MOA—¢ - dF 09 ~233 4

APPLICATION FORM FOR ASSISTANCE
TETEl B SAEET WY

(Healthcare)

( FAT T )

.

pundation

!cf?shika

APPLICATION Mo, & APPLICAT TE: - Bubiting bloch of Ve,
il iy “‘T?-ﬂﬂé% s Fet) by ﬂGl‘ :
NAME of APPLICANT AGE-YEARS 315~ f=m c
FTE W W *
”[m&i[}nt 29
FATHER'SSPOUSE'S NAME i -
w1 W ﬁ% e j
e ) CEADDRESS aAWH A W bt
L L i .
Lol Yerto
- ERMANENT RESIDENCE ADDRESS . a1{ F kLl
e A8 Oboue
ﬁ.’%‘m“: Em EDHISEJH IWM]!UHMHEU[M]
TOTAL ANHUAL 1 : " |Aftach Prool of Income)
AN No. T W wem ' J
ARETWAHHEDETM*S!ESSEEMHNEW‘:-WHHH-} You I No
MMMﬂmf{ﬂﬁﬂﬂmﬂﬂmﬁﬂﬁll ¥ W
FAMILY DETAILS ufrery fomr
Sr. Mo Hamae of Family Member Age [Years) Gandar Relation with Appiicant
w9 HE aftst & TgE W AW 79 (a1) fin e i B
o Sue E —pE_ (% R
e KR TETANCE (TR
BASIS for REQUESTING ANCE [Tick whichweer |8 appiicable]
e % fd fiefa SO
BPL Card EWS Certilicats Ratlon Card Any Othet
(Astach Card Copy) [Attach Certificate Copyl (Astach Copyl BasisiProot
wivgt Ten ® drd T g WM OW T w s Wt WEl
L Lk (e s W1 w o A W (g e ) w0 e

~PURPOSE- for REQUESTING ASSISTANCE:
weram g PR el AR

Sr. Mo,
¥ e

mﬂulnupnﬂm;uipﬂu'unm:hﬂ
mmammﬂm@m

i

_’&g_%‘\_ml 1A

[4
El-nl [ -

| NS

§ .
magn,ﬂ ElL .5"_LC.5 Wlfh o

= =

ABSISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES

T Mmﬁﬂhmwﬂ?

TR * 3 B 5 T

NAME of OTHER S0URCE
=g wm = T

ﬂEIUHTnl'ASETST
# i werm T

ANCE BEING AVAILED

2 <8

:’;:'x*‘fr"'




DECLARATION by APPLICANT. S¥TW TR Wheyr ¥3: |
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By affining hereunder, signature of our Authorised Signatory for recommending this taseipatient for financial assistance from Koshika Foundation, we
(Hosplial) hevaby afflim & accepd following:
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