
 

 

 
 
 

Healthcare Support Program              
Registration Form -   

 

 

 

Beneficiary  Information:                                                                          

Name 

____________________________ 

Father / Husband Name 

__________________________________ 

Date of Birth 

__ /__ /____ 

Age 

________ 

Gender 

 

     Male             Female Contact No:  

__________________

Marital Status      Unmarried              Married                      Divorced 

CNIC No: 
 

     -        -  
CNIC Expiry Date 

___________ 

Profession 

_________________________________________ 

Monthly Income 

___________________________ 

Job Status      Employed               Unemployed              Self Employed                 Other 

___________________________

Disability      No               Yes         If Yes! Then, Type of Disability____________________________________________ 

 

Total Family Members Living With You:          Male _______      Female _______      Total Members _______ 

Sr no: 

 
Name of Family Members 

م  

Relation Age  Marital Status Monthly Income 

1      

2      

3      

4      

5      

Total Monthly Income 
 

 

   6th  Liaqat Road Opposite Hamid Ali Shah Masjid 
Sargodha 40100 Pakistan 

Tel: +92 48 3740666 Fax : +92 48 374066 
Email: info@helphumanity.net 

Website: www.helphumanity.net 

Date 
___ /___ /_______ 

REF#(for HELP office use only) ___________ 

 

Passport Size Photo 

 



Family Members Who Are Studying: 

Sr no: Name of Family Members Relation Name & Address 
of Institute Fee Per Month Tuition per month 

(If applicable) 

1      

2      

3      

4      

Total Fees & Tuition Charges 
 

 

 

 

 

Beneficiary  Health / Medical Information:                

Blood Group 

_________________                  

Are You Taking Any Regular Medication         Yes             No 

 Are You Covid’19 Vaccinated? 

 

        Yes             No 

 Are you ever infected any of these disease?         Tuberculosis (TB)                  Hepatitis                           HIV (Aids) 

        

Disease 

1)_________________                      2)___________________________    3)__________________________  

Medical Condition      Normal               Swear Are You Under Treatment?         Yes             No 

Doctor’s Fee 

__________________________                      

Required Expense For Treatment 

___________________________                      

Beneficiary  Doctor / Hospital Information:              

Hospital Name 

____________________________________ 

Contact No: 

______________________________ 

Doctor Name 

____________________________________ 

Specialized 

 ______________________________ 

Address 

_______________________________________________________________________________________ 

Declaration:          It is hereby declared that all the data / information / facts rendered above all best of my  
                                 Knowledge and belief, nothing is concealed. 

۔  

Date 

___ /___ /_______  

Signature of Applicant 

_____________________________ 



---------------------------------------------------- To Be Filled By HELP Office ---------------------------------------------------- 

 
 

 
 

 
 
 
 
 

Required Documents                                                                                

 Copy of CNIC  

 2 Passport Size Photos                                                                                                       

 Doctor Latest Prescription  

 Latest Medical & Laboratory Reports                                                                     

 Covid’19 Vaccination Certificate  

 Children Vaccination Letter or Certificate                                           

 

Donation Type:                                                                                                                                                
 
Monthly Yearly One Time Continuously 

Amount In Figure 

_________ 
Amount In Words 

______________________________________ 

Approved Amount:                                     
 
 
Total Amount (in figures) _________________ (In Words) _________________________________________________________ 

                                                  

The statements made by the applicant are correct to the best of my knowledge. 

 

Date ___ /___ /________ 
 HELP OFFICE  

Name & Signature with stamp 

 


