VA A~ C= Xfr02d~ 033 ¢

APPLICATION FORM FOR ASSISTANCE (Healthcare) K{%hi_k_ﬂ
eI Y HETT Wi (TP ) foundation

m%“ﬂ"“ VT§e [ agoy ATFLICATION BATE: !Ifaaf_z,g ™e m

HAME of APPLICANT ; AGE-YEARS STG-8% | sSEX fim

s kil pabasmam 73
FATHER'SISPOLISE'S NAME .
Mz TN Sul leyny
\ PRESENT RESIDENCE ADDRESS =auM #EmT o - .
- ; FL"! e @’# Pﬂ m
A N- Ayl Ions DL opdd(3
PERMANENT RESIDENCE ADDRESS | =0 SWSTETD T8

AT ay ahar &

o L ab oL \MARFIED (RaT0) | UNMARRIED ()
TOTAL ANNUAL INCOME : . |Attach Proof of Income)
A k‘{j ‘ﬂrp{f— (51 =1 TN HET) /\_,[-j
PAN No. T97 Wl TEAl —
ARE YOU AN INCOME TAX ASSESEEE (Tick whichever is appilcabig): Yeu !N
T ST W T A R (S T W OTW N W W O e ppecs —
FAMILY DETAILS wiEm foam
5. Mo, Hame of Family Member A-ue I‘I’Eiri:l Gendar Relation 'ﬂ'lth Applicam
W HE AR W wE W A A% (i hizul HETE T WY EJE

[ e | <hd £ = g le

o - —khagl 3 € S Nl

3 By kNomd, 21 = .#mlt'}; e TA L

BASIS for REOL]ES-’“HG ASBISTAMCE (Tick whichever Is applicabla)
HRT & e Tl s

GPL Card EWS Certificate Ratlon Card Any Other
{Attsch Card Copy) (Artach Certificate Copy) {Antach Copy) BaclsiProot
T T F Ay Oy e | AT Mt (i
{wwmr T W e v Wee s (W S W W W HE W (WE §F WS Wi H e Wi
"PURPOSE" for REQUESTING ASSISTANCE:
ugrm ¥ R T e = T
5. No. Madical qunruf?ﬂ;l:ripunn_l Much-n:!
9 wEn eSS B W S 0 e e wee
[RE — C afnal-f
=g — Cooddly a g

Tt — 7 P - S ICT TP R
[ N = e

ASSISTANCE smﬂe A\FAILEI:} for SAME “PURPOSE" from OTHER SOURCES
TH TN F B WIE A= WOEW e o= o W e o i
5 Nou NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
w HE 5= @R W AN i omd e
[- AECY T o [—




DECLARATION by APPLICANT: STHE® B S/ Wi:

1)1 araby confirm fhat gl getais i this Form are True 19 the bast of my mowisdge. Any tales statamant will resder my Applicstion & ongalng assistence, I any,
liabie for rejection'canceliation.

2] | solemnly canfirm that assistance, 1 repsived from Keshika Foundation, will be used only for ine "purpase’, as slated in ihis Form, for which suchrssslstance

Was requasted by me,

34| heraby confirm that | have not & will not in future, avall of reimbursament, in partar in full, from any ether sourcelemployerireurancs company, of e amolnt

far which this assistancs 1§ requasied,

\) & i e 2 T e A fed o wd) v o s @ agEn o o e P o . g o WA § 9 S0 W P W W W g

1) F o m o Cw T, B w T, s e i ol § e e s, @ o o F an o

ni‘gﬁzm{mmmiﬁwmm’ldt.mmmmﬁmmmﬁmmmﬁﬁﬁmm & o & sbe s f i & ofm

AGREEMENT by APPLICANT (&==% 711 %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) haraby sgree & authorise Keehika Foundation and IUs Trugtees o
usepiblishput-up/reproduce my name, sddiass. photo & delalls of the “purposs’, far which-zuch assistance |5 requesiedigranted, through any
medium, including but not limited to verbal, prnt. electronic, for soliciting donations for Koshiks Foundation andler dissaminaling infarmation abiout it's
activilialachisvements, Such use of my phato & detalls can be made by Koshika Foundation befare ar after my trestment of fulfiiment of (he “purposs”
fer which sssistance s baing requested.

21| (Anpiicant) fusther agren that sny such use of my name, address, phota & daialls of the “purposa”, for which such assistance Is requestadigranied,
will nat sutematizally entitle me for recelvirg or conlinuing Ihe said assistance. The dealsion for granting srd/ar continuing the aesisiance will rest solaly
with le Trusteas of Keshika Fourdation, and their decision is this regard will ba final and acoaptihie to ma.

1) %8 w9 T A TR W A W e e, (i) ot weei 9 g e f ol Cwiw wedne S s s " ofegs wowt f fx o owm,
w.nﬁ'ﬁai'ni‘lﬁﬂﬂtﬁmﬁ%i.ﬁ“ﬂﬂ"mwﬁ.m.mﬂﬁﬂhﬂﬂﬁﬂfﬁwﬁmﬁ%hﬁhﬁdmw

3 v w w e sfirge #19 wen w free O e # 9ed W oW R W S f e g w = g

21 & (ko) T W & T 4 fe o, v o e W e e S agted @ widn § R s T e S ee e |

oy e Tes i % e s sl s dm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
FETE # R W A W i

AGHREEMENT by HOSPTTAL (WwHT EM Son)

By affing rereunder, signaturs of our Authonsed Signatory for racommending this caseipatient for financal assistance from Keshik2 Foundalion, we
{Hospital] hereby affim & acoepl lollowing:
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