K20 —o|— D,’ 23

APPLICATION FORM FOR ASSISTANCE (Healthcare) K("S’ hlka
. n ; ( ) foundation
g P[0120[03F  [epemonom ¢i[pip | e
NAME of APPLICANT - : ACE-YEARS I-TY | gex fem
ol Shree Chund
o PRESENT RESIDENCE ADDRESS HfS Sy ua
14 2870 To AW WatWhuraoy” 2 R
- . fxeaf faxﬁof
D S BN OOy Pev i &i%f’\"a 22160%
PERMANENT RESIDENCE ADDRESS : w3 -
367+ *‘
S s VYAV oI
o Heule WA ke MABRIED (Rwfm) | UNMARRIED (siafitn)
TOTAL ANNUAL INCOME - ” ¥
Fem o (iomo e
PAN No, #% R = W
ARE YOU AN INCOME TAX ASSESSEE (Tick wiichaver I8 spplicable): DT
wmmmmt(imﬁmvnﬁvﬁmmu) ¥
FAMILY DETAILS i faatw
SLN Hame of Family Member Cencer Rolation with Applicant
m#;v AR = ?n‘{t'?;) & : ”%a;’::m
— 4 £ | P e
[;__-.‘ 5.0t FJi L I jid) 520
o~ [
a2, TOINOES @ K4 A% A2q@s7
BASIS for REQUESTING ASSISTANCE (Tiok whichovar 13 appiicabia]
werew % et faafh sima
BPL Card Cortificste
{Attach Card Copy) (Attach Covioats Cop) (Artach Gopy) o
it e 2 Ot e vy T WW W Ty = 2evden B e s
(e 53 %1 o uf W (v W o e Wy (v w7 = ey W dEe sl
YPURPOSE" for REQUESTING ASSISTANCE:
we 8y S T et w1 e
Se. No, Medical Reports!Presoriptions Attached
T T ‘. segmaaten # Wi 1wy g g
D&&%bﬁ'(l A R~ 3 C
S 4
3««’7{‘%@7—% B ) T T B O e
ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W IR W 7 W 5 veem fd s w R S o w2
&r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w4 e e L =t 7 wwegm
2CEM q




CECLARATION by APPLICANT: 37R® 3R WIRT TX:
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in the matter.
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