VAN -~C - 23-]1- 2263

APPLICATION FORM FOR ASSISTANCE
qeTgEl ®eY STEET WIEY

Ko‘shika

foundation
Rl s, S

(Healthcare)
( waeayy ST )

Boddfing boch of lile

Juegonne: YIRS | 1218 wrcmonow o6 M43

) h AGE-YEARS -l SEX
:‘.‘a‘m";“"::‘”"'_ﬁalvah JDevi 5:: F*‘-f" L
rerasposEs e Kamha_noma I

) a M

FRESENT RESIDENCE ADDRESS w@ur sieiend o

pestep

Rres

[/
_ Yo
s e
Same a’ absd e
OCCUPATION : H e ok eT W}rmun (i)
TOTAL ANMUAL INCOME . [Amach Proaf of incoma)
w7 e S8 2/~ CFamely’ (s e ) AL
PAN Mo. THE S HEN
ARE YOU AN INCOME ASSESSEE (Tick whichewer is applicable): Yes | No
nmmmmﬁﬂwﬂmmm‘:nhmwm R
FAMILY DETAILS 5ftem Thrm
S¢. No. Mame of Family Membor Agu [Years) Gendar Relation with Applicant
mw;m iLe o W T 7u () fm e ¥ A o
| & : : EL %) Hiddoaod |
o - Paw ann a0 M [
BASIS for REQUESTING ASSISTANCE (Tick whichever |s applicable)
wEmn % fent faia smam
BPL Card EWS Certificate Ration Card Any Other
lach Card Copy) {Anach Certificate Copy) [Attach Copy) Basia/Prool
Wit T § 3 o 9y == sm vl ™ NG T e entan
(ware =y =i wem o wem W (v w o) wrn wlly s ) Cunrm vy ol o wfk wEe oW

“PURPOSE" for REQUESTING ASSISTANCE:

v iy fwd vl faenlt W At

Medical ReportaPrescriptions Attached

S1. No.
4w s R ® Wl w o ofehes R Hee
PE- CatdanacHd
LE-  Catanact
e . %
Guﬂ{réﬂi- /CE] —ISFS ¥ PMMA
7 QWL :
ASSISTANCE BEING AVAILED lor SAME ~PURPOSE" from OTHER BOURCES
W Iew % ¥y s 3= W el A e R e oo
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 W = T W T & 7 weren T
R JAs CS gm'.r.-;




DECLARATION by APPLICANT. sFcs g W 7w

1) 1 hereby confirm thal aif detels in this Form aee True to ihe best of my knowledge. Any taiee siatament will render my Application & ongoing assistance, il any,
kable o resection/cancellation

21 1 solemniy gonflom thet assmtance, f recelved from Koshiks Foundaton, will be used only lor the “purpose”, as stated |0 this Form, for which such assislance
Wi foguBstad Dy me

3} 1 heveby confiern mal | hayve rol & will not in future. avad of reimbursesment, in pan o i i, from any other sourcelemployedinsurance company, of the amount
Tear which fhin sssisiance & fegueisied
1) ¥ e wem f B ym owren 1 fom ol w0 W % e w0 ool w feen o e sem oww w1 % 90w e w = welt
1) 8 gm o mEes iR CwiEE wmEvET, B o = o, mee oy Ts oobe w1 o F B fen o wim, @ e owew | um o @

1) & gfe wrm P fom werem g o vt o vl R Tw ol W aes w e fen el e ol fedweeten ek 8 0 T & oy v F o

AGREEMENT by APPLICANT (apies o %)
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