"Bi-lengual Templates - CDPO Office use only"

(T g B Dael AP ARHAT BT IR AT ST ARY)
(FILLED UP FORM SHOULD BE SUBMITTED TO AUTHORISED PERSONS ONLY
B 1—d
Form 1-B
TEHAT A deT dorn (PMMVY) sta fadi fea 8g emdea i
APPLICATION FORM FOR CLAIM OF SECOND INSTALLMENT UNDER PMMVY

* g GBI 9T S 2 |

Mandatory fields’
1. ¥, 2| (GraTRit $1 YSiigd AM) PMMVY
I ATS! By / IS R B /g
I, Smt. (Registration name of beneficiary)*had registered

under the PMMVY scheme with Anganwadi Centre / Approved Health Facility /Village

% H Yoligpd % |

3. MR H&r Jramrelt @ 3 uRey ux g@&r * (1O U B
Ui e &) S U=y uF feam a1 S9 ) WEl F1 e @)

Aadhaar/Identity number of beneficiary*: (enclose copy of proof)
Identity Proof provided (tick one, as appropriate):

a) 9% T TIHER UTHgS &l Bl
Bank or Post Office photo passbook
by HJGIAT Ysdlid U=
Voter ID Card
c) NI Eb‘l?i
Ration Card
@ THaF Bier gag®
Kishan Photo Passhook e
e) Wﬁ]—é
Passport
IRSIEIC URSIESES
Driving License
g U B
PAN Card
n HIATT Sitd Bre
MGNREGS Job Card
) RGRI AT FAGIe SUHH gRT o fhu T I9® afd &1 SR ggar ud




Her husband’s Employee Photo Identity Card issued by the Government or any Public Sector
Undertaking

P S YHR gRT SR 39 gRey uF
Any other Photo Identity Card issued by State Government or Union Territary
Administrations;

o AR BN ERT MfEGIRS deves R ORY uga 93 5 W wrer
o &f
Certificate of identity with photograph issued by a Gazetted Officer on official letterhead;

y UrRIfAe WRey g (QIeeRdl) a1 WREN) U §RT ORI @Ry Hhe
Health Card issued by Primary Health Centre (PHC) or Government Hospital;

m) NI ENPR §RT ORI 3T &g fal¥re axdmaw

Any other document specified by the State Government or Union Territory Administration

4. IS D5 /I H NUHATAIAE ® ded dolidxe ) i *— —/— — /— —

Date of registration under PMMVY at Anganwadi Centre /Village*: -- -—/-- /- -

5. QU Rl * — — /= — /= —

ANC Date*: - —f-- -- /- -

6. @I oG Yd 9§ Uoligpd 8¢ 8l O 8l O
@fe 781, ar ®F 1-v W) @R g, 91 Mg B 1-¢ F grady b B gy
Tl &)
Tick yes, if already registered under the scheme*: Yes No (If no, then fill Form 1-A) (If
yes, enclose copy of acknowledgement slip)*

7. PMMVY 31<Tid g% fbed &1 arar e+ @ faid *— —/— — /— —
(Tl TS, 3R SMER Fle /Ugd  UF @ U Ul Her e &)

Date of claiming the second instalment under PMMVY scheme* : -- --/-- --/-- -- (Enclose a copy
of MCP Card, and Aadhaar/Identity Card)*

8. el &1 wRey AESN:

Health ID of beneficiary:

TR / 30 &1 e ESIED I

Signature/Thumb Impression Date Place




9.

10.

AT BRIBAT FRT ART ST

Details to be filled by Anganwadi Worker / ASHA /ANM

Anganwadi Centre Name/Approved Health Facility Name:

Anganwadi Centre Code*:
Mg /- BT M

Village/Town Name:

g Pls *

Village Code*:
SIS BRIGl bl AT *

Anganwadi Worker / ASHA /ANM Name*:

SIHER Pl dMH

Post Office Name

gRITT:

Project:

e *

District™:

g *

State/UT*:

HoT = SIS Bl Thiee:

Checklist of documents enclosed:

Acknowledgement Slip

. qifesd GwTd ol T STl
h Document to be enclosed Bi— Y
.No Document Enclosed
Yes-Y
1 AT BT MR HTe / YgaAH U
(@& S gl & gag fear o)
Aadhaar/Identity Card of beneficiary
(Identity Card should be same as the one used
for registration under the scheme)
2 QU fdeRor & |1l TRl B
MCP Card with ANC Details
3 DT gradl (Uerd fbeg @)




AT % /UM H PMMVY AT & T80 §HN (el &1 T & o faid *
— / — =/~ (&% /e /6)
YD/ TEIEH B ARG S B faid ¢+ — /- — /-

Date of claiming second instalment under PMMVY scheme at Anganwadi Centre /Village
(dd/mm/yy)*:

Date of submission to Supervisor / ANM*: - / [
THIIER, fastis ®©IH
Signature Date Place
GURATESR gRI [T
Verification by Supervisor / ANM*
§, s (YURETSSR &1 /) 4 9 adad d urd
®I T THGRT BT Famua fhar g iR wua fafdad qof 2
l, Smt. (Name of Supervisor / ANM)* have verified the information

captured in this form and that the form is duly complete.

BXIER IERIED TR DS

Signature Date Sector Code




TRl @ & S dTell gradl / AAIpia (STTaTS! §RT $Riddl gINI)

Acknowledgement to be given to the beneficiary* (by Anganwadi Worker / ASHA /ANM)

UTH /AR A

Village/Town Name*:

JTATS! g BIS *

Anganwadi Centre Code*:

g Bre *

Village Code*:

AMTAATS! BRIGAT BT AT *

Anganwadi Worker / ASHA /ANM Name*:

SIHEN Pl H

Post Office Name:
JFex BT AT

Sector Name

qRATSAT / @Ry il &I A

Project/health Block Name:

foren

District:

qST *

State/UT*:

el * @A) A (f3Fi®) IR B 1—d ddfone @ AR
xSl & e fafad w9 9_7 uega e 2

Smt.* (Name) has submitted duly filled Form 1-B
along with documents as per checklist on (Date

B8R fasien I

Signature Date Place




