\_ [95-65-332q

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kgsh[ka
HETH B STEEA WY (PR R foundation
.ﬂ.FF‘LIEﬂ.TIUH Mo, APPLICATION DATE Bisltiding block =f s
" Dlns2s [busk owtcy o _|d-5- 2.5
AGE-YEARS WT-89 | sex fein

MNAME of APPLICANT :

SR w ‘qu‘ _(L% 6 o 2 M
F.t.mm m?wﬁs ru.g i[} D E IHE[;IDE T

VRE eS8l

T A
o< (DU {
2 B
o gl Q!Mtﬁﬂ"'l MARRIED UNMARRIED | sifmia)
TOTAL ANNUAL INCOME ; (Attach Proof of Income)
¥ s s 356!2'@["' (3 7 W )
PAN No. TqF T HE9
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): mu;:’r//'
T A wT W & s uem 0 oEm e wE W faee = w o/
FAMILY DETAILS wiTam fimm
8r. No. Name of Family Membet Age (Years) Gendar Retation with Applicant
=9 e wiEw % e W e 9 (=) e IFeE W T T
.t & '
4 A 7 5 = 1 r
(o TRAY 'KG:fLE[ o= -
— T {.{"-1
BASIS for REQUESTING ASSISTANCE [Tkok whichever is applicabile)
e O
BPL Card EW3 Certificate Ratlon Card Any Other
|{Attach Card Copy) {Attach Certificate Copy) (Attach Copy} Bssis/Proot
i T % A w0 W W FavrE 474 Wik

“PURPOSE" for REQUESTING ASSISTANCE:
wwm ] fed  fee W oI

Sr. No. Medical Reports/Prescriptions Attached
W mmw:ﬁm 3 Wi W v g e

! [ hr:ﬁ
—‘1% 7 '&E@Z‘%‘ Rf— HﬂﬁLG‘ Fr*uuu a.uuf’?
AM?MGE EEIHE AVAILED for SAME “PURPOSE" from OTHER SOURCES

% ¥ W s w T S w8 o Ee

Sr. No. NAME ui‘ DTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
W T ¥ =& W T i T e i

-. Vafe )
- HES (@74 81050 M




DECLARATION by APPLICANT: 1<% 51 9o w3:

111 hereby confinm mat-all details in this Farm are True to the best of my knowledge. Any false statement will render my Application & ongoing assistancs, [Fany,
Natbe for rspaclon/cancefation,

2] | sofemnly confirm that assistance. If recelved from Koshiks Foundation, will be used only for the "purpass”; as stated in thia Form, for which such nesistance
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