\L25.01- 443

APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
HETHAT ¥ T WEA (TP ) foundation
ke o I‘]Im?ﬁ'm?ﬂﬁ ks ,§ = 1-25 —
MAME of APPLICANT me-mlm -5 lt:r.:l fis
R 1 TJTIG f{amaﬁ Kish ot
EBIDENCE ADDRESS  #m ek '
|27, i E’ﬂ.‘-ﬂli‘!’mf L

St‘ﬁ{fh Q{‘Hﬂr = JIOCR 2
PERMANENT RESIDENCE ADDRESS - vy SR o

OUCUPAYION : L(\b_ﬂ_wt MARRIED M‘mmu (i)

SEREY k
TOTAL ANNUAL INCOME ; (Attach Proof of Incomae)

o s wm ﬁcmec/ =1 (0 w1 HIR He)

PAN No. T8 TR HES
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever is applicable): Yes /N
A S o # (R o w T e W A e lfa'!‘ﬁ,/

FAMILY DETAILS uftam faamm

Sr. No. Hame of Famity Member Age (Years) Gender Rulation with Applicant
wH HE HiEn % W w1 A Iy (=) i SETE % A TEy

Aot hor—T—5= s & - TV &
Ve TR A O F s
(2 el 03 r ;xrm—.

[ =Y. f Q 1 5N Vi
=) 'ﬂ{]ﬁmﬂ? F{f € L =l APE=
" BABIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
wwram & fe faedn snam
BPL Card EWS Certificate Ration Card Any Other
{Attsch Card Copy) {Artach Certificate Copy) (Attach Copy) Basis/Prool
Wi & S w9 sw s W T TN e =1 W
(U W O e (WA oW =) e ufE W R {wamer 9N Wi wen wf werw Wi
“PURPOSE" for REQUESTING ASSISTANCE:
s #y fed m el oIk
St. No. Medical Reports/Prascriptions Atiachod
w0 ) s el B Wi wt o win we See
1 1) L Ly Q0T K LT
Ll IUUNE M & Ll ™ e J LIV - ¥ (LAY [l A—
A =
] [ =
RSP ——Ccthpmee——
G| L A i O
[ =%, 'iﬂﬂ@ - | j’ 4 0 O ey el = IHL WAL
— - -
ASSISTANCE BEING AVAILED for SAME "PURPOSE”™ from OTHER SOURCES
W I W g W I wew fRE e s @ fam o o
5t Na., NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wa = T W A =i W o o
i 2T AV ATALS ) P
Ll.l’f g 5 ) =g [_}L\ () f}' —
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1} | hereby confirm that ol detalls in this Form are True 1o the best of my knowiedge. Any false statement will render my Application & ongoing assisiance, if any,
llatle for rejection/cancellation
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