
WP/SSD/DYOl
Odo66 eield oOd odOr oqeifoo0oqO

Department of Social Services (Western Province)

o6iorO6 ed@9 BEOq OrboD
Report of Application for Disease Assistance

(zsJrscs/ gcgdl/8@zoclor1@8@csc odCo OgO ococgdl Q qg gcqco@gc8 odCBzrJ oqorc o@6.)
(Only for the low income patients with T.B/Leprosy/ CanceriThalisimia)

gco{6co o6fzo@ ozocOdccocs :..................

D.S.Division

eCe@ Request

t.l eCetr gOrs: odJocOcdo desca r-------.r Ocgdt B@zoc or1@E@c.lc

Assistance request T.B I I Leprosy U Curr"".l I Thalisimia
(qqcg ooOqu Ocbr:cO q1@6o Se6.)

1.2 g6fgOzodiocd a@ ts@gb<rooai:...................

Name ofApplicant (In Full)

Postal Address
l.a d$/g6p 6cOca, ...,....

Sex

Date of Birth
1.6 dcEn olgg@ooi qono,

NIC Number
1.1 EOcarar/ qDOcoro/OlaJqg/ooalo 80r: OO,

Married/S ingle/Widowed/S eparated

1.8 96fg@nd1 oc dtoO oOoes2r ogoC a:c@c8zocgal 8@Oq Edod ,

Particulars of family members who are residing with the Applicant

1.9 9gfg0?td1 @odacOcd ooC ee@a{O qcOcd g0zr}otrJq, doa$al@ Edod tsqroa} ndaJar

Is Applicant in receipt of Public Assistance or Samurdi. If so give particulars below

ar@

Name
zlln@
Relationship

ai6
/g67ea
tocOo

Sex

Age
d.ScscO/goog@
gOa og[6c:
Occupation/Grade in
school

zocOooJ qozoc:

(Card Number)
pqs. (Amount)
61. Rs.)

@g)dzrrcOcd (PublicAssistance)
es@adO Erdcd (Sarnurdi Assistance)



l. l0 qaO gEocd corJzs,c odCog ooC escc,:r:oci zr.r@ oc t8arcs,

Name and address of Hospital or Clinic where treatment is being taken:

l. ll gEzocd gOaloal oaoo$q? OcBd odiEc:c

How treatment is taken Out Patient

1. 12 goO q1E ot1o16f zsra-IootCdlo

The post office nearby :

@c EBaJ erercotrl eE geDol oqozri oolcdqdl eor.lrs eDo EoldQ Ooo tsoEzo zod6.

I here by declare that the above information supplied by me is true and correct

g6lgOndlool golesr:/O@ @cetOi8@ esgQ6

Signature or Thumb in pressing ofApplicant

2. gc@ EgOc6od Ebo{oco

Recommendation of Grama Niladari

96ig@zod1 ..... QaS$alzood ............ gro{Ec: o6!zo@ ozocOdc@od

eozo ....................qd6. 9c@ EgOc6 Oeso@ ,:Q"8 qe gcqco@gc8

Eocse Aoq, Q q1E oorodo;dl @cocd qEoO o1OceO EoldQ OOq teeoEzo zod@.

I Certiff that the Applicant is a low income eamer. He/ She is residing in Grama Niladari Division
of Number in D.S. Division of ..............
in District of ............. The given information above

are correct to my knowledge.

oajoc8zo o6C8oc

In Patient

s^..
\Qrw.,,........

Date

gc@ Egoc6 qrla:r: orc Eg pgco

Signature and Rubber stamp of Grama Niladari

3. oord odOc EgOc6 Ebo{oco,

Recommendation of S. S. O

9^-"
\orw ...,.,,..

Date

o@cd odoc EeOc6 qrlesr: arc Eg pgco

Signature and Rubber stamp of S.S.O

4. gco{Ec,: o6!zo@od gp@1Ecs '

Approval of Divisional Secretary :

s^."
\oru '..........

Date

gco{Gc.: o6fol@oa} qola:a orc Eg pEcO

Signature and Rubber stamp of D.S


