NRA/-C -23-2| —eadlo
"~ APPLICATION FORM FOR ASSISTANCE (Healthcare) thika
mi‘q‘- = ' ¢ ) foundation
KA. V!“"n3ff3.5__3 wmm. EYZILE Buading bioch + Hls
NAME of APPLICANT S : AGE.YEARS 3-wi | sex fin
wex 7 umanm Pey o5 [- .
e Bhayan Yinah ‘
rm.-.muu o4
Haklhnald . st /4 17k |P
2 Ule 0
e % op Pedep
PERMANENT RESIDENCE ADDRESS iy swars_m
Same a4’y abhoi/C
OCCUPATION :
m HQWE Mm IW&Mrm{M
ANNUAL INCOME : g (Attach Proof of Income) :
0 wits s 2amrf— (Famiiy) (o w1 v/ /)
PAN No. Tai Tadl Wl
ARE YOU AN INCOME TAX ASSESSEE [Tick whichever is applicable): Yes | No -
w0 ST S0 w o € (W e N 78w W P e W /W \/”"
FAMILY DETAILS gftam fasmm
Sr. Ne. Name of Family Member Age (Yoars) Gender Relation with Applicant
¥ wEn ofan w W () = HETE F HE o
i Eéham Simah 1| A T ame]
il H ey 4 AA Wft
7 ecans v e 3 = TJouuokhden Ih LA |
LY A dhelz 15 E__1Cruangd Davgidea
(S N eha
BASIS for CE is spplicable)
werym % ford fef s
8PL Card EWS Ceriificats Ration Card Any Other
{Attnch Card Copy) {Asach Ceriificate Copy) (Anach Copy) Basis/Proof
i o % S Twm M ¥ S W g T w Pl msd
(' v ) s R wEe s {wmm yx =1 ww iR g S (e VW) e i we W
“PURPOSE" for REQUESTING ASSISTANCE:
worn ¥y fed m feeft w g
8¢ No. Medical Reports/Preacriptions Altached
Lk smmevaie @ wil w1 wire O e
FE-  Catoiacd
L E- C ataA (-
Y .-;’fa_ﬂgt S+ P Mnp
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
T T ® ¥ W 3w e S e W R T e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANGE BEING AVAILED
wH W Y W W W & i e T
I~ DECS JaaoJ—




DECLARATION by APPLICANT. spiew g% siom ¥1;
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