VR A/-C- 23-1R~ (228

K¥hika
Fnu.ndatifun

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETAM B AEEA WiEY (AT T )

ARPLIGATION Vo Viea Q'-f“-,HS m:ﬁumm:!ﬁfngfgkt

y . -39 ;
Sp= I ok T L

7 M
FATHER'SI'SPOUSE'S NAME :
=1 WE eria

. PRESENT ENCE ADDRESS a7 _sTardrg vay
_Mu%m_’m_ﬂﬁ_,_wm »

FERIIAHEHT RESIDENCE AIJDREH

SO E_ AN Ablmi/e

ocn:ummu E I ' 1. , fbﬂ
m‘m MIIH.'IAL INCOME :

W (Fafint) 1 UNMARRIED (v

) . (Attach Proof of Income)
Socn [~ (Famuly) omuwaam [/
mmn mﬂmm
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever | licabie): Yes | N _
mmmnm%(ﬁmﬂmmnﬁm e ik o |_=,._z/"
FAMILY DETAILS wiiar famm
5. No. Mame of Family Member Age (Years) Gender Feiation with Applicant
9 5= 3 w1 A 7w () jisuf ¥ W e
[- _Bama &9 = Wi, i ¢
2 RO 34 ) NVZ]
g AES AL 22 E
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
wemm % o fafa wmap
BPL Cand
(Attach Card Copy) ummnf:um (Altoch Coe e o cinald
T e ® e W T s s T TYNTR it

"PURPOSE" for REQUESTING ASSISTANCE:
weram ¥y 54 T W e
Medical Reports/Prescriptions Attachod

5r. Mo
mﬁ;m seTmeEeRt # Wi uiee g A
AE ~ CaftanalCdf
LE-—  Catarmald
T .
h':.wy' Y- [(LE)-3ITT F PAimp
L —
u e
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURGES
W IEw % iy wf s ww el s e @ feen o w2
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HEn sy wEhn w1 A wit o s i
[~ PETT _JdTP]—




DECLARATION by APPLICANT. 50w %71 wWiwm ¥3:

1) | heraby confiom thal B detalks in this Form are Trus to the best of my knowhedge. Any false stmlement will render my Application & ongoing sssistance. it any,
lisbts for rejectionicancaliation

21 | seiemnly contirm that assstance, If meeived from Koshika Foundstion, will ba usad only for the "purpose”. as siated in this Form, lor which such assistance
wis requested by ma.

3} | haraby confirm (hat | have not & will nat in fulure, avall of mimbursement. in pan of in full, from any other source/empioyerinsurance company, of the amount
lor which tnis ansistance in requesied
1) A wwe s o w4 fod o4 v w0 A W S w T AN ) O R e o8 e e s owmn # o Sl v o @ - st |
2 Wtz W e T e e, B o &, T w0 3d W O @ el few e, v e o wo o

) gfie wow § fe fam o g s wds W b @ P ow sl mowe fieen falt s e S e @ 3 S & s 3 f wi o dm

AGREEMENT by APPLICANT | sadas g wu1)
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