— —————

- e —

k¥hika
foundation
Duilding Bloc of file,

VA - -4 —0f »~ s 558
APPLICATION FORM FOR ASSISTANCE (Healthcara)
HeTEal #q 3EET 9F9 (g EE)
T VIeh i [o30 o 1o 2
. . AGE-YEARS #ig-ud | sEX fifn
e Fantedia o
e fasmehanam
: . PRESENT RESIDENCE ADDRESS wifw symars wal
Eadehaogy — FL Aoy
S ame — ak ahpve

%nm: L uJ) i W'I Wum { e
s (Cayyn —— e e )
PAN No. TaT =1 WET

B AN ST W S

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicable):
# (0 W W T w e W P w)

Yes | Ho

weawt L _——

FAMILY DETAILS wffan faam

8. No. Namue of Family Membes Age {Years) Gender Relalion with Appilcant
w1 HEY qfEr % s = oam W (=) i i B
I Fod liody uo = Wi Fe
5 I Camd<cp 33 A B
T AT ETIA dle E 2 m—:} =7
BASIS for REQUESTING ASSISTANCE {Tick whichever is applicable)
werm % o fiefh smm
BPFL Card
{Attach Card Copy) mﬁgmwﬂ m Egl g‘;ﬁmmm
i Y % At oW T A W . ™ Favi w1 45 W% T
(e v W wn wih e W {yam uy W) w9 wE W) {wmm T 9w v ey W

“PURPOSE" for REQUESTING ASSISTANCE:
wer ¥y TRl Tt et

Sr. No,
W T

Medical Reporta/Prescriplions Attachad

sEEEEERT o Wi w v i O wee

R=—

Codaor it

!J

AT T ot arort

P =
o Uﬂ?;g? {_Eig}-— SdC3 A MANST

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
8 T ® ¥ W S weww e 5 win @ fg e

HAME of OTHER SOURCE

T M W AW

AMGUNT of ASSISTANCE BEING AVAILED
it mf e ot

7= (8

;u_mrf —




DECLARATION by APPLICANT: =iew G ey w9;
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