C]“]‘ oL] \’ 86

APPLICATION FORM FOR ASSISTANCE (Healthcare) Kosktka
weTa By AT WEy (v TWwTe) Yo R ation
S Blowa) bovi; e G =

NAME of APPLICANT :

e = 0?)0,( AN ho J

AGE-YEARS W5-w | sux fivm M

e Siddaiah

PRESENT RESIDENCE ADDRESS w80 SIURIa W0

oo L 9! :
St Eathagpo guﬁchmgm*tr— ,
U7 [dam adalaun 2005 0005
PERMANENT RESIOENCE ADORESS : 3 STmrara o Bn!muxomq Balatagoms
a2l Al i R h p
o Gk 2 rSaatr Poe @p  fert Op

S Uavug

W\Q&Q MARRIED (Raf) | UNMARRIED (sfei)

f:;wmmm un 0001 (?vall.\ \»\muﬂ (30 ® T He)

{Atach Proef of Income)

PAN No. 0% ot waa

ARE YOU AN INCOME TAX ASSESSEE (Tick whichever is applicable) Ynl%/
T AT O OW £ (W W= P W W W S e w/
FAMILY DETAILS wiram e
8. No. Name of Famity Momber Age (Years) Gendor Relation with Applicant
U T o % WO W AN o (o) fam FMTE ® WU WY
y nqd‘auw 7 i -
‘ \ )
. = a1 = Frrdloand
S, \Ei S L_l! OV
BASIS for REQUESTING ASSISTANCE (Tick whichever is sppiicable)
woen  f fesi e
8PL Card EWS Certificate Ration Card Any Other
(Astach Card Copy) {Attach Cereificate Copy) (Anach Copy) BasisProof
oh tan * N I oy ¥ ST Wy T v Wi o i W
(v 51 9 we ¥ e W (W wr W e SR wEe W (wm w1 W e ¥ T s

"PURPOSE" for REQUESTING ASSISTANCE:
werew ¥y fed e felt W ot
Anached

Medical Repocts/Prescriptions
sEmrmgien ¥ wl ¥ of pfeber gt gy

DV Iz

-

o0y g‘u‘,

| 92
-
2
p—1

ASSISTANCE B&lNG AVAILED for SAME “PURPOSE" from OTHER SOURCES
W T € T 9 &= wem ek e | e W

Sr. N_o
TR 5

NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVALED
35T TR W T it mf o ot

PU.. [Ca W |
LA URWAGA i




DECLARATION by APPLICANT: 29C% DU W w:
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