VRN — C~21—h— 0532

chhika

foundatian
e —..
Dusilefing block of litn.

APPLICATION FORM FOR ASSISTANCE {Healthcare)
HETEAl €9 SEET WE9 ( =amEry SEE)
APPLICATION Mo, : CATION TE :
s H \Ill ”21/0533 b e lﬁ}”)
r
NAME of APPLICANT - . AGE-YEARS #T3-" | sex fm
SR T AW (W D&V\ g o F
Fammmﬂu::?s HAME : ﬂ i"‘l-LQ.ﬁ L_'Zk 1.,
PRESENT RESIDENCE ADDRESS qup s 9
2.), Mo hiiad , Mafing, W

4

Mﬂ#ﬂ\ﬂmhuhu ~DiaH r—;mz.a.hqrq UP. 25514 C

PERMANENT RESIDENCE ADDRESS . w17 Sy w1

ot LA [0 ST

e ot
0623) lhamga

Den

OCCUPATION : Hevme ML:LKE-"] Ju.nﬁ;_{ﬁhm ! UNMARRIED (aiFrien)
TOTAL ANNUAL INCOME : A {Aftach Proof of Income)

o s m AR vro|— (Famly) o =1 e vy, A £

PAN No. B0 R en ! 2

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No

W AT S0 W AW R (I AR B IR W W w0 e WO

FAMILY DETAILS Sftam faamm

Sr. No. Mame of Family Member Age'(Years) Gonder Relation with Applicant
w1 HE qitan ® mewE| & AW 9 () fein e F WY Wy
] Tavalay (a] G2 = b g,
T Eanh ZR =) SEn
A Frofto A E wauﬁhh-;_: Yo lais
4 Y 12 -1 \noyand SSdn
5 P A b ) M I 5]
4 Hasmaurnda. T ]
’ BASIS for REQUESTING ASSISTANCE (Tick whichever is applikabla)
T % e fafe s
BPL Card ertifica
(Attach Card Copy) (Aitiach Contfioais Conv) I.EI'Igzhﬂ E:;}:- Bﬂ"ﬁﬁm
witat har & A2 wwm T SE W w0 i W i s
(e T3 WY w9 EE W (M v 1w i e {weme o W w A ;
“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥ fed e W TE
&r, No. Medical Reporta/Prescriplions Altached
W T iz e A W o i g we
M — Sesg/c Coatvac f
bE— Toeaule (aod=bracd
., -
c&:ut.,g,fu.}rw (gi SECS 4+ TotC
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T T W ¥ W o wewe TR see e | fEn o g
Sr, No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FR T i i o @il T W Wil
|
1 DECS i a‘n"::ff ——




DECLARATION by APPLICANT: SPTs g7 S 1:
1‘,|IhmkmmtﬂummmhFummemmmdmyMmuhdga.hnymmmmmwm:ammy&wimmn&
lighla for rejection/cancefiation.
2} 1 selemaly confirm thal assistance, if received from Koshika Faundation, will be ussd only for the "purpase”, as stated in this Form, Tor which
was requestad by ma,
3) | hersby confirm that | havs not & will not in future, ava of relmbursement, in part of in full, from any olher source/employer/insurancs company,
for which this assistance s requested
1) & wrer s f f5 v wen # el o wdl frwen & areed S s W v i wie wil v o0 sw e kA 6w P W .
1) # po e win i wrtra”, § W W O §, T T TR g @ % fe e wmin, W o wey 3w m b

nﬂﬁmtﬁmmigwuﬂﬂﬁi,nmwM1mmMMMMﬂaﬂmldﬂﬂm1ﬂm

AGREEMENT by APPLICANT (s @0 %1t
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1) that we neither are presently nor will in futiire avail of financial pesistance from another NGO or any other source, for the same pallentcase, as we ore
requesting to get from Koshika Foundation, o the extent that such assistance s granied by Koshiks Foundation. If the requestad assistance (s not granted
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