Ken- C-20-02-00\F

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kovshlka
HETAM B STERA W9 (erea ErE) foundation
e CANo2W\00WNY mﬁ?mmiuqm . : =
¥ L - “
i-sntybogianpiag ‘\koéaf\fx:e.u\ = ..-,:f ?m

Fi

sz W T - Q’\ﬁé“"—? l:-:':"-“&"“

PRESENT RESIDENCE AQDRESS wim SwIrdr 5al

')

Abdd b0 S A Y - W L o NN
A e e O e v
Soo% of 03%oup . fre Resk
mﬁ: e'\oaus Laﬂ“} W:m{ﬂhﬁ]

TR ooool (kv trcone) temmam B

PAN No. 718 =T wEn N

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever s applicable): Yes | No
w3 R T R () = 0 In W o w s we ¥/
FAMILY DETAILS wimm fieam
Br. No. Name of Family Member Age (Tearn) Gendar Relation with Appiicant
W W wiaw & wee W A = () fidn TR § T
\ \JM_ECM.? "-"-.\.v-a}- o [N s \—oo A
a Rormon Saas on0d a0 - e
BASIS for REQUESTING ASSISTANCE [Tick whichever is applicabia)
e % fe i anm
BPL Card EWS Cartificat Reation Card
(Attach Card Copy) (Attach Carpficate Gopy) (Attach Copy) s i
Lol R R R =y AW o T . IV W 2% i
(wmm wn w) v il W owh (v o) o o W W {wm o o wrm i v w9
“PURPOSE" for REQUESTING ASSISTANCE:
wrm oy et fedt W e
St. M. Medical Reports/Prescriptions Attached
w5 wE sepmeyEher B wh w1 nf vk e e
L Layeal
LE - Colxec) Tot porQoaechaon
}A&c&ﬁéﬁh |G 5 = LA
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IRW # B W = wew feddl s v A faw o Ry
Sr, No. NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
N W W OHAm ot = wTE T
[




DECLARATION by APPLICANT, wime gm wivm o,
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