%__

C-2LY4- 0]-0 (7]

APPLICATION FORM FOR ASSISTANCE (Healthcare) Ko‘shlka
HETIE WY e wreEy (vareery Swrae!) T
APPLICATION No. : APPLICATION DATE : €15-0'[ D Bt baock of Uhe
e R gﬂlq)nuql et | :
MAME of APPLICANT | ' AGE-YEARS S75-"M | sex fom
TOE w1 I ] -8, m
FATHER S{SPOUSE S NAME :

frwgm 51 9

P

— Y ey Raladhen- Ske ] PrecfP  PolfaP
PERMANENT RESIDENCE ADDRESS - Turf spmiis o
S Farnmey MARRIED () | UNMARRIED (st
[ TOTAL ANNUAL INCOME - (Attach Proat of Incorma)
T ik et (3 1 W e AlA
PAM Mo, wWn HER
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable). Yon !
=W 59 509 51 9W ¢ (W =9 ¥ 39 W u) W e o u‘:m\
FAMILY DETAILS sttt e
B1. No. Name of Family Member Ago (Years) Gandar Falation with Applicant
#u e vian % " w1 Tu (i) i STE & W e
L
BABIS for REQUESTING ABSISTANCE (Tick whichaver is applicable)
e % i fafE amaw
BPL Card Cartificate
[Attach Card Copy) ﬂunfhmmcm: ,E.“.,E&."E:",,;, Any Other
nid) tam % 9 yor w3 s o wmm IV o o e
(v W W o S T (v v w1 e i wE W (v v W) wew i W W

“PURPOSE" lor REQUESTING ASSISTANCE:
wrow t il feelt = oagtv
Madical Reports/Prescriptions Attached
sEmEEEa | Wi W o v {9 e

TSR RE « Sewmle  Culyall
g X
TE—Seniie Caferen U1

Sr. Ko
T

WL Py

[F—5I<X

vy o

ASSISTANCE BEING AVAILED for SAME “PURPOBE" from OTHER SOURCES
™ TEw % 9w = wpww fE a wi ® e o
NAME of OTHER SOURCE AMDUNT of ASSISTANCE BEING AVAILED
T W i m e i

it




DECLARATION by APPLICANT. SMTE §r e wa:

1)1 hareby confirm that = deiads in this Form are True 1o the bes! of my knowledge. Any false statement will render my Application & angoing assistance, # any,
tabile for repection/carenl|oton
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