MoeM — (~ 1 r',__c,i.__, 2140

APPLICATION FORM FOR ASSISTANCE (Healthcare) :
HETgE By STEET WEY (T TR ) KOSthR

o Mo 2] 140 4. [T 03 0.5

NAME of APPLICANT J AGE-YEARS 5744 Toex | e
mewnm  Chhade leg 14| ‘m

FATHER'S/SPOUSE'S NAME

frmmzes w1

o=

a

{uuﬂdahun

Tﬂﬂ#r‘

OCCUPATION - H i
DO —q't‘ll‘t s WARRIED (117) | UNMARRIED (s
TOTAL ANNUAL INCOME - {Attach Proof of Income|
PAN No. Tos I 15w 1
ARE YOU AN INCOME TAK ASSESSEE (Tich whichever i3 applicabley. Yes | No
¥ S5 oS oW v § (9w W oI ow o ow S e ¥/
= FAMILY DETAILS wfigr fam
Sr. Ne. Name of Mamber [Years) Gender Relation with Applicant
FH W wﬁ.:i Lol n{ﬂ? fm FETE % §m =y

BASIE for REQUESTING ASSISTANCE [Tick whichaver is applcabls)
wrren % ferd frrfa aman

8PL Card EWS Certificate Raution Card Any Other

iAttsch Card Cogpy) {Attach Certificate Copy) (Attsch Copy) Basis/Proof

il ey o @< wom v s wl gy ™ FTRvsm wE 275 O W
(v S e U wEn (5 W W e T Eee wh (7T 9 T W W RS

“PURPOSE" for REQUESTING ASSISTANCE:

wwam ¥y fard T el 0 oaRE
Sr, Ho. Medical Roporta/Prescriplions Attached
9 W s " b i e oA b
= 'TE : e
— ¢
| .; s} e I
= T2 N ] Sk ¥ S S W4 2 ru.lu.a_ptm_w
1
ASSISTANCE BEING AVAILED for SAME “PURPDSE" fram OTHER SOURCES
W It W v W = wem fest sy wia @ fem v W
Sr. No. NAME of OTHER SGURGCE AMOUNT of ASSISTANCE BEING AVAILED
Y ST v W v ol s oo
[ A0 5Tk Sl el




DECLARATION by APPLICANT: STE% §1 Siwe wa:

1) 1 hereiy confirm that il detels in Mis Form ame Troe to the best of my knowledge. Any faise stastement will render my Appéication & ongoing assigtance. if any.
lishle for rjection/cancellation.

23| molemniy confirm thit essistance. if eceived from Koshika Foundation. will be used only for the “purpose”, e atated in this Form, for which such anshitance
was requesied by ms

3) | heredy confim Bt | have not & will not in future, aval of eembursement, in part or in Tell, from any other sourcefemployarinsunance company, of the smount
for which fhis essistence is reguested
i) & wiwe wem  fe 78 mev & et m oh fegew S8 W ¥ st W e wh ol e e o wes anee ww W § 8 S0 T fem o w ot
1) & g o s ofn "wife s, @ W@ wm of §, T T it v o) o W el Tem i, @ oy oo woom

Nijgesmicmamigwmaa gt wdh e oo v o ow el s i e d st shed o d

2GREEMENT by APPLICANT (suaes 310 %u1)
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