\!‘H;u e

- o4~ |5 YR

k®hika

—ADPLICATION FORM FOR ASSISTANCE (Healthcare)
HETqal 87 SEE Wiy (v ) :
foundation
S Vlanlagy [ UPLR L, e
NAME of APPLICANT : (' o, AGE-YEARS S-7 | sEX fim .
s W A < '5"}’7’?"}'\{7";7"‘.“‘] - . { ;
B4 M _
FATHEII':E-I':'D:‘:E‘H NAME: )1 {,3 vam I:DfL‘.:- h‘ /b.

PRESENT RESIDENCE ADDRESS wim[ s

= 4
T, I ¥ 4 1)z “hah; leeg  tedn Deen, il
—‘ﬁhwm!—# i 7 ol 1 n:H-F ol '1‘..«, P
DS Bhagnkp 5 %3 130 . | “‘5{’”
PERMANENT RESIDENCE E2S: o} )
: ) Sommnath
LATMNME Ak algye
OCCUPATION : - -
mﬁgm::“ . Lﬂj\: QLU \Wm | UNMARRIED (sfaifen)
: e . (Attach Proof of income)
o sy _-';2 @X (7 %= 7y ") /\/"’)
PAN No. T T Hem
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever I8 applicable) Yes | N
39 A Fe (A W @A W w s %) |
FAMILY DETAILS wftam firsm
Sr. Ne. Name of Family Membaer Age [Years) Gender Relation with Applicant
w9 wE ] = (1) fifm T % WY TS
| . RT-NITFE 70 S = Anlil e
3 Jalamdan 26 A C N
T Fud I [= T,:'.rtuﬂ.lwn LR LAiy
== T
EASIS for REQUESTING ASGISTANCE (Tick whickever s opplicable)
werm W o flE s
BPL Card EWS Ceriificate
(Attach Card Copy) [Amach Certficat Copy) 1m ami ;»nr u?;rh:nf
e tE W S v T ET W T v BT e e
(W o ot E ol s wh (e w1 o avn wlh e st (= g W oorm =l wam el 74 ¥ e

“PURPOSE" for REQUESTING ASSISTANCE:
W i el o el = e

Medical Reports/Preseriptions Attached
sErER R 3 A A e il S
BE - Temie Cahnars

St N,
FH HEN

L = =eongle Codynart

%
e J S JC8 + F MG
P

a

W 1L Mr ety o

e

ASSISTANCE BEING AVAILED for SAME "PURPOSE" fram OTHER SDURCES
W T F ¥ g ay fe o= v @ fem o2
NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
= v St = v wewm

4 oA at o

&r. Na.
e

Ltyda {aoq ) —
.3 |




DECLARATION by APPLICANT: 5878 E10 W

1} | harely canfimm that 2 detalls In this Form are True to the Mnlmhm.ﬁwm‘mmWﬂrmdﬂrmﬂpplmﬁmaml
lishie for rejectionicancedation.

2) | salemnly mnﬁrmmnum:unu.ﬂrmhudhummme.ﬂhmdmwhﬁm‘umm‘.umdhmmFm.!'nrwud-.
was requested by me.

a3 1 nareby :mwlwmanhm.mﬂdmmminMHh M.lmwwmmmwﬁmmuwmﬂy.d
fof which this assisiznce is raguested.
1]iﬁﬂm{hﬂmih¢ﬂﬂhﬂﬂmﬁi mmﬁﬂllﬁﬁfmnﬂmmﬂmiﬂliﬂmﬁmﬁw
23 g0 W i * e W, W ﬁwmi.mzﬁMﬂMdﬂiiﬂhw,inmiwuh

nigﬁ:m{hmmq'mﬂdt.mﬂwmmMMMMMMiHimtﬁnﬂmh{m

~AGREEMENT by APPLICANT (3(He% B/ %17
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