
APPLICATION FORM FOR ASSISTANCE
R-6r{dr e-(

(Healthcare)
( Er€qq tgr{r€)

1/.gt .t
ItosnIraa
foundation

APPLICATION No
eri<q s@r :

cr
01

APPLICATIOII DATE
.3n+cr fili

AGE.YEARS 3Tg-c{ sEx frrrNAME oIAPPLICANT
qr*<+ qr +q s\
FATHER'S/SPOUSE'S'.IAME :

ftnmge 61 -* AS
o

a-8
qdtPRESENT RESIDENCE ADDRE

ERMANENT RESIDENCE DRESS !?l

F* 'oP Poi -0
&OCCUPATION

4rqrq MARRiEo (ffid) I unr,rannreo (uffia)
(Attach Proof ot lncomo)
f ]n-q sI grsc dfrr{)

TOTAL ANNUAL INCOII,!E

W sfils qtq

PAN NO. TT{T{ Erfl Ii@I

FAMILY oErAtLS qft-qR fS-{rqt
Sr No.

xq dqr
Name I$ember

l]q
ol Famlly
6 {KPIT

Age {Years)
sc (s{)

Gonder
icf'r

Relatlon wlth Appttcani
3Ir+G * srq rEu

ASII S REQUE TIs GN S tsTs cA!,1 E k(Tic lebpp
qal{Idl ffiH

EWS Certllicate
(Attach Co.titic.te Copy)

ere onq q,l rcm yr
(yqM Tr s1 Erqr fd Fdrr stt

(Attach Copy)

Tc+fl 6d
(cqM qi sfr Erqr yh ifir{ 6it

Rati
Any otho,

Basis/Prool
irjq qii vcc

"PURPOSE" for REOUESTTNG ASSISTANCE

s-trrrat tE H ,ri Errd qr vftvq
Sr No.

r.c {@t 3rsdr€isTr{ i ilfl d rri qfra<r q-S t_d'r
Medical Repons/Prescriptions Attachrd

r1

AVAILEASst S N Fc BE NG D lot E PU E''RPOS EROTH SSOURCE
+ q:q ffi3*Yc 6t{ 3t-q tEtit TCIidqr )i( al

Sr, No.
g,'q rf@r

NAME ofOTHER SOURCE
lrq da rc

AMOUNT oIASSISTANCE BETNG AVATLED
T{ndTi

. 
RE YOU AN INCOME TAX ASSESSEE (Tick whlchever is appticable)qn qrc q.{ qrdr t (vi qrrr i ss q sd qr ftvrn dqiq,

BPL Ca

{Attach Card Copy)

'rt-d tqr * +i rcFr v{
(vqtq qc 61 Brql yrd *.{r{ 6tr

a rld

I

./

I
IIF

r) IN

\)

a--,-'-'



OECLAnATON byAPPLICANT: qr*(d' Cm dsrr yr:

'I ) I h€rgby confirn lhat all details in tris Form are True to the best of my knowledge. Any false statement will render my Applicstion & ongoing assistsnce. if any,

liabls for rejediorrcancellation.
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with the Trustees of Koshika Foundalion, and their decision is this regard will be final and acceptable to me'
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