VRN ~C— QU-lo~ 0 F2_
T o | e
-~ k3] og50 sercamms: | 2] oy 3q =Ty
s Shamy e T
e T S e Y

P-e .

QCCUPATION ; H pme  m ﬂ.k'f-'r*’l Mﬁdﬂ:mim}
TOTAL ANNUAL INCOME : X (Attach Proaf of income)

= b o 200wl CFammiAd) mummmwm  AA

PAN No, T WTH HET

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appliicable): Yes | No -

0 A N % o ¥ (W W I W o W e e W /A

FAMILY DETAILS wian foaamm

8. No. Name of Family Member Age (Vears) Gaonder Relation with Appiicant
w4 it 3 ¥ W 7w () il i s T M
L 4 e+ f L4 Heopland

8 i o7 — T En F4a} S o
L = = R L
3 HEo R Iy 20 = CHEL P v AAN W21/
BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
meram % Py Pl soan
SPL Cord EWS Cartificata Ration Card Any Other
{Attach Card Copy) {Attach Centificate Copy) {Amtach Copy) et
vt W SN W T wes e wi g TR W s i .
(T T W v Wi v W (v Y R wen o W W (v v ¥ wm o wEe wl
“PURPOSE" for REQUESTING ASSISTANCE:
werm ¥ fed e feedt = At
S¢. Mo Medical Reports/Prascriptions Attached
N HEm STTEVETS ¥ Wi w1 T W e wee
BE — Coadnnand
LE~— (odanack
e
' QW — S JCV FP AN B
ASSISTANCE BEING AVAILED for SAME ~PURPDSE" from OTHER SOURCES
T I B ¥ W = wewa el s wm @ frw e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
WY W 3 W W W ot v wemwn o
& P F L PLY TV




DECLARATION by APPLICANT. SHOE TW W 13-
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