L95-)0-30]6

K ¥hika

APPLICATION FORM FOR ASSISTANCE {Healthcara)
WETOET W FATEEA WiEY (T TEE) - -
oundation
AFFLIC!.TI.GH Nea. ; APPLICATION PATE : Buiding bleck of |ibs.
025 /0 oreca e 1) — 2. _ e

AGE-YEARS Wq-80 | sEx fifn

6.5

HAME of APPLI

ST
P T O - HZJZ Mamgd

I'ETEEE NCE !

] -
o1 — et 'n..m.nmmjmﬂmmwm:mxﬁ
PERMANENT RESIDENCE ADDRESS | I &=

MARRIED (fEiEmr-UNMARRIED (wiwiie)

nec:: */ ?—Fuwﬂff / ﬂ?é’ﬂML ) N BT

ocoupanion: |
SR

TOTAL ANNUAL 1N HE £

—

PAN No. TETE TR W=
ARE YOU AN INCOME TAX ASBESSEE [Tick whichever Is appl}cnhdu] Yoo ! No
W AT S R EW R (S W € 39 W OmE e e |/
FAMILY DETAILS wfiam famem
8r. Ne. Name of Family Member Age [Yeors) Goendar Relation with Applicant
T T e A e 2 B a9 () fin TR F O Ty
s | B h 6 = EX
W A Ty [ = 7T
g
Fom
{ £ )
S ———
BASIS for REQUESTING ASSISTANCE (Tioh whichever is applicatile)
8 e 414
BPL Card EWS Cartificate Ration Card
{Atiach Card Copy) (Attach Certificats Copy) (Ritach Gopy) Ryl
i T % AN S B R R R W wE AU
(T ST T R TR A (W T w W e Wl {WFI T W W W W w1

“PURPOSE" for REQUESTING ASSISTANCE:
wva 7 fed et = gt

Medice| Reports/Prescriptions Attached

g, No.
AR ET W Wy W e

I T g S i
@ E: — g.:__:,# géw%g 5 Z [E
- o £ _ _
A= — IV HRHEE TR L
= W =T 7 - T 7 p,.-,f T Fm
¥ ] [ I P LI

ASEISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T AEE ® B wif & meem Tl s wm W T v 6

AMOUNT of ASSISTANCE BEING AVAILED

Sr. No, NAME of OTHER SOURCE
wH W ) Tm w A i T HeT T &
2 I~
il BY o Wara P, i -
{_j';' LG D g,.\-:‘" O 1




DECLARATION by APPLICANT =ms Ty <o o3-
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