NR A —C-R5~65~ |el5

APPLICATION FORM FOR ASSISTANCE
HETEdl B STEEA Wi

(Healthcare)

(e )

K¥hik

foundation

APPLICATIONNa.: /05 5.5,fd'[ |o ;g;m;&uu DATE - | '—1‘1 .55’! 55 oo o : y

e et 3 i f enobn WA Shashy [FEERER T e

FATHER'SISPOUSE'S NAME !

Poalvamda. Symgh

fameges =1 9
PRESENT RESIDENCE ADDRESS "W STamard Vil ——— ' N, |
Ha Puna , Hanhaha - D%_Mh Mg A LN G . PASTE PHOTO
VP. AR 1Yss e /

PERMAMENT RESIDENGE ADDRESS : 713 STERTS Tl

XA e - olb brE
OCCUPATION : Farfim e wm’ﬁmﬂ | UNMARRIED (i)
TOTAL ANNUAL INCOME : Attach Proat of Income)
& s = Yéouo |~ ot ey A

FAN Mo. i B SEm

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever |s applicable): Yes | No
AT AT R T 8 (H W R T W HE W e el T A L-«f
FAMILY DETAILS oifap faam
ar. No. Hame of Family Member Mg [Years) Gander Relation with Applicant
w1 T 0 s 2 a4 (i) fr B L
e KaanwA i AM fim - e
q- PAUGYIIY N — 3 T A/ -
2 Hanta 30 = @au{Wrw@
EAGIE for REQUESTING ASSISTANGE (Tick whichever is applicahla)
ey % for Tl sem
BPL Card Cortificate Rafion Card Any Othe
[Attach l:ar: Copy) {m%mﬂuﬁ Gopy) {hm:ﬂ Cupy) E-IT;IJPI'Q;'
e e e e &Y S0 W A _ I W s St
(w7 ¥ B 9 EAE s (s = B W e W (et W g Wy W )

“PURPOSE" for REQUESTING ASSISTANCE:
W i e fah o
Medical ReportsiPrescriptions Attached
FoyEiee § w w 4 Wi g qe
RE_ — [ adalald

S No.

T E — Toda =0

o
o fii_;‘c?ﬂ’@;_l; — RES - S JCS T pMME

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T ® f W 5w s e 4 fem o W
NAME of OTHER SOURGE AMOUNT of ASSISTANGE BEING AVAILED
b R =t T e

Sk No.
wH HE

Toad) —

el




DECLARATION by APPLICANT, S=ms g ey ws;
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Skgnatory lar recommanding this case/patsnt far iranoial aussstance from Koshika Foundation, we

By affixing heraunder, signatire of our Aulhorised
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