K&hika

APPLICATION FURM FOR ASSISTANCE (Healthcare)
aviaat ¥ A% WEY ( s T ) e dcting
oundation
armicaron e, ¢ ]1216/2 Cle APPLCANONORTE: (1 [y 9 5« Bt it o o
Mo:’::x:m~ (7}7('13\7 AN m-ﬂa‘ktl!!-ﬂ o:xm
*:‘ L -
PATERSIPOUSES WAV 3H INESHWAR SHANA

mssmnssuuamss dw TR

m-w

DERMANENT RESIDENCE ADDRESS : ¥4t 3708w %

———AS AOVE ——

MM:W(M

GO OUSE WIF E
TOTAL ANNUAL INCOME S Proof of Incoee)
¥R afts % RS 1500w 2 = 21698 ot = e et
PAN No. 3arf mm €=

ARE YOU AN INCOME TAX ASSEGSEE (Tick whichever I applicable). Yes 1Mo

@ W e st o (@ =m0 o woah w e e L

FANILY DETALS wfturt fiyrs

Relation with Agplicant

Sr. No. wame of Family Membet Age (Years)
kol oftmt % Wl &1 W 3 (mf) HCE ® WY W
. XN RAURT XHNH G 54 Sk
A ﬂl‘l\- TIHPR RN 70 1 e St ShrN T )
L T SANMBHL S ANA R ~M EiT
BAGIS for REQUESTING ASSISTANCE (Tick whichaver is appiicable)
aeme % 50 fwfr s
BPL Card EWS Conificats Ration Card Any Other
(Atzach Card Copyl (Astach Cortificate Copy) (Attach Copy) Basis/Proofl
06 t ¥ ¥4 v W == wrs vl guw W Ivhen w7 Pl pied
(¥ 93 W) W s e (w77 ¥} we ol HER W (= w3 9 oy v des wh
“PURPOSE" for REQUESTING ASSISTANCE:
weren ¥ 5 md ferl W et
Sr. No. Medical Reports/Prescriptions Attached o
9 W st ¥ wi ¥ nf Wit qd de |
v 58 DT ABGINOL TS ———— CPTPNRET e——— — L [
. R 21 Y L B— i N " F el W 2P 1 B
ASEISTANCE BEING AVAILED for SAME “PURPOSE” from OTHER SOURCES
¥H 3o W ¥y o = wem e 5 e A faw va W
5t No NAME of OTHER SOURCE AMOUNT of ASSISTANCE BEING AVAILED
W 5 wWE W N o wi werse o




DECLARATION by APPLICANT. spits oo wive o;
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