le';Ll\Q"l’l‘

"  APPLICATION FORM FOR ASSISTANCE * {Healthcare) Koshika
HETAM By ST WEq (T o) —m
mmn~mn \l‘ 5119 \que w»m;‘um:y ol{l9 Buding blech of .

uueum ADE-YEARS WN- sEXx $on I
e - .= k !”l, ?+ F
e - IR

m e

o a——— A = Precp  fortep

W_, . -
PERMANENT RESDENCE ADORESS . wof S0TH7T <7
BT T2 (O’?‘?B)&nﬂbeﬁ
o HDIIﬁC Zliéf IIMMIMM
S ey UP
PAN No. Tt WIS R
TARE YOU AN INCOME TAX ASSESSEE (Tick whichever |8 applicable
#::u:umt(dwiwwwvmﬁuk W
FAMILY OETALS Witwt femoe
. of Mecrer (Years) Gender Relation with Agplicart
s:'::l at o ?w(vl) fsn mive & WY W
T [Charanall [adc. [l Hushabpof

AIRTANCE (Teh s sppicsbin)

syow ¥ See e s
8PL Card Cortiicats
(Attach Caed Copy) (Astach Cordiicats Copy) (Ao ooy .“"I""",
o taw % B4 yum wy e son ol pem o TeeE Wt agary el
(v 5y & v o e wh (waw vt 9w ol g Wl (v v W) we vk e wh
“PURPOSE" for REQUESTING ASSISTANCE:
e ¥ et fef W st
St. No. Modical Roports/Prescriptions Attached
o Wou swmaeer ¥ Wl § nf v g we
B — 17VsC
[ — PP
o —7 R Sl I ol
Y= i
ASSISTANCE BEING AVAILED for SAME “PURPOSE™ trom OTHER SOURCES
v IR ¥ 8 v =% woww fed s win @ fra e W
Se. No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
w9 W = vl W W o v wpen o

X SN




DECLARATION by APPLICANT. 1Ry DU o9 ¥ 3
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