SRE -rC,rg).q -1l — 236%

APPLICATION ann.l FOR ASSISTANGE ! lHaarthFara} KOShllQa
EIEII!II'@TL-*-TF&R‘-\‘ Sl (Farm S foundation
APPLICATION Mo, : DATE : Ibecke of itfw,
sty o - Q/J'L/Os‘/u? 0] |t - 9 /19/9 69c— "
AGE‘!‘EAHfMﬂ- SEX i _ ”

MAME of APPLICANT :

psicadual R C._m::mtmfr S4 @

FATHER'S/SPOUSE'S NAME -
finrmgm w1 f‘@‘h ROl iy

PASTE F‘HDTO HERE

Y Post op

PERMANENT RESIDENCE ADDRESS | 71l 57T }m S oundeiVe

W WAV | 22 aboud - [0704)

occwnmu ] ! Dﬂ ' 1 W/M:WIM}
muum.mms Proof of Income)

B000 (faraily TrooF ey

PAHHu mﬁ | Hem
Anf?mimmcuufmmess: (Tick whichaver i applicabin): Yes | No
RN A BTN R (R W W 2w wow W e e & /

MILY DETARS Titar fagm
5r. No. Name of Fam : Age (Years) G%?Tn Relation with Applicant

mm ofiEm g () sniw‘ b L I |
e

?'_ YIS iely) ] cgzﬂ'ﬂ

\9q ] KoL 1o EY '1_6 ] Son

BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicabia)
i 0 e B

8PL Card Cartificala

(Attach Card Copy) (Atiaeh Coreh Copy) (Aitach Cone) L B

i T % 9 M Ty v s e wmm Evi o B0 o Wi T
(W™ T W i e W (W T W W v v (W uy o wem gl HE W)

“PURPOSE" for REQUESTING ASSISTANCE:
o ¥ fel T fed W e

8r. Na, Medical Reports/Prescriptions Attached
o He el § i w1 v whee g woe
A 7 7
NV EVEY D oW = p o W »
"_\U -

v — XPIXP T lanatl

L ¥}
;:S!
"D
=
1]

]
M
£ ’

ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
TH TN W ¥ W s A s wi G e o g

8r. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W A ks # ¥ werm ot




DECLARATION by APPLICANT: smivs gm1 Wi

wi]nut%nmm.maﬂnfmmbumm,mpaﬂurmnﬂl.hmnmyuﬂmmummmphmlnmammmm.dmumm
for which this assistance is requested. :

1 ﬂﬂ‘rwmtﬁrwmiﬂﬁwﬂwmMthmﬂWﬁhﬁﬁmwmmwmtﬁMWMﬂwmiu

2) ﬂimatmmuﬁ!*ﬂhmmw'.ﬂdwrﬁf,mmmm&ﬁﬂﬂaﬂﬁmm.ﬁmmimwh

nﬂgﬂ:mtﬁ'ﬁmmhwmhn‘lratt.'muﬁw:ﬁmwmﬁmftﬁmm:ﬂﬂwﬁhtmwﬁmiuhl
AGREEMENT by APPLICANT (svs 5 %00)
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