?

N - Ly 8 T

VAA- c-38-|a- {93

APPLICATION FORM FOR ASSISTANCE {Healthcare) thtka
HeEAl & HTHET HIEW (== wmi.a} PP LI
;ﬂmucﬂﬁ?muﬂﬂn,: V/ 12 25‘/#5,3 ;%I;L;G%;%ﬂﬂnﬁm: M?_I'q[qg | widigbient ot e
Al .nw-uc: AN AGE-YEARS ST5-41 | sex fomm y I
S0P Cram i 7 M : 3 y &

e aan e Balesdan Simdh

PRESENT RESIDENCE ADDRESS HAUR mwfm &

I

: L1 eg g&{-m’l,
Aanatt dlaxhoiad, U r- Rgf..?c-l s Cfg P

PERMANENT RESIDENCE ADDRESS : =y

Same AN ab o e

o i o
CCUPATION E 2944 e A ARmies (TAaifia) | UNMARRIED (sfiia)
TOTAL ANNUAL INCOME : [Attach Proof of Income)
¥ WS Af eee ('__ (zm w1 w we) A A
PAN No. T E HET
ARE YOU AN INCOME TAX ASSESSEE (Tick whichaver s appiicable): Yen!No ~
T A G T B (T O A W v ug W e e ¢ T \_,/”f
FAMILY DETAILS et Jaaan_
Sr. No, Name of Family Mamber Aga (Years) Gendar Relatlon with Applicant
wH HEA i i At e T L W (=) i s e b M
[ Crina v ad) A = LT =
e LAlE 997, ] i f £91
; B0 2 TICAT) 77 F PTG CaM U 7
EASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
e W ford Rl smam
BPL Card i Card
{Attach Card Copy) mmiﬁﬁﬁmﬂgnpﬂ 1::::":1'11 Copy) uﬁﬂnmmrt
T e A AT W W W F9 wE . o T
(grm T w W e W (ST T T S W He W (w7 (¥ BT W e W
“PURPOSE" lor REQUESTING ASSISTANCE!
e g e W W e
8r. No. Medical Reports/Prescriptions Attachad
& W s A =0 9 0f v e e
e -~ C af aac-f
PR ] = — ' Mf'zi'—mr-f-
= Oy = _ZEEJ - UTCX TP afl
LT
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
T I T ¥ N A we few s e @ T e
St Mo. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FHHE =1 T WA = A s
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1)1 heerahy confirm that &l datads In this Form are True fo the bost of my knowlsdge, Any falsa statemant will rendes my Applicatien & ongaing essistance, if any,
liabls for rejeciion/cancefiation, _ )

2} 1 salamnly eanfirm that assistance, Fracehved from Koshike Foundation, will be usad only for the “purpose”; 2= slated In this Form, for which such assistance

was requesied by me,

3} | hereby confirm that | v not & will not in tatare, avail of reimburssment. in part o In fud, fram any slher sourcelemplayenrsurancs company, of the amount

for which this assistance is equasted.
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1) By afficng my signalure or thumb imprassion-on this Form, | (Applicant) hereby agree & autharies Koshiks Foundation and Ife Teuslass to

usalpublishiput-upfrepraduce my name, address, photo & details of the “purpase”, for which such assistanca is requesled/granted. through any

medium, inclading but mot limited to verbal, print, electronle, for soficiing donallons far Koshika Foundation andior dizsaminating Information about It's
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far which assistance (s being requesied.
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2) The assistance from Hashika Foundation is only financial in nature, The cholee of the treatmenliprocedure advissdiconducted by the Hospital on the
patient, is based on the arrangement betwaen the pafient & the Hospital, and Is In no wady (nffusricad by Koshika Foundation, Harce, the Hospital will
essuma sole & complets racponsibility of the treatment & it's culcome & safaty of Ine patient, and Kastika Foundation will hove no rale ar responsibility
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