NRA NV - €- Dd-0d -~ 2973

APPLICATION FORM FOR ASSISTANCE (Healthcare) 'K'bws hika
ﬁ [ . ) foundation
mc;gr]!l:um: "h-“'/ﬂ'q a‘ru,gﬂ{ ﬁg:%mm F'/ﬂ:{" &&' Hwﬁuﬂkﬂ"h_
MAME ol APPLICANT : 1 s AGE-YEARS 3M-Wd | sEX &
HIEEE =1 ax mam ”ffh‘ﬂ-h f-"‘ll m
FATHEﬂ'srgﬂPu:HgE‘a HAME : 51;' ol 2 &L ;
PRESENT RESIDENCE ADDRESS =W ST W S et TR, '

I’?ﬁ@ii;fmm L i ban ,  Hadhaal;
Dok Nabiay, D.P. Zoqrel

PERMANENT RESIDENCE ADDRESS : T0T] SaTei™ ol

TAPNE AN ak ire

gﬂc%:mnu : Lob oL \gpnﬁr’é'a {Ffie) | UNMARRIED (Simaisa)

TOTAL AMNUAL INCOME 1 {attach Prool of Income]
o s Javw [~ (e 1 e we). A D)
PAN No, T I He
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is applicabla): Yes | Mo
T A S FT W (R 9 TR Rl W P e ¥ ==
FAMILY DETAILS wframn Ty
Er, Na. Namg of Famlly Mamber Agu |Years) Gendar Relation with Applicant
w0 W - yiER & wesl e Tt Bl Rl
I- Cltinednal-ad ¢ b = Wai<
1= L) o ) A 5oA
; Nq (V1 L F DA IFTT TR L]

BASIS for REQUESTING ASSISTANGE (Tick whichevar Is applicable)
i i

BPL Card EWS Ceriifica Ratlon Card
(Attach Card Cogy) {Attach S arioats Coph (Atiach Copy) E";".}'ﬂ‘:",‘:‘;f
nifdt e & A9 W W Cr i I U e T ) s e
(T T W W W W (gor Y W W W HEE (e s =1 wwn i wieE W
“PURPOSE" for REQUESTING ASSISTANCE:
e &y e T R o
Sr Mo, Muodiesl Reports/Prasoriptions Attached
w1 HE HEEEER | W F 7 WA qu qerA
= - S e C 4=
[ == { siaasiAC A

T mﬂ,.ex:gr; = @ —SACX F P

L

ASSISTANGE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
o FeEE % WY W s wern fEsl s e A fE e

5r. No, MANE of OTHER SOURGCE AMOUNT of ASSISTANGE BEING AVAILED
9 9 = T W T w1 T T
i APCS Fooe] —




DECLARATION by APPLICANT: STow 70 Sr9m 74:
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