Application for Financial Assistance

Covered under CSR Schedule VIl -Item 1 (i) (Promoting preventive health care)

To

Birewar Foundation Trust

Date: 51”7-‘3

503-504,Keshava, Bandra Kurla Complex

Mumbai 400051

Subject: Application for financial assistance for Medical Treatment

Dear Trustees,

We request financial assistance for our child who have been enrolled for medical treatment with EN1

Neuro Services.(Please read the rules in the annexure).
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Self-attested copy of Pan Card '
Aadhaar Card (one of the Parents)

Cancelled Cheque

Income Proof Statement.




Application for Financial Assistance

Covered under CSR Schedule VIl -Item 1 (i) (Promoting preventive health care)

Parents Signature ' Sign : ' Date

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

Diagnosis(Tick) . Tickmark | Duration (months) | Cost(Rs/month) :  Total Cost (Rs)
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Application for Financial Assistance

Covered under CSR Schedule VIi -Item 1 (i) (Promoting preventive health care)

To Date: STLTI 24 .

Birewar Foundation Trust

503-504,Keshava, Bandra Kurla Complex
Mumbai 400051

Subject: Application for financial assistance for Medical Treatment
Dear Trustees,

We request financial assistance for our child who have been enrolled for medical treatment with EN1

Neuro Services.(Please read the rules in the annexure).
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Application for Financial Assistance

Covered under CSR Schedule VIl -item 1 (i) (Promoting preventive health care)

Parents Signature : Sign : | Date
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