Moat. c36 -al — 1734

APPLICATION FORM FOR ASSISTANCE (Healthcare) 0 [
HETEAl By HETA WEY (Tamy aa) !S?—%lﬁ%
e M[0126 /64683 arvcr e 16 76/ [ 26
mﬂmm ] AGE-YEARS am—li
ot { 15"!(1 doul 6‘6
FATHER'S/SPOUSE'S NAME
fvegs =1 f)lmc-# wed o,
: ME‘Q%Q:EGEM SR T ﬂ#ﬁ;w

Eru op
ummu:g ; aaker - o MARRED TRefi) | UNMARRIED (Siiifen)
TOTAL ANNUAL : [Attach Proof of Income|
w7 Wits =W 33,000 | ~ (3w T W)

PAN No. T &0 we

ARE YOU AN INGOME TAX ASSESSEE (Tick whichover s applicable): Yes | No
A = W 0w (W W W e W faw e ¥ /78
FAMILY DETALS witam faamm
Sz No. Name of Family Membec Gender Retation with Appiicant
BN HEd oimnm % 9 ’g{::; fisfn m?ﬁmm
I SapNe LapaT [ X9 7 (=7
ﬁ.@;nﬁ VT 20 =1 A Yo%)
BASIS for REQUESTING ASSISTANCE (Tick whichever ks spplicabls)
wrm % B e s
BPL Card EWS Cartificata Ration Card Any Other
(Adtach Card Copy) (Attach Contificats Copy) {Anach Copy) BasisProo!
wind T o 9N v ey am v FqvEn e il
(wur w3 = o s wee W (v Wl e o We Wl (W v W e Wi e wh
“PURPOSE" for REQUESTING ASSISTANCE:
e i fe Pl W gt
Sr. No. Medical Reporta/Prescriptions Attsched
w4 Hem FmavEs A Wil §1 v e T e
P £ - fa
DICTAIAVE: K€ e i zlaqalF
ilL ALy il - '\'fl'd;!?ﬁ Zerdiiert [
, "f?l — L L Ll fe
. Y
ATES70 Zmma o2 G-
ASBISTANCE BEING AVAILED lor SAME "PURPOSE" from OTHER SOURCES
W TR F ¥ w &= www fe o i R fam o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W o B (0, N wi o W e
FATLYAS n‘?"ﬁtﬁﬂff




DECLARATION by APPLICANT: smiew 5 wtwmt ow:

1} 1 haraby confirm thal o detals in this Form are True to the best of my knewiedge. Any fales statermant will rendor my Application & ongoing saislance, If arvy,
imble for epction/canceiiation.

2} 1 solomnty confirm that sssistance, if recalved from Koshika Foundation, will ba used only far the *purposs”, aa atatad in this Form, for which such assistance
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