Y(-22-08 - DIYS &
APPLICATION FORM FOR ASSISTANCE (Healthcare) Koshika
wETIN ¥y sUATA WrEY (PR SEM ) foundation
APPLICATION No. © APPLICATION DATE - 04 | 65 |Q0.0 Bkt ek of iy
v P lagaz]euls sirea i Jos J2e22
MAME o APPLICANT AGE-YEARS #15-=d | sex fm
L l\k?-ﬁhu Koam AR M
antﬂmm:mu ‘
Pit-- Aoy RAa ASTbAn — o luny PosteP
PERMANENT RESIDENCE ADDRESS : % e T ol
e apoVE L']LHE, N 'th
= 18 Rem
TON -
m‘ ‘[_:_IFMFT unnuumauu'umm{m
TOTAL ANNUAL INCOME 2" {Allach P incoime
W wits s Sl‘!,m!— (A‘{({mﬂ#] (s w1 W w1 pJf
PAN No. THTE W HE il
ARE YOU AN INCOME TAX Eﬁ: {Tich whichaver Is applicabie); Yeu @
s 3 =W oW oW (A w30 W EE ® A L
FAMILY DETALS witan fyamm
_ af Family Membar [Wears| Gende Relation with Apgplicant
a::':i:m :;i;immn ?ﬂim ﬂmr FeE & WY wEN
F H_Lgahﬂ iR r T T
IR KoKzl h MYy e | CaT
il Condoth 92 e Fa - =
-~ qu# 15 f i | (riyand A8n
P
BASIS for REQUESTING TANCE (Tich whichever s apphcabie)
e W i fafa sm
8PL Card EWS Certificato Ration Gard Any Other
(Attsch Card Copy) {Attsch Certificate Copy) (Anach Copy) Basis/Proal
witd t & ¥ v T am st v Ty T T _ Mot ol
[wETn T o W wf e ) (e gy o oo o HE W {ware o Wl owpm afh e

“PURPCSE" lor REQUESTING ASSISTANCE:

Ty fed T e W T
8. No Modical ReportsPrescriplions Attached
I §E sepsher ® Wi w oo afeha g s
O NG RE — — 1 - PLIGI
AT ‘Pﬂ_E_{n_;};qfaﬂ-j
[ Cwegewy — [ F- Thoto Lodk Feama -

o TEE T

L L]

ASSIBTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
W TR R T e 5= A fed s oem R e o W

5r. Na. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
F0 H e R o o wEraw T

e L]

L1y i




DECLARATION by APPLICANT: sidts o wwm =,
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