VR A € —d3-1l- o087

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kc%hika
HETHAT & AETA WEY (TG T ) TRV TTLET
APPLIGATION No. Vel :l\f,’f'}l',g APPUCKTION DATE 15‘[53(1? | Building block of e
R . - g-T | sex fisn
ST Kyhanm e =
T moe e Dhag

Fawy

Ny Pall ¥, JnS

PRESENT RESIDENCE ADDRESS njm amh A

0P A ISex ' fneaf, bt

PERMANENT RESIDENCE ADDRESS : ™18 3msdg T

XaATE AN e

OCCUPATION - IU'}?E_] buf@"{{fj D (Penfia) ¢ uNMaRRIED (i)
TOTAL ANNUAL INCOME . , . |Attach Proof of Income)
& afts s YUl ~ CFadn 4 4D (s 51w wew) 4/ /]
PAN Mo. TETE T80 W&
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable): Yes | No 7
s A w6 w eI W w W P e s |
FAMILY DETAILS witam fimmm
8r. No. Mame of Family Member Age (Vears) Gendar Relation with Applicant
wH T oftan % wewl WA 0 (i) fn AT ¥ WY Ty
L. e 71 F BT e
& Vi Ay L M C N
< ZVE L 28 E D anghden |70 Lol
Q. Condte Iq 1% L 00\ (i
BASIS for REQUESTING ASSISTANCE [Tick whichaver Is applicable)
T W for fasia amen
BPL Card i
{Attach Card Copy) .MT&W Em: ;ﬁ:’:ﬁ,ﬁ, Mr
wird T w 9 a7 e = e T w5 e el
(ST T FT ma W e W (v vE 1 e ufh Wee W (wm i Wt o wfe W W
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥y 5w el = g
Sr. Mo Medical Reporta/Prescriptions Attached
W FPEVETHRT Wl & i g s
BE — C afanalH
L — 0 2
. I i PN i}
k‘smf&-_@w_ BE) - S FC8 + PMMH
o —
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
oI ® ¥ w e men e e o o T o 62
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
T HE = e W AW =i wErn i

LBCS TP




DECLARATION by APPLIGANT: Pi® 50 s
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1] tha! we neither pre gresently nor will in futwre aval of financal assistance from anciher NGO or any other source, for the same palent/case, as we ara
requesiing to get from Koshika Foundalion, to the exlant that such assistance is granted by Koshika Foundation, If the requesied assistance s nol granted
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