APPLICATION FORM FOR ASSISTANCE

K®hika

{Healthcara)

ikl %T"L 2 ( ) foundation
AFPLICATION Mo. - ! AFPLICATION DATE : Buikding blodh of life
wmewm s NLaagl 6793 e A CATINY
HAME of AFFLICANT : AGE-YEARS E"V'I'“ SEX fifa
ARETH HT AW
Bbﬂ.&aa.mmu 50 3
FATHER'S/SPOUSE'S NAME °|
e 9 9 l;-»:h:: E!E’i i Eﬂﬁ E@m
PRESENT RE ADORESS wmE ™
- Brre, r

P

7
Pra0f  Pegtof

HNa S 'ﬁl Sad/e/ ¥

PERMANENT RESIDENCE ADDRESS - &1 sREra T

6923 B\'\ﬂ&émm

i
.—Q\n-;p o/l ol
OCCUPATION : HUoone  docid 88 u.-.dﬁp.-_fﬁ'{ﬁerﬂn} { UNMARRIEC { )
TOTAL ANHUAL IHCGME - {Attach Proof of Income)
A G A e |- {3 T WA B
PAN No, TTF &l T !
ARE TOU AN INCOME TAI ASSESFEE (Tick whichever iz applicable): Yee [ No
W AT S WA R (S AR OB T W TR @ P e oo
i FAMILY DETAILS 5RER faa
5r. Ne, Mama of Family Member Age [Years) Genhder Relatlon with Appllcant
FH HE wfEr & w1 M W {7) fem % WY Ty
£, T I"‘. —— [ L _r-\l
{1 NGO DO CADRY A 2 il Wiitnn ey
Pt b} L, :
BASIS for REQUESTING ASSISTANCE {Tick whichever is spplicalie)
HeEm & ford famla s
BPL Card EWS Certifi Ration Card ;
{Attych Carg-Capy) {Attzch Cortilicats %upﬁ mﬂwl hmnhrmm
T i e v I A A T T w wit
(T T T W w9 (WP W T SR Wi W (T T W W W A W AR
\ “PURPOSE" for REQUESTING ASSISTANGE:
™ wera 4 Fedt m fae w ede
5r. No. Medical Reporta/Frescriptions Attachad
#4727 TSR B W w g wRE g s
T i 2= i o 1
L | ) i
s
. | l
= ANOAC ILTNE!
fa ) =3 2= e
=2 D0 ?:L[ML_‘LLL.\_DL_
S
ASSISTANCE BEING AVAILED for SAME "PURPOSE” from UTHER SOURCES
™ I F P TR 9 95 B a= =e # e om we
Sr. No. NAME of OTHER SOURGE AMOUNT of ASSISTAMCE BEING AYAILED
T HE 1 TET H AT T TEEE
T - Lo . Vo d i !
L__LE 13 5 foe LI




DECLARATION by APFLICANT: SESH EHI il wF:
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