[ —02 - 72289

APPLICATION FORM FOR ASSISTANCE
WETHAl B4 SATHET WrEY

(Healthcare)
(g 3EYE)

mmﬁmnun D /0 ??G/&E&D

PLICLT"PDN]JA?S 2 Zé

K&hika
fuu_ndatiﬂn

mmnm:‘
S W A

gcrnJ«LU {éuma/f

AGE-YEARS 19-T9 | sEX fAin

<7 |

FATHER'SISFOUSE'S

OCCUPATION ) MARFIED (THRR] | UNMARRIED (i)
TOTAL ANNUAL INC = {Attach Proof of Income)
waman — |[Pecoo (S = T )
PAN No. 7T} S HEH
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicablej: Yes / o
F HM W W E (W W W AW A W e e Ll
FAMILY DETAILS witemr Taare
§r. Moy, Nama of Family Member Age [Years) chiy Rnl:ﬂl‘vnn with Applicant
WY HE HEEN w1 W = (3] riﬁn; / Pk
o AW g4 [ " =
r o I
A VA ] %‘faﬁ
i PP W P a3
—— %> L e e
S /

BASIS lor REQUESTING ASSISTANCE [Tick whichevar is appiicatia)
we % fad Pl s

BPL Card
{Attach Card Copy)

TN T W A WA 9y
{mme ¥ ®) =l w9 w1

(i ot e 5 e

EWS Centificats Retlan Card Any Other
{Attach Certificate Copy} (Attach Copy) Basis/Proof
Fr% am wl v . S w0 Mt s

(gt W Em ol T w|

“PURPOSE” for REQUESTING ASSISTANCE:

Sr. No. Reporis/Proscriptions Attached
T ﬂﬂﬂﬂﬂﬁiﬁ'—l@m

R

[y
p—|
]

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T 3T F W F SR s e s w0 | e o

Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
FE HE T W AW ot T mEE T
M 1 e = e —
() /77 c 5 N H i
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111 hereby confirm that all detads n this Form are Tru to he best of my knowledge. Any false staternent will render my Application & ongoing assistanca, if any,
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By affixing hersundor, sgrature of our Authonsad Signatory for recommending this caselpatient for fmancial assistance from Koshika Foundation, we
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