- ;:"‘f-

o~

APPLICATION FORM FOR ASSISTANCE (Healthcare) thlka
el B STEET WY ( T T ) P T
: APPLICATION i e 4. Building biock of iife.
s ﬂ/mw},ﬁﬁ it -l O e i _
MAME of APPLICANT ' AGe-YEARS W | sex fin
R _‘%}qum s =
FATHER'S/SPOUSE'S MAME : § 2
FrSZS W A Foredin
= SIDENCE ADDRESS #imT um
I%ELQ&:IMJ . G YT s B T RO | —
Kbt L i e
ENT RESIDENCE ADDRESS : Rl
Bs Ghaye
mmu: Hime oo ey nmﬁﬁﬂrw{iﬂﬂa}
TOTAL ANNUAL INCOME ‘ |Attach Proof of Income
wamm ook fgemily ) (3w ) g
PAN No. Tui{ W HEw NA =

ARE YOU AN INCOME TAR ASSESSEE (Tick whichever is applicable);
T A S o (O AR W IR W W w e

)

FANILY DETAILS witar T

. Na. of Family Member Age {Years) Gende Relation with Applicant
as::% :ﬁn:n‘wm:’fwm 2u () ﬁsmr FETE Wy WA
AR Tagar U3 TR Ni5kand

¥,
¥A nafieEh 7 ™ SET
A T e [ 7L T V7L L W 17,
BASIE for REQUESTING ASSISTANCE [Tick whichever s applicably)
i e i o i
BPL Card EWS Certificats Ration Card Any Other
{Attach Card Copy) {Antach Certificate Copy) (Antach Copy| Bawis/Proo!
it T F w0y s s w o FvitE W Pt - i
Roch RoE CR R R ] (w53 W wm e (s 93 W e v wee W
“PURPDSE" for REQUESTING ASEISTANCE:
weram ¥ T 7 Pt & agde

Sr. Na. Medical Reporta/Prescriptions Attached

TN W SETEERREL § W w7 Wt e e
DT RE = CTAJIIC — CHARA
(E — g7 7HAMAANT]

& Surfaay — [F - SICC LOHL PR

ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES

W Iy ¥ 8 w1 s weren fiedt sy v R fe v w2

5r. Mo HAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W HeE e ] o sewE i

T1]




DECLAFRATION by APPLICANT: WEPUE BRI Wwm 73
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1) By affixing my signalure or thumb impression on this Form, | [Applicant ) hereby sgres & authorise Koshika Foundation and s Trustees fo
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1) TR W W TR W s w v, (i) o s w g won f o “wife et af vk i % sfese s f 5 oo,
e, Wi sl @ few @ ws F i §, w6 S o e, T, weea (et T & g il s ewied @ e et o v e

# waiftn W % fow sfegm 1w ow e S o o wet w e d v & e wifioe wder 0 sl afiep b

1) & (sview) v e 3w f e S0 9w, s, v sl T a T s % vged @ witn b u own: wewe w0 v o v ow wey

*wifyrn* vy aee =fadd W fied sfm s et s

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;

AGREEMENT by HOSPITAL (wemmt gm0 %)
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