
Covered under CSR Schedule V II -Item  1 (i) (P rom oting  p reven tive  health  care)

To Date:

Birewar Foundation Trust

503-504, Keshava, Bandra Kurla Com plex

M um bai 400051

A pplication  fo r Financial Assistance
v',

Subject: Application for financial assistance for Medical Treatm ent

Dear Trustees,

I request financia l assistance m edica l tre a tm e n t.

Name o f the Patient

Age (Yrs)

Parents Name
- >

M d .

S ) r ! r ) d ^ .

: Sex (M/F)

Family Income 

(Rs Lakh/Year)

Address f \ ( o  < -O 6 ,  ^ { d d i ^ U * .  c h c x jD jI - ^

■^Jri J I fo- N t X - ^ a r ^  k t U V & r ) /  }  fcuirlo- 0  O o ~ T f  ^

email - >  c a n  pho n eN u m b e r ->

Check to  be Issued to

Documents A ttached

Self-attested copy o f Pan Card

Aadhaar Card (one o f the  Parents) 

Cancelled Cheque 

Income Proof S tatem ent.

Received /  Tick 

Mark

v /

V "

Signature by Recipient Name Of Recipient 

(BFT)

T an  <1S -to V'law a  S'
1



Covered und er CSR Schedule V II -Ite m  1 (i) (P rom oting  p reven tive  health  care)

Recommended Treatm ent (To be filled by EN1 Neuro Medical Professionals):

' A pp lication  fo r Financial Assistance '

Diagnosis(Tick) Tick m ark D ura tion  (m on ths) Cost (R s/m on th ) Tota l Cost (Rs)

Autism  Spectrum

Disorder

Cerebral Palsy

ADHD

LD

EpHepsy 3  J O ^ o 6 j  2>

Neurological D isorders <y\ -

Any O ther 

Describe:

Type o f  In te rven tion  

Team (Names)

N um ber o f sessions /  

week

Com m ent:

Financial Aid 

Recommended

Rs. /  M o n th Tota l Rs. j

T rea tm ent-P rov ider's

Signature
Date

T rea tm ent-P rov ider's

Name B r  Tltle

[ /D o y i  'V n -
Annexure

1. A fte r enro lling  fo r  the  tre a tm e n t, parents w ill pay fu ll am ount fo r  the  firs t m on th  o f therapy.

2. Financial assistance w ill be sanctioned at the beginning o f tre a tm e n t fo r a m axim um  period o f 3 m onths. The 

re im bursem ent w ill be m on th ly  only a fte r parents have regularly com ple ted  firs t m on th  o f therapy &  made 

the paym ent fo r  next m onth  fo r  consecutive 3 m onths. The need fo r  the rapy w ill be reviewed a fte r 3 m onths 

o f therapy.

3. A m ount sanctioned w ill depend on cost o f trea tm en t, and the  m on th ly  incom e o f the  fam ily. The tru s t w ill 

provide help to  those fam ilies whose gross income is 6 Lakh o r less per annum .
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B irew ar Foundation Trust

Financial A id Sanction Form

Covered und e r CSR Schedule VII - I te m  1 (i) (P rom o ting  p reven tive  hea lth  care) 

Dear Sir /  M adam :

W e are happy sanction yo u r financ ia l aid as fo llow s:

Name of the Patient f \£ V | f\ $H1K\DE

Name o f the Disorder Total Rs :

Approval Signatures

Trustee 1 Signature 

Trustee 1 Name 

Trustee 2 Signature 

Trustee 2 Name

Date
M DM 1 0 1 5 "

Date


