H 3 wa

APPLICATION FORM FOR ASSISTANCE (Heaithcare)
HETTAT ¥ HECH WEy (vron Tyam)
v Bl0519[01Y) [remem QRIS 19
NAME of APPLICANT : ' AGE-YEARS S15-WX | sEx fn
- {\\Qaammo- (3 A G =
'AMRQ:O::!‘SNM: \jtl I: 1 aj Q.[‘

PRESENT RESDENCE ADDRESS Wi Ty 3o

R0 o o e
rd

Khika

foundation

mmmmnctmss s

A /
um -’JLW-AD [ AP

-./l'o A

Bubding biock o iy
O\S) o8
NOF'(\NMO \{(‘?“ M0

7:1;.-(9 p ,)oa Bp

. Houne (,ul‘,t MARRIED (Pafb) | UNMARRIED (sftafpn)
TOTAL ANNUAL INCOME ; e T (Attach Proof of Income)
= s = “b.Qoojd&ml o imCome. s w1 o )
PAN No. a1 Wi Wem o= v
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever 13 applicable). Yes | No
w1 S e wt e (O TR N TR N W P e LR
FAMILY DETALS whax ferm
B2 We. Name of Famiy Member Age (Years) Gender Relation with Appiicant
¥Y WAl ity % weed W W 39 (a%) fiin ® T T
—17Z » =
= R BT Al oM
= 2 2 :
g ==t roxe e W—
: \/’l‘ JTUVAN <J ’
L1 13 jorbin— | - =
— [ Rl & T W%—
<
BABIS for AEQUESTING ASSISTANCE [Tick whichever i applicasie)
woen % R el s
BPL Cars EWS Coctificate Ration Card
(Attach Card Copy) {Attach Cortificate Copy) ﬂnn:cw wn.wm
O T % 99 o v e T vl pE Y Tootsy wd s o
(v T % e o s wh (W or W orm o veew wh (e 9y o v o He W e

“PURPOSE" for REQUESTING ASSISTANCE!

wemw v Pt m feh W oo
Sr. No Medica! Repocta/Prescriptions Attached
¥ vom srrvEien # w9 v sk gl ey
3
I{})U
. LA,{C’ Pgad
&4 =
_L;xz{'ﬁl.g 1 _76L =
ASSISTANCE BEING AVAILED for SAME "PURPOSE" trom OTHER SOURCES
W I W W e e el w2 v @ fem ww W7
8. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
¥ TR 5T Wi W T it nf weram v
’;7 " NI Oy, X
J2 ) -




DECLARATION by APPLICANT: 3% g0 wiweg 73:
1)1 nereby confirm that il dotalls in this Form are True 1o e best of my knowlodge. Any false statement wil rencer my Applicadon & ongoing assistance, If ary,
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requesting o get from Koshika Foundation, to the exient (hat such assistance s grantad by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundaticn, in part ar in full, than tha Hospltal reserves it's fight to make p the shonfall from anothee NGO or any cther saurce This
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patient, is based on the arrangement between the patient & the Hoapital, 8nd is in no way Infiuenced by Koshiks Foundation. Hencs, the Hospital wil

assume sole & compiete responsbiity of the treatmant & it's sutcoma & sadaty of the patiert, and Keshika Foundatsion will have no rofe or responsibiity
in the matter
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