NwRc- 294-11—ou1T

APPLICATION FORM FOR ASSISTANCE
aeTaE ¥ SEEA WrEy

(Healthcare)
(Tmmey S )

K¥hika

foundation

APPLICATION No. : APPLICATION DATE :
worwen s A/ 12y /0119 AT M 41
MAME of APPLICANT : AGE-TEARS 31574
RER oM Pra ke h <k
FATHEHR S/SPOUSE'S NAME :
fasy= = ™ Q
i PRESENT RESIDENCE ADORESS
@; Ei}::g; —leh - BEoy = v
' - A6l402 QMGP i
PERMAMENT RESIDENCE ADDRESS © ¥} SarTe Al
H< afovE
ol
QOCNTIN [ —— MARRIED (Rarfie) | UNMARRIED (wwaiivs)
TOTAL AMMUAL INCOME : {Antach Proof of incame)
wA Wiew = wt’* (am = wen w9 N
PAN No. THF WM WS nl

TN W WS

"ARE YOU AN INCOME TAX ASSESSEE (Tick whichwver
t (% == ¥ | W W Fee

is applicable]

)

FAMILY DETALS yftam fimwm

Br, No. Name of Family Member Age [Tears) Gonder Relation with Applicant
N HE wftam w T T () fein R UL
-
NI
~ BASIS for REQUESTING ASBSISTANCE (Tick whichavor i apphicabile)
e ® e fEl s
8PL Card EWS Certificate Ration Card Any Other
{Amach Card Copy) {Attach Certificats Copy) (Attach Copy) BasisProol
i & ® 9w T =5 I m W= ™ IV TR wit of W
(wrm w3 W wa v W Wl (e e o g ufl sy Wl (wamm v W ofly wer wh
“PURPOSE" for REQUESTING ASSISTANCE-
weram ¥y fen i feelt W e
Sr, Mo, Medical Amached
Y T s ater @ it w) v i e sEe
mm = PUIT]
t £ TOITAL [T RTRERACT
Sus =3 ] e
{ 7
L
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
W TE § o] W S wew e &= o | few o e
St No. MAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
W W = i WA ot wf T
AT




DECLARATION by APPLICANT. simtes gm wiwe v,

”Lu,mi;'MMHMH“Fm are True 1o ihe best of my knowledge. Any false statorment will render try Application & ongoing asslstance, f any,
resecionicancelation.

2} 1 sotemnly confirm that ass' “ance. i recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssstince
wos feduested by me

ﬂjlmmmmﬂutlrauﬂutsiﬂHﬂh!‘u‘hﬂ,mufrmunmwhu.I'rwmyﬂlh-nmwnmphwmmm compary, of Ihe amount
for which this sssastance i requested

1) W siew v o feogm ey @ frt ol S o st o sepe e o wi b ot W feweer o o e e € o A0 e e o w ue §
) W g W e i Csifees wEET, 4 # om i 2 wee andn o vl f) o & el fw s, @ o 2 wn o
1) & qfw wow { % frs wernn i e wde W R om ofn W sifes @ e frem el ses sfrenels werd @ 3 8 fro € ol & ot o

AGREEMENT by APPLICANT (smies gm0 %0)

1) By affimng my signature or thumb impression on this Foem, | (Applicant) hereby agros & auhorise Koshika Foundation and ifs Trustees to
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By offixing hamundar, signalue of our Authorised Signalory for recommending this casaipatient for finnncial assistance from Koshika Foundalion, we
(Hospital) hereby affirm & accept following.
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