S /. |

He d

=
APPLICATION FORM FOR ASSISTANCE (Healthcare) K()‘S'hlka
TEET BY 3EwT WrEy (wmiwfm T YT
APPLICATION No. | PPUCA . v T
W W B O':“%’[L"OIQ Luu:““"lo)o#l)om b
NAME of APPLICANT : s AGE-YEARS W1T1-94 | gex fium
" W C,.’ﬁ'nnnf)l’h V 6(‘ ™ 1
FATHER'S/SPOUSE 'S NAME - e :
oWy w W ’th\)‘OJOuC\})
PRESENT RESIDENCE ADDRESS ¥ sprary v
- o) L i T e | ol
M U Tambe Pl T e gy P e Q 6190
- o Ql O
~J PERMANENT RESIDENCE ADDRESS - i} ey vl -
@ ot e }\mnc-fyv Cpu-nnﬂ
AL LNV, PrTarts 2NAN 2
oo P 0p  po3d oy
OCCUPATION i»oﬂ“ﬂd‘ liWﬂAMD(M}
TOTAL ANNUAL INCOME - {Attach Proof of Income
ity s 40000 - (3 2 e )
PAN No, Tan{ amar v
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Ts soplicaiol
wmmuwt(imnnvvmwﬁ;nm:' ?1':':;!
FAMILY DETAILS wftre i
¢ No. Name of Family Member Gender Ratation with Appiicant
»u dow o w W ?u"(’#;" i ukt?nm
) . 72
00N X fe Ve, L | 200
{
BASIS for REQUESTING ASSISTANCE [Tick whichever s appicabie)
werom % fad firf s
8PL Card EWS Certificats Ration Card Any Other
(Attach Card Copy) {Astach Certificate Copy) (Attach Cegy) Basis/Prool
it Ty o S g vy = s Wl pan v T W wi
(7 v W ww v de wh (v v ww o e el (v T W ww i w W 3N W e
“PURPOSE" for REQUESTING ASSISTANGE-
e wy fadt wd el W agtees
S¢. No Madical Reports/Prascriptions Attached
¥R sEmavEie 4w ot of shelxs gt e
| e |
ADLVAY J ‘
L
i - | 0 N
| = ﬂ_l,(_?fg ’rﬁbl.
ASSISTANCE BEING AVALED for SAME “PURPOSE" from OTHER SOURCES
¥ I % ¥y W s woem el S w4 e v o)
St No, NAME of OTHER SOURCE AMOUNT of ASSISTANCE DEING AVALED
5 wom o= vy W =t v uewn o
P
1 E'rl




DECLARATION by APPLICANT. 304§ g0 v wt:
1)|_mmmwuouunw-rmm True %o the Best of my kacaiedge wmmnmmwlmm.lw.

for rejection/canceliation
2)ammmm.ammmmnummbmw:nmmusm.umwm

was réquesied by me.
J)lmmulmwaﬂudhmm.wdmhmumu.mmmwwmmy.dnm

for which $his assistance is requasied
ultnm(hwminwbﬂmﬂ-ﬁtmnddtntdw!ﬂwmwutanmmdnﬂc.
:)ﬂwiwm'uﬁwm'.éﬁ:mt.mmﬂmuﬂtmmw.awmiwwtu

))i*u(f:m“n~whd d',wﬂua&numwﬁﬂmmﬂﬂlihtﬁaﬂMiﬂm

AGREEMENT by APPLICANT (smite F %30

1)Byafmmyﬁgmamwmoomnfum.l(W)Mww&mmwmﬂTmb
ummwmnmmm.mmbwsdm‘m‘.bMMMBWﬁ.WW
w.mummnmm.w.wmmwwwmmmmwn

mmtwamrmwmmuumwuwummmm
nnnvadm-ﬁdmmﬂ(m)ﬂ“n*m(dwm*u‘ﬂ'dwn(khn,
n.da&imwniﬁi,ﬁ‘dﬁn'mﬂ.w,m@miw“#W&MNQHU—
imqnnmhﬂmwmamcwn--amtm'mm---omm
zn(anmw-i-(khu.w.ﬁ*mﬁkwtmdi*tun:mmwﬁmnmi

“ g T sed ot w frd s sl ewed ww

Such useo of my GMwummMmeummede'w'

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
sive € e w SE W P

AGREEMENT by HOSPITAL (vevms G0 WOT)

By a'fuing herounder,
(W)Wlm&mﬂm
1)wnmmpmomﬂofﬂmwnwdwwmmmmamymm.uummnnn

wmrm.mp.nomu.wwwmnmmmmmmmmuooummm‘m
mammummuwummmammmmmmmmmeumyMM
z)mmmmrmnmmmm.mmdmmmmummn
mubmdmmmmmwamw.whnmmwnww.m.mwu
u::ncm&wmwdmw&nm&mwdmmmWWﬂMnomamM
n the matter

wit s, el € mimwmm-amu—nmmdtmw(m)hneu-wum
|)-kai“mnn¢-lmwmmmﬁm-m—wiwwﬁlﬂ-udtﬂkm*mm'
t\NuMutu—l'mm'wmhﬁh-ﬁ'db—w‘tﬂ'wmmm&gwdh-hﬁw
Nwhm&n!mnmim&uaﬁmﬂmhn*imwuﬁhmhmwﬂﬁhﬂ
e wrnel v w el s wee @ W Sk

;‘.
ihumt*‘mm'mhlﬁmudmd!oﬂﬂmiﬂtmwmﬁﬁnmmuﬁm
o od o cwire W W e @ feod W J W eh

awwmmmmfmmmwswwwmmmrm.n

»wmmsm.umm&wmmuwwmrm.ummmamw

mwwddmhﬂhﬁdtuﬂvmﬂuéimtﬁﬁ“wnﬁwdm

) —_ Y Asuliant (Name, Des o Authorised Sigratory
\aet (Name ok & Régn. Nofvith Stamp) : gt g
\\ 0"\ BV e WA AR R B"" ms e, T4 SR L
e AT v AR WA TV ) D20 LI
1 FORINTERNAL USE of KOSHIXA FOUNDATION 5P , bangalcre - Sod S92
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TH A | Bl




