VRA -~ C- Q4 ~o8 - oS QY

APPLICATION FORM FOR ASSISTANCE (Healthcare) K(%h[ka
HETHT ﬂﬁ_ m 1 | R | s (i TEYTE ) M‘

m:mmnu.; "'./;ﬂ'.g-?"f/oﬁﬁ?- mcﬁ;ﬂumre: ,ljh@(&'-"l Wi ik of

AGe-YEARS ¥]-T | sex fam

el Maf‘hgr&) ) e
&%ﬂmﬁwﬁ‘iw'. KMM -
= PRESENT RESIDENCE 'ﬂ#;n;_'mw o -
s
ghlb- = | P e e - bregy  forty)
. - Enw%u%:ﬁ%ﬁ
SOOme —ay ah B
wnnﬂr Hom-=e Y !Km W‘{ﬁﬁulfuumth}

TOTAL ANNUAL INCOME : . (Attach Proaf of Incoma)
7 At wm “Cv | — CFamm AW (o 1 e me) /o
PAN No. Ta1] & s
ARE YOU AN INCOME TAX ASSESSEE (Tick Is applicabie): Nao
wmmnmirimﬂwwﬂhmmun ?il:‘m \_,,/
FAMILY DETAILS Sfram faamm
Bt Mo. Hame of Family Membe [Yoara) Gender Ral
#= 3% o % T 1 R g e i g
@ H anvah ey | LA HusbOnd
i Kaliy A [N SN
[ I £ T s ; E MM%IMULLMML

BASIS for REQUESTING ASSISTANCE [Tick whichever Is appiicable]

1 0 i B
BPFL Card EWS Cartificate Ration Card
{Attach Card Copy) {Arach Cerlificate Copy) [Atach Copy) a::{m
i & 9N om0 w9 = = T T awdEm w18 s w1 T
(W o wE W (i v wen o EEe w (s wn % o W wEE
“PURPOSE" for REQUESTING ASSISTANCE:
worm #y fed o e W oarde:
&r, Na, Medical Reporis/Prescriptions Attached
we H s 9w % nf viee e dEe
RE - C afanood

B = Codanan

- . Y =
Swig ey, AFTJ- SJCV FEMME
|

ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER S0URCES
¥ IR F B R = W fwa w v W fEw myow?
Sr. No. NAME of OTHER SDURCE AMOUNT of ASSISTANCE BEING AVAILED
= HeA < i M B B L ) = e i
[~ EHE cy 2 80 'ﬂ'_ljr-——
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