" DA--D5-0[ -39

APPLICATION FORM FOR Assasmuce (Healthcare) Koshika
T 8, 3N ; j ( } foundation

nppucmu:muo D/C';‘f ?_5% g:?;__ ;nm:mf:amogq_ 9. 25 Bulding black o ifn

NAME of APPLICANT AGE-TEARS #79-71

Waw Sl Kab- 19 T
,:mm“"i‘;":s“grﬁ Chrha --'-'.-.'; haly

G IUU=5E "IHH ak (Y l:w-rr:r.' L"’FHI.’F*"IH

:'mluiru. BT Y7 nﬂrmﬁﬂ:r:mu;,gnm PRE Fast
PERMAMENT RESIDENCEADDR

e PJ' ! MARRIED (Fenf¥5) / UNMARRIED (siffisn)
TmaunnmL um:qu {ttach Proot of Income)
A Tiew 3w Fﬂ@L__ taﬂ:mm#ﬁﬁ]
PAN No. 7&i8 = HEn :
ARE YOU AN INCOME TAX ASSESSEE (Tich whichaver s applicabiu): Yen | No
T A R/ T R (W T wIE W u w e e L1l
FAMILY DETAILS wftam fasmm
S, No. Hinnu{FlmHy Member Age (Yoars) Gender Relation with Applicant
il F@_ fEn % wee w Am 39 (=) e & B gy
) l‘_ - 2 - { 77
11/ Y Ang J i
N L.I' 1
e 1 - " c
R T XIUrwT =) 1 Y %)
I ATy A . -
——5 ﬁndm 30 ™ S
T T . <
=y, 1 7~ ey
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicabie)
woam ® fem At s
BPL Card
|Attach Car:rtwﬂ {nmﬁﬁml%ml 'Emg:ﬁ? ;u:::rl?‘l’rh;i
Wy ) ® e e 0y W WM Ay T TTHRY W i
R R p———_— (s T W W ¥ A (9 3w wr i W TN
"PURPOSE" for REQUESTING ASSISTANCE:
w7 o fa w Tg:
Sr. No, Medica!l Reports/Prescriptions Attached
F sevaratRT | it w1 o wfees e m
1] L
|y
I'E CLy i o = W_
- s SIS — [ d
ol Fa M Al TR
*{Qj; §mm}c\zfa R— r»*h‘a'to—_ T PLI0C wgf_r
U Li
ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
T IE A W S wewm e s e @ e o we
5. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
&Y Hua = T W AN =t ™ weEm wi
| AY I VAl T
VAN P __,L:LJ O IOV j'[




DECLARATION by APPLICANT: STilew 20 wmi i \
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