Q-224) ~|

h:-,-z_.

* APPLICATION FORM FOR ASSISTANCE
HETHW #d SEE urEy

{Healthcare)
( FrEy T

KS¥hika
foundation
Duilifng biock of life

SEPUCATION No APPLICATION DATE -2 |- |]~d o
S H)n-?p_anqt: s P R
MAME of AFPLICANT : AGE-YEARS wrg-md | sex ey
W

e ﬂqgnnf . A M
FATHER'S/GPOUGE'S NAME
b mlie Ll

Hantyang - 221ay PERMANENT RESIDENCE ADDRESS - w1l syréi umi el _%S}QF}
e akoue &Rob SMe
T Facine MARRIED (FPWT) / UNMARRIED (sfsafsn]

il

[TOTAL ANNUAL INCOME *

HivF =A

Shnpob—

{Attach Prool of Income)
(3 W W 9 Al

PAN

No. ¥ WM wEE

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable):
AN A nw (W o 9o oo Py oem

T

FAMILY DETAILS wiTam farem

Sr, Ho. Hame ol Family Member Age [Years) Gender Relation with Applicant
W e nfmi:“: EaliL] T () fein HTTE ¥ T T
als Chordby L2 [ Leglie.
o Gﬁl‘:jm m 4 (1 —rdn
5. Saokbila L - dﬂﬁhﬂLm_ﬁ:u.r_\_
0. Zahawas G m rgpmd_-éﬁg_
S wdndr] 20 m Z conen
BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
v % fed fsfe s
S Cond EWS Certificaty Ration Card Anry Other
{Anach Card Copy) (Attach Conificate Copy) (Attach Copy) Basis/Prool
Tt w A ™ T G S 9 = AR I % ot e

(WO T W W W FEE w5

L s W e R dEe

(T W W W s w

"PURPOBE" for REQUESTING ASSISTANGE:
werm ¥ fEn e el w Igte;

Sr. No
w1 T

Medical Reports/Prescriptions Atlached
s ETRT # Wil w1 0 i g e

T TDAYne RE = SFAI LT CATARNI

[F - %cio;
= ?.u'n;;?w';r —KWF- SIS Lol Pk
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T I W B W S W e s e | few o w0
5r. Mo NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w5 T H TR W o e

hiHT




. A

DECLARATION by APPLICANT. WME® g0 sigww ww;
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