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Application for Help

Name of the Patient: KON U - Bo¥ovind h Ty 2
Father / Husband name:  [Kond¥WL - Suuman
DOB/Age: 0%-0%- Qoi%

Permanent Address: BOAOLFCIACL

H.No: L‘-GO NG § g
Street / Village: AVYM&SWTGPW,VO’FH CLUSULKQ‘M,_ 1. %9 _

Mandal / District:  \/ {5 C/{'\L?SLLK(&XLL , G‘[U}nﬂq
Pincode: 500
Phone No: L5 Jo 15115

DISEASE INFORMATION
( To be filled by Doctor )

Diagnosis: B /"AL L

Date of Diagnosis: 0Q- 0q) - 0’20&‘1

Investigations: Do e _gg ol ALt
CQ\Q/V\FO ‘
Sipybea
S

Treatment



Reviews:

Type of Treatment:  —{ W ( Cﬁ_,mé’% ; W %ﬂ\.ﬁ\,/
s G

Estimation Amount: 5- 6 lahks

Any amount was sanctioned than any organization:

Recommendations:

Consultant Name : Dr. \lb-l\v- b&é&w
Consultant Signature : Dr. M

Approved By: 7 L*Lgﬁ_/
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