
1.-t)r .r
Itosl,lIrra
foundation

SAhh(
EADORESS

?nto I

sEx

l=(1

tO
RE

IiIT

u
H

PERMAN ENI RESIOEIICE

po SI

MARRIED (ffi<) r uHrunnleo (erffi<)

,!GT:62:rr[{

APPLICATION FORM FOR ASSISTANCE
9TStI

(Healthcare)
leer+ terro)

occuPATrol :

4mtrrl

APPLICATION No.
qri(l sqr :

,,IAXE ol APPLICANT :
qr*<-* er rrq g
FATHER'S/SPOUSE'S NAITE
frcmgq 61 *

APPLICATIOT{
i{r&qc ffi

e-erq-ar tt

TOTALANT{UAL INCO E
q-a srFl6 qrq (Attach Proot ot lncom6)

( rcrq Er grq if,r{)
PAt{ t{o gnn tgl

tf,qtqFAMTLY DETA|LS gfrqR
Sr. No.

m'qH
Name of Family-ilember
qrcqR S' E<F r Tq

Age )

TII
Gender

fttq
R.latlon wlth Appllcant

Rrg {qqtv\
L

I
,.) U)

tsBAS for REQU ASSESTING tsTATICE rsOick .ppllcable)H ffi 3tnm

Ration CardEWS C..tifc.t€
(Attach C.rtffi cate Copy)

err qrc c,f gqrq q.l
(rqm !-r 61 ucr rfr t .i 6tt

Any oth..
BsrlslProplt-'

,r<r(-sw
(ftrach Copy) ---

(rcm Yr ,rqr !ft {d,r 6tt

Medical Reports/Prescriptloni Attached
qrqffosi€{ * RTITiqrfr 61 'ri ef{+<r

cASSISTAN E BEING AVAILED SAME U ftolnRPOSE" OTHER SOURCES+ 3rqB$q +{ ffiT16r{r r r*?qrl it( fdqr rrqT d?
Sr. No.

6'q
NAME ofOTHER SOURCE

q-q df, 6r crq
of ASSISTAIICE BEING AVAILED
d r{ rtrq-a nrfr

AMOUNT

@EEE

-5

-
-
-

ARE YOU AN II{CO E

1 stN Sflq 6{ <tin

TAXASSESSE

trdqrqd

BPL Caid
lAttach Cad Copy)

Tfr{ tcl d +i yqM_F-
lnmwdg*t6nutr

al

URPOSE" for REQUESTTNG ASSTSTANCE

ctr{il t! H 'ra ffi 6r y(t{c:

:l

r)

Sr No.

Fctsqr

for

ts
E{I q{ fiI SIIFII



DEctAMIlox by aPPLICAiII: .qI+(6 d{I siqql cx:
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