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Application for Help

el g)
Name of the Patient: /., , (Koo Vab Moctte
Father / Husband name: T%Wui@k gk/ﬁ/%&&

DOB / Age: -

Permanent Address: 3—2-9

HNo: =R -29
Street / Village: A/ A D! £ ODA

) e 2
Mandal / District: ‘PA-@EA L Haasa / WAR ANGAL (
Pin code: -
Phone No: 77% 5 oG 4N

DISEASE INFORMATION
( To be filled by Doctor )

Diagnosis:

Date of Diagnosis:

Investigations:

Treatment






