1. ufew wremwg Araredt &1 a9
Name of ADIP CI Beneficiary
2. ot A At
Date of surgery
3. gt g AT A
Name of Therapy center
4. JfUEE FT A
Name of Therapist
5. s forT arw Sy = A A
No. of therapy sessions attended
6. R Fam R aE (V) CRERMAIERKIE R PR S RS C IR L L)
AT S = ford e, stega, 7aa<, fadew) 20
Tick { ¥ } the months attended and (January, February, March, April, May ,June, July,
write the year attended for therapy. August ,September October, November,
December) 20 .
7. AT O T T H 2 WedT %, 200/- X St =it
Cost of travelling . o
T HEAT, FA TAHCE
Rs.200/-per session travel allowance X no.
of therapy sessions Total Rs.
8. SrfreTae &1 918
Parent Name
9. =Tt IqT UF HUE .
Permanent address and contact no
10.  SESAue TTvwe 2 AT & T AT T AT
. Name of the bank & address:
T o AT

TS Hismg (ADIP Cl) FISHT % T87 ITAT WedT fo e
Therapy Travel allowance bill under ADIP CI Scheme

Parent bank details for RTGS
transfer:

GIAT U1 T 719
Name of the account holder:

&% 999 9TaT 9.
S.B.A/C No:
AEUHTHAT Fl
IFSC code:
TITA/Place:
fafar/Date:
ATHATA F gearer?

Parent’s Signature

(Parents are requested to take print of the form, fill it, attach therapy attendance sheet and front
page of bank passbook, scan and send it on the following email address:
ayjnishdadippor@gmail.com)



