VA - C- AM-of - oY

. ) |
APPLICATION FORM FOR ASSISTANCE (Healthcare) Kostha
HE ”"ﬁ T HrEd (% : ) foundation
Wﬂﬂ,: ’Vﬁgiw { a;g(_( upuc%:‘rm DATE : 1”@'3'/‘9"‘( i Buliding o o iw

HAME of APPLICANT ; . AGEYEARS 331 | seX fifn
manw  Prakadh Simgh 3 | m
g wn Ovomyl Led

. PRESENT RESIDENCE ADDRESS Tau[ Strardig wal
Do P UN o MU A 0o 4

it Hedhopd , [ P_J094d13

PERMANENT RESIDENCE ADDRESS : @i ayamira am
SO e Ay ah i
wm'- Fm_ﬂ/m = w} | UNMARRIED | sfries)

fnesp f@a‘ffﬂ}

TOTAL ANNUAL INCOME : [Attach Proof of income)
w7 aft® A S22 [ - (o w ww ww) AR
PAN Mo, TS T T
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicabls): Yes ! N =
FN S W WA € (W W W 36 W AR W A A o/m _—
FAMILY DETAILS wffar faamm
&, No. Name of Family Member Age [Years) Gender Relation with Applicant
N A ﬁnimmm aﬂ{ﬂ:t? fin alﬁr;#mm;'ﬂ
[ V€ Ynh ot ¢ At = ULl e
o - Ueae 71 RN 77N Y072
3 | AT 7% 21 = d cvﬂ%jﬁ-en [P a7
s Talie i '

BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
wwre % fe faef amam

BPL Card EWS Certificats Ration Card Any Other
|Attach Card Copy) {Attach Certificate Copy) |Attach Copy) Basis/Proof
ni ten % 94w s st g TS W s 1 e
(T T W e ) we wh (W 99 W W e W (I T W W W e W '
"PURPOSE" for REQUESTING ASSISTANCE:
werm vy R Rl g
&r. No. Medical Reports/Prescriptions Altached
WH semRErsT | wl W m wieke e v

PE — Cadanac4

CE — Totanal4

.___.--'—"\._F EE-J -
ﬁuzg-_eg:g.){ (_EEJ RS FPMME

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
W IEv W iy W A wewm fes o= wE @ e w0
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W WS = T W Y i wf e o
[ ey al'ﬂmuf e




DECLARATION by APPLICANT. mim® Zm S w3:
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