VRAa -c-2é-el ~ (653

(Healthcare)
(=g S )

K&¥hika

foundation

APPLICATION FORM FOR ASSISTANCE
TEET Y SEET WEY

e VI 833y o 1S1(26

s AGE-YEARS =g-T4 | sEX fEnm
iy Bahek Runmai 54 )
R mm e Khadek Simgh

) PRESENT RESIDENCE ADDRESS #7wM ST Wl
Coailpgda - [ an A g MU - H sy
UF. Jowals
PERMANENT RESIDENCE ADDRESS : Tu1; smrai ol
TAThE oA ab & e
OCCUPATION : b aboutn Lu}anrzﬁfﬁmﬁn; | UNMARRIED (aPrifin)
(TOTAL ANNUAL INCOME : (Attach Praof of Incoma)
ww afits 3 Waove /- (o w1 we ww) ) AL
PAN No. TTE & HEAT
ARE YOU AN INCOME TAX ABSESSEE (Tick whichever is applicable). Yes | No P
T Y WO R (W A R IW R A W CEE wm ot | _—
FAMILY DETAILS wieam famm
Sr, Ho, Hame of Family Member Age (Years) Gender Relation with Applicant
N F T =9 () fEm Y wE
[ S by Ady e E Wi+
7 S od, R % ST
7 A ¥%7 — TL = £ A 22
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicabla)
s R L
BPL Card EWS Certifieats Eation Card Any Other
R el e I = T T AU e Mt
{ o R = e i e W (W™ w3 57 B Wi e wt (¥F1 59 W1 B 9 e W
“PURPOSE" for REQUESTING ASSISTANCE:
weram ¥ R e W e
5r. No. Medizal Wmcﬂmmﬂ_ﬁ Attachod
T HE ST | A w7 s T Hee
AE — Cad@ine A
TE= Tod et
& f--' u
T lem eny — @E) - BA4C) i
A i
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from UTHER SOURCES
T Ty W o wH s wmm fedt e oim & e o W
Sr, No. NAME of OTHER SOURCE AMOLUNT of ASSISTANGE BEING AVAILED
wH HEn = W WA =1 werm
J - Do e —




DECLARATION by APPLICANT; ST95% W i Ws:
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