K(’ghika
foundation
g Vioch ol e,

APPLICATION FORM FOR ASSISTANCE (Healthcare)
HETIW Wy SETA WrEY (T Swwe)
T [5[1219]8555 oreaeoR 5173 J5 005
. . YEARS ¥g-W
;‘.‘."“;,".,"’““",, ) PSsMAN  PRPSPD e = o)“" ""M""'
rm‘tn-u:o\m'om guﬁy/} PRASAD
PRESENT RESIDENCE ADDRESS WARR 33a/WI4 Y
2 SV L, ] wi AL TEL) ' .‘ln ) 4 .‘.l V-, SovVTH LY FERKOCPENGY
oo y

PERMANENT RESIDENCE ADDRESS : P SIWwS 59

b 84

DS ARV ——
occupATion: /N E MPLOYET) MARKIED (Refbe) | UNMARRIED (sfvuira)
[TOTAL ANNUAL INCOME - ¥ o : Proof of
g g RS 160X12 = 2[E 00— P N o et
PAN No. ¥a1{ B0l WeRI =
ARE YOU AN INCOME TAX ASSESSEE (Tick whichever Is appiicable): Yes | Ko
v A 5w gm £ (9w N I W W few e ¥/
FAMILY DETALLS wfm fomrmm
St No. Name of Famiy Member Age (Years) Gonder Relation with Appiscant
N Te L o 'u(ﬂ) fain Srtes € WY waw
a. ﬁq?ﬁlﬂv PERSED 1‘{ ™ SELE
: i H% 1 & Wik L
- . LRLPN _TRES ! S
Tor REQUESTING ASSISTANCE (Tick whichaver is spplicable)
miﬁmm
BPL Card
(Attach Caed Copy) (Attach Costiicats Copy) (Aitaeh Copy) Any Other
Wt % £ I o s s vl yam m Toden wrf e o
(s Ty 9w o e e (v w1 %) wea ot WS W (w1 o v wf s wh i
“PURPOSE" for REQUESTING ASSISTANCE:
weres ¥ f5d M el W et
e No. Medical ReportsPrescripbons Attached
®% T sereveien 3w ¥ of wfsdey g v
q OIAGNOS [ S CHTRPOECT -
z SUREELRY REtSTr=—-FToC)
ASSISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
wz@thﬂtnmkﬁwﬁﬁhwm
St No. NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
wa Hwn w8 wE W ot ol wpm i




DELLARATION by APPLICANT. 58906 D0 Www vT:
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