EAMILY DETAILS sfrury Teerm
Sr. No, Hame of Family Member Age [Years) Gender Reiztion with Applicant
w4 e oftan & WOER W T T (7d) fistn W W EY e
€ BT s 2 = Wil e
B Ehudey L i) S
T Pa-lonan MW = ATV ]
q A PPy S | eamd S
= ha Mye 190 [ 5 M 1 o) L)
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable]
mwrem & fHg T smam
8P1L Cand EWS Certificate Ration Card Any Other
{Attach Card Copy) {Attach Certificate Copy) {Altach Copy) I"'{ Proot
wE T 9 g g s sme ol wEm e Fqvirs S e
(wmrm =y W o il wem owh (vam 73 %) e ufh s wh (WM T3 W W ¥ wE w0 oy b

"PURPCSE" for REQUESTING ASSISTANCE:
e #7 fad ma fad | T

&, No. Modical Reporis/Prescriptions Attached
w8 stz @ wrl) wt nf oftre w W
PE- Senid € Chadanard
L. E - veagule Cadanact
: s
S gPay—/RE]) S1cSF PmMmMJ
a F T T~ =
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T TIEvE ¥ v W s mEmm fesd oaen wm w o omm oWy
8. No. NAME of OTHER BOURCE AMOUNT of ASSISTANGE BEING AVAILED
=4 HE= == e w A ot 7 wETE

I ) RS doec/ -~




DECLARATION by APPLICANT: smiew gm Wi 73:

1} | harety corfirm thal all detads in this Farm are True (o the best of my knowledge, Any false statement will render my Applicalion & angaing a8
liable for reiection/canceliation,

2} | salamnly conflrm that assistance, If recalved from Koshika Foundation, will be ubed only for the "purpose”, as stated in this Form, for which such as

WS requasied by mo

311 hereby confiem that | have not & will not in future, avell of rembursement, |n part of in full, from any other source/employesinsurance company, of the amou

fmr which this assistance & reguasied

1y & s s € fr e www o ol et e A8 st s we o w) & ofk o feen v W s wm o § o 2w fare ot mowed b
1) it g o wrem i~ e, @ W ow o R, T svem wh st o o o ferd fem i, ® e F oo b
1) % gz wow { e Fm o o w0 o W w t, 70 ofn = aifew W wen e Sl gaisedm v 2 3 0 T # ol 3 o wEe F dm

AGREEMENT by APPLICANT (syaes go %u)
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