‘ Moth- 2408~ 2 06

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘s‘hdcza
wETHA B SATATA D " foundation
v Hlnqiﬂblﬁ* e 9 00§ /24 e

NAME of APPLICANT : AGE-YEARS 5TG-71 | sgx fom

o s
&m;i:m e f'TnJJ'\QI-J * S

{ A PREBENT

M
A Nah {851, i ol . B e
&S Rahy Ghan T eyl Toeadzat- U7ue] Rt P@E),,}—

PERMANENT CE ADDRESS : Ta7] Savaira o
Y 7V
l""iw. - l -'._’.rﬁl
S %j_;@u]r’ (MARRIED (Feaifbe) | UNMARRIED (i)
TOTAL ANNUAL INCOME - = " (Attach Proof of Income)
b aullhadii LY J - (S w1 W )
PAN No. 7T} W Hedl :
ARE YOU AN INCOME TAX ASSESSEE [Tick applicable). Yes | Mo
R owm s owr o f (e W o ow ol oW ] L
FAMILY DETAILS wivan faam
B2 No. Agu (Tears) Gundar Relation with Apphcant
w9 TR 3 (1) fem TS WY T
4 ) M =)
BASIS fof REQUESTING ASSISTANCE [Tick whichever is applicatis|
% fimg fol soam
BPL Card
s S e Lol
wind tm & 9w W s o wl wm v wl _ sisyorelonad
(T T W i W W {yEm o W A we (T T W W w3 WA %
“PURPOSE" for REQUESTING ASSISTANCE:
wrrm ¥ et e fad @ agev:
5r. Na. Medical Reporta/Prescriptions Attached
w9 Hen N siromavetsn @ wi ¥t of wfivea gl wpe 2 ‘
} MAGO RS R KIE _cdewie  [(aduns(d
f:'f i [ 5 5
He— Sewle Codanc]
& ¥
51, "'!';u. FATE] o RO YA € T V4 TN ) iﬂu\ Tiisl’
+|H:’ —— _|' = = T T L-II I"L'f_
|'
VAILED for SAME “PURPOSE" from OTHER SOURCES
hm‘; mfi;ﬂn:mMmmﬂMMﬂ?
. N, NANE of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
:lrr;m A E W W ot wf swrem wi
!

% TS o, =




DECLARATION by APPLICANT siFow gt v wi:
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