VR <-34-08- 27|\
APPLICATION FORM FOR ASSISTANCE (Heaithcare) Koshika
HETET B HETA WEq (Tamey B i
mum: waggq/a(ag ;%m%mnnﬁ: | & /u‘:?/qr_r Duilsing bk 1o il
AGE-YEARS STT-7d | sex fefn

MAME of APPLICANT ;

T Rﬂ—é*hdr‘h Lal Ao v

;;‘Tl"l'ﬂ;qw“m S NAME @ 8eﬂfq ﬂq%
PRESENT RESIDENCE ADORESS 7 _siarara il

E.hg.;..[a .B( Z0ak 5 XVBFAT, | it
AW aris 201000 feneep  Pesi%p
PERMANENT RESID ADDRESS KLl

tAme Ak abhbr e

OCCUPATION : L_abauN |Lu.qmﬁ’ﬁm:| | UNMARRIED (sifeniive)

ialia
TOTAL ANNUAL INCOME : {Attach Proof of Income)
w5 A U Doos/ — (o W e Hm) A
PAM Mo. T M e )
ARE YOL AN INCOME TAX ASSESSEE (Tick whichever is applicabio). Yes I N
w4 W S g # (A w8 3m W wd W P e W /7 L
FAMILY DETAILS wfam faem
Sr. No. Name of Family Mambar Age (Yoars) Gender Aulation with Applicant
A Qamﬂ‘nm‘fmm =W (i) et e T O L L B
I- LWL = Tl {c
P Pﬂm X Ji%) 7%
3, -

BASIS for REQUESTING ASSISTANGE (Tick whichever ts applicable}
weme % f faaf s

BPL Card EWS Caertificate Ration Card Any Other

{Attach Card Copy) {Anach Certificate Copy) (Attach Copy| BasisProal

il Ten % 9y T e s yam T W s = W
(umrn T % e uf e W (W v W wE w6 (T 9 W W W wE W

“PURPOSE" for REQUESTING ASSISTANCE:
wegm ¥y T el g

&r. No. Medical Reports/Prescriptions Attached
h sEmE Rt # o) W) mé wfieke e werm

T ;
PE - C adaeCy

f By = C ogetria 04

x‘{m?i'.‘f'?l-)"— TBE -~ X308 FP/AAMI
7 g

ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
¥ T W H W e W faet s e W fan o e

5r. Ma. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wH e S TR W AN = T i




e T B z e e S 8 e

DECLARATION by APPLICANT: ‘STHmE g =mm 73:
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