ACTIVITIES FOR THE MONTH OF:___________________________________________
NAME OF LEGAL AID CLINIC:______________________________________________
NAME OF ADVOCATE/PLV:_________________________________________________	SIGNATURE:_____________________________________
1. Details of Beneficiaries

	Sl. No.
	Date
	NAME & ADDRESS & Mob. No.
	NATURE OF ASSISTANCE
	REMARKS

	


























	
	
	
	



	






































	
	
	
	

	






































	
	
	
	



