Mord — (LS —0 ¢ ﬂ%"?‘
APPLICATION FORM FOR ASSISTANCE (Healthcare) th lka
WETNES h ; \ Rar) foundation
APPLICATION No. - APPLICATION DATE -
S W MZOQU/aagg s it R n G-/
MAME of APFLICANT ; l“—'ﬁlﬁimﬂ"
e rgljhd_gﬁ bl
FATHEN'SISPOUSES NAME :
Frvegs = 79 H:m.‘.’«tq_n ..ﬂuﬂ
PRESENT RESIDENCE
V=]
™ L s
RERMANENT RESIDENCE ADORESS : T
DCCUPATION - B He o \te n_ i | UNMARRIED (e
TOTAL ANNUAL INCOME . {Altach Prool of Income
WA wfts =m 2o ] OT0 |, cmnmﬁm]]
PAN No. TuNf 1M He { \
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
W ONM M w oW ¢ (F wE N oEw W e if;#r
FAMILY DETAILS wfrar fyam
™ Name of Membeor [Yenrs) Gender Relation with
Lk £ 3 & T “:;{!i} fisi T :mi"'mw
; ) _M =0 Al Clia
N
= * Al 7T % W . 7o
S ATSTANL= ¢ B i 7, &
=
BASIS for AEQUESTING ASSISTANCE [Tick whichaver is applicabla)
Ty % fi ferfe smen
BPL Card EWS Cartificaty Ration Card Any Other
[Aittmch Card Copy) {Attach Certificaie Copy) [Aitach Copy| BasisiProol
woEt e % I wem = R R ] FTRE PRI
(T A e W (wm T W o wfh W W (wm T wt wr e wer wh

"PURPOSE" for REQUESTING ASSISTANCE:

mﬁﬁﬂhﬂwm-
w9 W b a m#mﬁ'ﬁmwm
511411/} NS I— | S € V| Y7 VY% (L.
8 | T PN T oI5 b 710 o S——
e
i
1 ~ [
A 7 0 g4 Ttng
L
PR S - "’H‘M}‘—
ASSISTANCE BEING AVAILED Tor BAME “PURPOBE-
nmﬂﬁﬂmmhﬁﬂmﬁm“m
St Ho. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
il W W W ot m = ot




DECLARATION by APPLICANT: ¥MTs TR Wivw 73

1) | hereby corfiem that ol datads In this Form are True fo the best of my knowledge. Any false stotament will render my Application & ongaing assistance. if any,
lable for

2) | sclemgly confirm that sssistance, i received from Koshiks Foundason, will be wesd only for the "purpose”, as siated in ihis Form, for which such assistance
Wik i by e

3) 1 reeretry confeem thal | have nat & will not i future, avel of rembursament, in pan of n 1ull, from any other sourceamployerinswance company, of the amount
for which this sssiptance & requesiod

1} 2w v f e o e A fed o ﬂmﬂﬂimmﬂn‘rlui:u’dhna’wuuwu‘*ldﬂm“i‘lﬂhr

1) %t go o woew ofn “wfes st A o w ooh B e v onh wtvs o) e Fem i, @ ey f v

3) A yfe wm § fe fm wwrem i w owds 9w § @ o W afes @ o e el e el vl 9 1 o ol o @ ofim T
2GREEMENT by APPLICANT ( smies g a7
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