
PAN o. en{ En TiEzl
\RE YOU AN INCOME TAXASSESSEE (Tlck whlchever ig applicable)

3rN 3llq 6{ <rin t rq} qlq d Ts c( gd 6r fr{rl dqrAl

BP atd
(Anach rd Copy)

,r0-{ tqt d fi vqrq r*
(ccpr cx 61 a{I yfr {.cri qtr

Y.! /
ti r

APPLICATION FORM FOR ASSISTANCE
lrsrq-ct tq 3Tr+<{ fl=q

(Healthcare)
(sr+qq fuqrq) rcHnia

foundation
APPLICATIOt{ tlo.
qr*<< qqr : o

APPLICATIOI{
qri€ fd4 |

NA,,E o, APPLICANT
qr*(6 6r rrc

L,{
FATHER'S/SPOUSE'S I{A}tE
ir<rmgx q1 1q

{

ADDRESS qifi Pir?- P"rd "P
IU

t
oo

OCCUPATION
q.FIFT (ffir) r unranareo (effir)
TOTAL AI,II{UAL INCOIE :

q-a sfii6 src (Att ch Proof o{ lncom.)
(3[q glt4 gfirr)

FAMTLY DETA|LS cft-qR fs-{ul
Sr No.

r,c ri@r
l{amo of Famlly Momber
cfran * swil 6r rc

Age
3C

(Yea.S

s{
Gendea

fti'r
wlthR€latlon lcanlAppl
+Bn+t* AM {ETI

forBASIS ESTINGREOU asstsTAr{cE tswhichevBr(Tick .ppllc.ble)
+{€Ft?fr ffirFdM OiTtIR

EWS Certiflcate
(Attach CenMcat Copy)
rrw. q s,{ rqtq ct

(Y{ol vr 61 sqr lfd Fd'{ 6tt

(Att ch Copy)

vc+fir qt{
(vqrq vr d B[qr !fr dlq 6tr

Card

Baiis/Proot
rrq +J{ srsr

wra-a tg H ri ffi qr s(trq:
"PURPOSE" for REQUESTII{G ASS|STAI{CE

Sr No.

rq deqr
Medical Roporb/Prescriptlont Attachodqqmvef€(tqr0ddyftr+<i q.* {-d'r

STANCASst E B EITIG EDL SAME RPOSEPU from OTHER SOURCES+ 3rrrs(iyq 6iE qf,Erdr qrl d? t idqrt( trll ?d
Sr. No.

sq dwr
NAME of OIHER SOURCE

:rq r*a qt lq A,'IOT NT o, ASSTSTA CE
al qi saTdr

EEINGAVAILEO
wft

il

@EIa$- alrGtrl-
!tI

zlsu*adt

E

-

-'t-

rtrI

-
-
-

Ifi I

r

I
-4,

(t. uh tot ah

lt-.

ffi



oECLARATrori byAPPLtCAtiI: ETkr Bm *qql Tdr

1 ) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement lvill render my App,ication E ongoing asslstanc€, if any,

liable for rejectibrVcancellation.
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1) By aflixing my signatu.e or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address photo & detail

medium. including but not limited to verbal, print, electronic, for

activilies/achievemenls. Such use of my photo & details can be

for which assistance is being .equested.
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with the Truste€s of Koshika Foundalion, and their decision is this rogard will b€ final and acceptable to me
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