c\ﬂ\o%lbo&(

&) .
APPLICATION FORM FOR ASSISTANCE (Healthcare)
== weETgar By SATH WrEy Ry W) KOTOT————"ShEISﬁ;
— vloe18| 0462 o T 0Gle 8018 SR
APPLICANT : z AGE-YEARS 3rg-w¥ | sex ffn
m‘wm Qa’rm (:DOV\ ']O F

;uv;nm\w o TD)““ NC’L";L\O'

PRESENT RESIDENCE ADORESS WAWR SpWTwiy M

. . Al ' 4
A APIN Preep  foatop

= PERMANENT RESIDENCE ADORESS : 0 Spuairy vl
e ay  oboue ’64@‘9&4,{, Dean

OCCUPATION :
ok Y e Pe W:W(M
TOTAL ANNUAL INCOME - (Attach Proct of Income
wn wfbe s VA (uumﬁn)) NA
[ PAN No. wré w1
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable): Yes | No
T AT AW T UM ¢ (W W W I W W W o w ¥/ v
FAMILY DETARS wfiet B
. No. Name of Family Member Age (Years) Gender Relation with Appiscant
w8 Hem mimmw 78 (W) fiin W WG
T Tondl Bayo Lat< T\ %m
= 5= Fzla K y 5% A Sen
A 1Aty A = Mﬂ;—
A | RAYTY PR [ X3 29 M 2070
5 S 27 ™ Son
—b D=7 YV 8= S—— el
Tor ASSIST whichaver Is sppiicable)
wnem € ft feft s
BPL Card
(Attach Cané Copy) (Attach Covticats Copy) (Aiach Copy) Fow b
witdt tap ® 99 g T w=q s wi v vy e ey fae
(v w3 %1 ue sfh e wh (v v o) e v wEE sl (¥ W) we wi s et
“PURPOSE" for REQUESTING ASSISTANCE:
w1y fe nd Pl W et
5. No. Medical Reports/Prescriptions Attached
N woA svprvEisa % ol W nf wieee i s
BEY - PP
( % —  \ymAC
T lAL,EF'('cA + 101
v - PN =
o e m
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ from OTHER SOURCES
8 TN ¥ ¥ e S weem T s s ) e v W2
e No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
TR W ST vim W AW #it »f wewn ot
= ST =




-

DECLARATION by APPLICANT: saiee pu wvw 33

q)hmmmuumumm-nmnnwdmm Any lulse statamen! will ronder my Application & ongoing
rojoction/cancelation.
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