"Bi-lengual Templates - CDPO Office use only"

(W1 g3 B Pacl AfIPa ARGAT B Hegd fhar ST =nfey)

(FILLED UP FORM SHOULD BE SUBMITTED TO AUTHORISED PERSONS ONLY)

BH 1 9
Form 1-C
TEFHAT AT G Aron (PMMVY) ST Jeira fea 8g emdes wi
APPLICATION FORM FOR CLAIM OF THIRD INSTALLMENT UNDER PMMVY

* I8 WG WRAT e 8 |

Mandatory fields

1- rvTeff @1 A *
Name of beneficiary*:

2- AR &1 97 ARl @ 3V uREy 1 S ¢ (O U= B
Ui e o) S URey U= foar 131 S99 R HEl B 2 o)

Aadhaar/ Identity number of beneficiary*:

3- yg / f&oiae &1 feAie *
Date of delivery Yes No

4- 1 9 /el to sgAifcd @RI s A gs oAt * & (O T O

If Did the delivery take place in Government approved facility?* Yes O No O

a. Ifs g, a1 Srgeifad TR gfaer &1 M
a. If yes, Name of Government approved facility
5- AT & T8d Ugel | Uolidpd 8 &R B, (T Fe &1 R o) 8 OO
(@ =&, a1 B 1-v) @ €, o1 gadt @ ufafrfy 1 ufy der w)
Tick yes, if already registered under the scheme: Yes(CD No O
(If no, then fill Form 1-A) (If yes, enclose copy of Acknowledgement Slip)*

6- 9= /gl dr fofiT *
Gender of Child/ Children*:
a. O Y99 O AT (®uar I8 &1 e o)
o Male o Female (Please tick)
F3 o ® A |, FrEferlRad & W
In case of multiple births, fill the following:
b. 0 g3Y 0 Sl (GUAT ¥ &1 [ 1Y) (Fedl g=dl &AM H)




cOMale oOFemale (Please tick) (in case of twins)

c. O YoY O ARl (HUAT W&l &7 9= o) (Th AT S O = &

HHel H)
oMale OFemale (Please tick) (in case of triplets)
d. 0 939 0 A (U1 FE! HT e o) (TH T ST IR 9edl &
Al )
oMale OFemale (Please tick) (in case of quadruplets)

7- %A Bl BB D USA T W oY Y Sl — *
First cycle of Vaccinations given*:
a, ST ATy / eew: ST C 6 O

BCG or equivalent/substitute : Yes No

b. e o wwew / Reew: 8T © & O
OPV or equivalent/substitute: Yes No

c. SN I wHeE / fpew: 8 © =& O
DPT or equivalent/substitute: Yes No

d. evesfew— & o1 weEe / e & O 7E O
Hepatitis- B or equivalent/substitute: Yes No

8- AHTHT BT gl b qUf B HT faiap *

Date of completion of first cycle of vaccinations*:

9- afe feamfeal =1 fd i Rod 99 /9 ged & G & WHGR & & d

Tick ‘Yes’ if beneficiary reports case of any previous still births: Yes No

10-  gfy Hew= & *
Enclose copies of*:

a. 9=d &1 9 Y907 99
Child Birth Certificate

b. SFTHROT & fAaRoT & | THAT B

MCP card with immunization details
11- STt B TRy AL
Health ID of beneficiary:

12- JMTFATS! BRG] RT WRT WM el faaor

Details to be filled Anganwadi Worker / ASHA /ANM



13-

IS HRIGA! RT U_T S

Anganwadi Centre Name/Approved Health Facility Name

ANHATS! g Bls *

Anganwadi Centre Code*:

T/ IAER BT ATH:

Village/Town Name:
T Pl *
Village Code*:

IMTATS! BRG] Bl M *

Anganwadi Worker / ASHA /ANM Name*:
SIhER Dl AMH

Post Office Name:

gRATSTT:

Project:

ﬁ"rl?r[T *

District*:

W *

State/UT*:

armeft gRT i e 3 e FA @l fiAie *

Date of Claiming 3rd Instalment by beneficiary*: /

14-

e / TUATH DT I DA dl i * ¥

/

o

Date of submission to Supervisor / ANM*: /

e SEIAull Pl APfere:

Checklist of Documents enclosed:

/

qifed T&aS (SR Helt™ &)

Document to be enclosed (photocopy to be enclosed)

et eXdTdl &l Y
Document Enclosed
Yes- Y

9.
h

No
1

AT BT IR Fre
Aadhaar Card of beneficiary

THAIYT $TIS SIBIBRUT [daRuT & A1

MCP Card with immunisation Details

g BT o YHIT 9
Child Birth Certificate

ARG gTael! (TSl HRIGAl g1 &l T
ESECIEER R RIES )

Acknowledgement Slip

TER / IS &1 fAema IENIED

Signature/Thumb Impression Date

Place




YURAIEOR  gRT |9+ *

Verification by Supervisor / ANM*

# s q B H urd @ TS SHeRT b dafid fhar @ sk
g wH faftad gof 2

I, Smt. have verified the information captured in the form and that the form is
duly complete.

TEIER kil s AR IS
Signature Name Date Sector Code

ArRft B oA 9l urad /AR @ETEEl g FRidat gR)

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

UM /TR AH

Village/Town Name*:

AATET B BlS *

Anganwadi Centre Code*:

g Bre *

Village Code*:
AATATS! PRIBAl BT AT *

Anganwadi Worker / ASHA /ANM Name*:

SIhEY Pl TH

Post Office Name

Hdex B -H

Sector Name:

URATSAT / R sl &l ATH

Project/health Block Name

forer




District*:

N *

State/UT*:

el * () = (feeT®) TR BF 1— Tdfove & AR
SISl & A fafad w9 W W1 U b g |

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

BRIER fasian T

Signature Date Place



