VA A~ C- 246

~0R~ 2483

APPLICATION FORM FOR ASSISTANCE
TETIAT B AT WY

(Healthcare)
(FETRg T )

K &hika

foundation

APFLIEATION Ne.: |/ [ 3 =Y BreLEATONBATe: e a4 T
NAME of APPLICANT : MEORY wrg-ad | sEx fif
® Tm Meam MhA 2= F—
FATHER'S/SPOLUSE'S MAME ; .
T W A Nagn g Uddy o |
"PRESENT RESIDENCE ADDRESS &nq[ STt 5 ‘ e
A 2 AV < N JaOPakd , AVou o
Rﬂ{qa P@r_xhcﬁ
O ﬂlcbvn.?r als B IZ95 o _
FERMANENT RESIDENCE ADDRESS : ¥ S5 Wil
AN € Al ahgvC
OCCUPATION : Hewe M Al en wﬁ'{fmﬂm} I UNMARRIED (samen)
TOTAL ANNUAL INCOME : IR {Attach Proof of Incame)
A Shenel—  CFamddd (o ww) A L)
PAN No, T0T% wT T ' .
ARE YOU AN INCOME TAX ASSESSEE (Tich whichever |s applicable): | Yos | N =
g g e g S e e g S
FAMILY DETAILS wiTsm faar
5r Mo, Mame of Famlily Member Age (Yeurs) Gander Raolation with Applicant
N HEw oftan W GEEn 5 S ay (@) fein o E H Hay
o Umas Ih afid & ) P LV YETha
- A dag g 8 A i 27
- |2 B ey F—[Jaugsde AR
BASIS for REQUESTING ASSISTANCE ﬁh’h whichever |s applicable)
e  fen Pl amam
BPL Card 4
(Aftach ﬂar: Copy) Mﬁgﬂﬁh IE..'-’ﬂpﬂ qfﬁﬁ 3&'&1 ﬂmf
wirl) tan % S wm s s w v vy | YV Pl s
(o s A w1 Her wd (e g W) e Wi HEE W S ] W W w0 '
“PURPOSE" fr.'|;r REQUESTING ASSISTANCE:
werm 3 el e W e
&r No Madical Reports/Prescriptions Attached
A HE FEEVETRT ® W W T W g de
PE — (Sl S
CE — Col a1
. = -
=4 LL"S:-. an;; _ e - e +— PIanaAd
ABSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
W TE F ¥ W S wew e sw am | e o e
Sr. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
N HE S HH W T = ™ T e
l- A LC Y Zoes/ -




DECLARATION by APPLICANT: SITE=S 21 SMOVI W5
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