ct /ol 0132

\
\ :
, APPLICATION FORM FOR ASSISTANCE (Healthcare) K& hlka
TG By SRy WrEy (v Twve) e s tion
oundation
- - - - —_—————==—v
ACPUCATION M. I\\O\"Bh‘ 1 44 MOLERIIN NS |““‘|c‘ o Dtatead
NAME of APPLICANT | R‘_ . AGE-YEARS 379-¥1 | sex fin
sodcw W1 A9 W ViwaXS co M
FATHER'SSSPOUSE'S NANE b
fonszs W o ?Wh C.\\OW\L
PRESENT RESIDENCE ADORESS WY NUWVEES YAy ; .
AVHP — SBraReanmPuy Jen. - il B8 . ” )
2 e -
mg' lema_w ADDRESS : turt swaratd Py Posdof
Rt oas Rem
v Farmay MARgIED [Reefi) / UNMARRIED (sveie)
TOTAL ANNUAL INCOME - Attach Proof of Income
o afte = Forvve ((muwm)) NV
PAN No, T Wil WO @
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is appicable) Va:@
o T s W om (R wR N W e W P e ¥ /)
FAMILY DETAILS wfan faam
""" ¢ No. Name of Family Member Age (Years) Gender Relation with Applicant
nm R & w1 ™ - %% (mi) ok TS & T AN
A\ mﬂ’u 0 7 TOF]
a0 SUREA e E 1@4{&2

BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
wevgm w fort o s

SPLCand EWS Cortificate Ration Card Any Other
(Atach Card Copy) {Astach Cartificats Copy) (Attach Copy) BashsProot
Wil T ® AW yom == W9 i s wid ik
(v vr ) we uih deer wh) (wam ¥ ww it s st (wrer ot o wy ufy ¥ay ¥ .
L “PURPOSE" for REQUESTING ASSISTANCE:
3 weram o fd m felt W agl:
1 No Med.cal Reports Prescriptions Attached
¥R W wevRalss @ W w) nf wiedey gt wery
NiAghetis — Bl - LMIC
Iz — LIS
SuxU i — K- <IC T IOl
" AR
ABSISTANCE BEING AVAILED for SAME “PURPOSE™ rom OTHER SOURCES
W I © ¥ WY merem fe wm vl @ faw e W2
8¢ No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
¥ W = WA W 9N # wf seua wl

LS CCH




DECLARATION by APPLICANT. apics DU Wwe 9y: " -
latie for
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