MoM - 25 )9 -Hﬁ—’iﬁcﬂ

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETEAI By ATEES WiEd (FETE )

Koshtka

foundation
—
Building block of lifs

mmﬂnmm: AGE-YEARS F1T-71 | sex fiin
- Enifcfnﬂﬂm 5\6‘ {

FATHER'S/ISPOUSE™S N.AHE
e ges 1 ﬁmuﬂ Lom
" PRESENT RESIDENCE ADD AN SETEE T

PERMANENT RESIDENCE ADDRESS : =0 Jmmai] w1
S0 F af Qphove

v M[1995/0627  |SemeBTis Loc I

.__Llﬁn.‘:L:[_EQ.‘_‘.'_EﬂLﬂJ OHan oodifh JEFAZ8 - - —
buwop  fuf 0/

WY TR
N R T

QCCUPATION :

D (frfE) | UNMARRIED (ST

ST Diﬁinimu M JCert i
TOTAL ANNUAL ING {Attach Proof of Income)
FA =E Z 0 B qu}h_, (ST F TR W)
PAN No. a7 =] H=
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appuuu-} Yas | No
oM am W ogm (9w 2w W w W e e Ll
FAMILY DETAILS wiam famm
Sr. No. Nama of Family Member Age (Years) Gender Relaticn with Applicant
Liiiiall i F el oA 9 (7)) T I e T R
I= 5 L5 KN hﬁ I =L 7 T,
~ - I F cvmwnd H.u Y% ¥ LA AN CES)
BASIS for REQUESTING ASSISTANCE (Tick whichever is appiicable]
HeEm % fm et s
BPL Card ;
Mmhr.:a; Copy) [AﬂnEﬁm_ﬁhMﬂ ‘E;.u:“ng:;:] Bt“mn:"m';,
T T % S 6 w5 = T o T e W ey Sl
T T T A T R { WHI HF W B WA W W (wmm e W o v e st
“PURPOSE" for REQUESTING ASSISTANCE:
w7 el . e
Sr, Ho. Medical Reports/Prescriptions Attachad
E wemEER 2 Wi S oo v g e
jﬁi’? REI T B 2R [ataarE
L. , "
'su}t?ﬂluf_f.‘ L[ (= t:ehl.fs raakiaCt
o 7
R.,Lf T Pmma W &7V
ASSISTANCE BEING AVAILED for SAME “FURPOSE™ l'l'l:l'l'l'l_'ﬂﬂEH ﬂ”_ﬁ'ﬂﬂﬁ
T 33T & 8 W 3= e e s e @ fn o @
S1, No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W Hen i 5 T W AN wit i weram wwi
DAY AY 600 ] ~




DECLARATION by APPLICANT. sMTE Em wims

211 heretyy cofirm that all detalls in this Form are True o he hest of my knowledge Any false stalemant will render my Applicalion & angolng assistance. if any.
|isbie for rejecion/cencetiaton

2} | salemnly carfirm that sssistance, | recelved from Kashika Foundation, will be used anly for the “purpose”. as stated In this Form, o which such aseistance

waE roguelnd by ma.

311 heraty confirm that | bave nol & will not In futere, avail of reimburssmant, in par of 10 lull, frem any other sourca/employeriinsurance company, of the amount

fiar which this assistance s requesiad.

1) & s & f T T WS § TR TR e & W S O o W e feee T e s w e # d Sh e B ow

1) Ht e @ A ol e erevet, d o o B, awe ovdn 2 s W g & T R o, A o w8

31 fie s { B Ten w4 v o & oof & 3w of s sifeeom e e el o emfremde s w5 fem d ol 9 @ e F

#GREEHEHTWF-F_I’TUCAHT { SREE o )
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requesting io get from Koshike Foundation, 1o the exlent That such assislance is granted by Keshika Foundation, If the requested assistance is not granted
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