MpM-<-26- 0§ =1

57

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETGW Wl AR WiEY (FarEEy )
R rilng_gg,!agan w90 [8 /96 =
NAME of APPLICANT : AGE-YEARS 315-71 | sEx fem

K¥hika
fuundatlcnn
luﬁhlhl—-nl'll

ST W W

%W“ﬁmm Aﬂ?

?mmmm r&ﬂmm

‘.ﬁ g "_
NIt RS?

pst <p

69

e T T

[ 1ddeend .

[eecp

PERMANENT RESIDENCE ADDRESS - =ud sl 1)

SAMe. ags ahayve
OCCUPATION - JED NMARRIED
AT fwﬂ § MARRIED (Teiite) | U | st
TOTAL ANNUAL INCOME - {Astach Proof of income)
F Wiew s Q- 000 /- (¥ =1 W )
PAN No. % =T 5183
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yo | No
N AW WO £ (S W R TR W W0 W e e R
FAMILY DETAILS ftam firrmm
Se. No. Hame of Family Mambar {Years Gundar Rulation with Appiicant
mﬁ;m ‘qﬁmﬂ#mb gtmﬂll fan wEEE WY wa
BASIS for REQUESTING ABSISTANCE [Tick whichever is apphcabls)
weEm % Bl s
BPL Card EWS Certificate Ratia
{Attach Card Copy) {Attach Certiflcais Copy) {Muﬂ mj ermm
i A % ey T = st i wm AT EE o o
(T T W W U W wd (WM T W W e s (P w1 W urn i we W
“PURPOSE" for REQUESTING ASSISTANCE:
wrram 1 fed T fedlt W gt
Sr. No. Medical RoportefPrescriptions Attuched
e o 8 Wl ) o s gl wEe
lﬁu&hn&il A VY /] [T TR T Ao
cuMaleyy LIE YZXTY/ Codanal
\J \/
RIE_—_SIcS PITITH NIZYA Oz
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SDURCES
™ TEE § 5 % I urew e ag e W@ e o 6l
8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH TN W= W W T =i mf woww i
I UTaRN w000 ]~
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1} | heraby confirm that all detaiis in this Form ame True 1o the best of my knowio Any false statement will render my Application & ongoing assistance. if any.
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By afflxing hereundes, signatune of our Authorised Signatory for ecommending fhis casel/patient lor financal assistance from Keshika Foundation, we
(Hospital) hersty offrm & sccopt following:
1} that we noither are presently nar will In fulure avad of financial assistance anaiher NGO or any other source, for the same patienticase, as we ar

requesting fo gl from Koshiks Foundation, (o the sxdent the! such assistance by Koshiks Foundalion. If the requosied assistance (s nol granied
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asaume sole A complate responaiblity of the treatment & it's outcomae & salaty 8 tha patient, and Koshiks Foundation will hive no role or respanslbdity
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