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Application for Help

Name of the Patient: Vlpf nl pAt
FathK / Husband name: SUR1 e pDT 

"OLDoB / Age: rcl ogl aO t4 , gq €rut

Permanent Address: Nayd nO Oq , gatti Ra rnojdan,
H.No: gyam post aLipuva,ibrtt oot^qoDq,
Street / Viilage: Dlt |UTA ' 

'

Mandat / District: Ch h aL ay puy
Pin code: qr lt I I

Phone No:

DISEASE INFORMATION
( To be filled by Doctor )

W W Wvra)- A&-.r^,tswt,""l"r

CECrC-A^ar.b - Sr^,rear- uth!-
Treatment

Diasnosiq: tsena TH fouqss€rftB rqqsoR */r $spuo\D€rD-.rr\cAu

Date of Diasnosis, O+lOSl*a,
Investisations:
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Reviews:

Type of Treatment: |{1ed|.q|-

Estimation Amount: $a.mf --
Any amount was sanctioned than any organization: N O

Recommendations: NrU

ConsultantName : Dr. S.K, hfA+€Eig .ttUsSF{N

ConsultantSignature r", 
ffi

Approved By:

Please attach the following documents:
o Patient Aadhar
o Patient parents Aadhar
o White Card
o Reports
o Patient Passport size photo
o Family photo


