VRAN~C~3b-D3~|02D

APPLICATION FORM FOR ASSISTANCE (Healthoare) KDShika

TETal ¥ EEA WEY (T TETE ) e
foundation

gﬁcﬁﬁ Neo. }08\?{?’6?} 19 T’A;;:T;Fﬁnumm: lS!ﬂE}QG Bullding blodc of ide.

:r%ua;umpnmmt Bh."l—lmfl‘}" De V.' AGE-MC.:;TFE-‘n'ﬁ BE."F'FFI'TI
;ﬁﬁm'sgsrnuses HAME 3 AN gf. ” %

el i il
PRESENT RESIDENCE ADDRESS =egm Suurrg. T
- H ) : Ly LW

Mo

ANIVS A AL VLG U F. 20 Q12U

L PERMANENT RESIDENCE ADDRESS : Tl SEmiy WN

HEWe  Oh a‘ﬁnua

DOGUPATION: rHOMe P"'ID-H en hlﬁﬁﬂlw UNMARRIED (3ifmiiEs)
TOTAL ANNUAL INCOME : e L) [Attach Proof of ¢ j
= A A 26000/ C,Q‘#Hf{}j) (S 1 T ) A
PAN No, TEE. T S0 ' ==
AHE YOL AN INCOME TAX ABSESSEE (Tick whichever i applicabls) Yea | M
B 3 F ST O S (W W ¥ EE o W W few =) '?'c;r'/
FANILY OETAILS wRmm e
Sr. No. Narne of Family Membper | Age (Yoars) Gender Refation with Applicant
wa HE wiTan & Wl &0 AW I (5] & e i T
I KoAhAD | (4) G5 A% Hoh Eand
B Vo s 79 A4 A
= P W | E _Jaug FFen 41 Ladi

BASIS tor HEDi.IE,STING- ASSIGTANCE [Tick whichiver bs applicabls)
0 el L 4

BEL Card EWS Certlficats Pation Card Ay Qther

{Atach Card Copy) | Attach Gertificate Copyl [Attach Capy) Basls/Prool

i TS S T S W T W W =S 1 ' a7 T W
e o e TR B el e (Pt e I B R 28

"PURPOSE" for REGUESTING ASSIFTANCE:
e w7 e o el = ST

5r. No. Medical Rﬁpuna'Pmﬁmpﬂnns ﬁ.ua:hm:l
55 5 S el T Wi ] W
H!: = %Em [p (olciall
I E— Senllp (Ataudck
y T
IO —\ KL | — (s 1+ PR
£ [ pill ;
L
AEISTANGE BEING AVAILED for SAME “PURPCSE from DTHER SOURCES
TR T550T W A 0 A ST Tl 3R EAW A e T A7
Br. Mo, NAME of OTHER SUURCE AMOUNT of A5SISTANCE BEING AVAILED
I WET = TR w= it 1 e T

I DBRCS RO/ 77—




DECLARATION by APPLICANT: 3ms Bit wien wia:
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