
(H
ealthcare) 

Koshika 

APPLICATION 

FORM
 

FOR 

ASSISTANCE 

f
o

u
n

 
d

a
tio

n
 

A
PPLIC

A
TIO

N
 

D
A

TE 
: A

PPLICA
TIO

N
 

NO. 

Building 

block 
of life. w

w
w

.koshika.org 
contact@

koshika.org 
Call 
:+91-11-
41664297 

2
|felan

y
l2

0
4

 

To2 
2

4
2

2
 

W
EIGHT 

(KG) 

SEX 

AGE 
(Y

EA
RS) 

PATIENT'S 
NAM

E 

HIY 
(qt 
) 

|M
 

Puyansu 

NAM
E 

OF 

FATHER 
(or 

Mr 
R

y
e
m

 

N
A

M
E 

OF 

M
O

TH
ER 

(or 

LEGAL 

G
U

A
RD

IA
N

) 

rs 
Sona 

CA
U

S 

E-MAIL 
OF 
FATHER/M

OTHERI 

LEGAL 
GUARDIAN 

PH
O

N
E 

NO. 
OF 

FA
TH

ERI 
M

O
TH

ERILEG
A

L 
G

U
A

RD
IA

N
 7

3
5

7
2

4
 

3734 4
G

 

ID
EN

TITTY
 

Aadhar 

Card 

(tick 
) Copy 

A
lteched 

Copy 
Attached 

PA
N

 

Card 

(tick 
) 

AADHAR 

NO. 
OF 

FATHERI 
M

OTHER/LEGAL 
GUARDIAN 

M
OTHERILEGAL 

GUARDIAN 

PAN 
OF 
FA

TH
ER/ 

Copy 
Attached 

Patient's 
Birth 

Certificate 
(tick 
) 

Copy 
Attached 

4. Voter 

Card 

(tick 
/) 

(
r
)
 

X
X

X
X

X
X

X
5|40 

M
OTHER'S 

OCCUPATION 

M
OTHER'S 

ANNUAL 

IN
CO

M
E 

(R
s) 

FATHER'S 
OCCUPATION 

FATHERS 

ANNUAL 

INCOM
E 

(Rs) 

Homemakor 

House-helb) 

72,000 
IN

R
 FAMILY 

DETAILS 

qfrarr 

fargT 

faq
T

 

tatlen
 

M
ollea 

Shenus, 
tonPradeulhp613s 

Shahabad, 
S

hessapu 

PR
ESEN

T 

A
D

D
RESS 

4Y
4E

 
I qGI 

PERM
ANENT 

ADDRESS 

4Tt 
VaT 

ECONOMIC 

8TATUS 

f
E

 

ffa
 N

A
 

V
ehicle 

O
w

ned 

4 14T (specity) 

Yes 
(N

o 

Own 

H
ouse 

(tick 
/) 

Any 
loan 

&
 

18,0001N 
R

 

Total 

Fam
ily 

Incom
e 

(Rs) (/ 
frnrs) Attached 

BPL 
C

ard/ 

Alyded 

Proof 
of Incom

e 

(tick 
/) EW

S 

Certiflcate 

(tlck 
) yHr 

q
(
f
t
)
 

Any 

other 

(specify) 
t q

y
 

(a
q

q
y

) 

Attached 

ITR 

Copy 

(tlck 
/), 

H
$

 
af 

LEG
A

L 
GUARDIAN) 

(specify 

Am
ount 

(
r
T

H
 

q for 

what 
&

 

from
 

w
hom

) 



BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE 
(Attach copies of Investigations reports like 

X-Ray, Echo, TMT etc) 

to RPA wiitle nomal 
iugu D G7len sitd FoR DoRVt VsD 

hae venos fsLo. 
Lamna ew aces 
Ka nge AsÖ (1a wm)aud 

ESI 

Own funds 

VSD. Trace 7R. Traee 
Me boocl few aorOS 

PA baal ( na Po=76 
mmtg) Good Veutitulot 

bneien. No kericondal 

rO,0001N2 

TOTALAMOUNT OF ASSISTANCE 
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Please see overleaf for terms & conditions of Koshika's assistance 
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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 
1)| have requested financial assistance from Koshika for treatment/surgerylmedical intervention for 

who is related to 

|further confirm that l am legally authorised to make this declaration & below-mentioned Agreeme 

behalf of the patient (beneficiary of financial assistance by Koshika Foundation) 

2)| hereby confirm that all details in this Fom are True to the best of my knowiedge. Any false statement will render myAppua 

me as 

ongoing assistance, if any, liable for rejection/cancellation. 
3)isolemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated inisrom 

9 

for which such assistance was requested by me. 

4)| hereby confirn that I have not & wil not in future, avail of reimbursement, in part or in full, from any other source 
employer/insurance company, of the amount for which this assistance is granted by Koshika. 

AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 

1) lagree to arrange my own funds for any follow-up treatment, if so required 

2) By affixing my signature or thumb impression on this Form, I on behalf of the patient (beneficiary of grant by Koshika 

Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to uselpublish/put-up/reproduce the patient's 

name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any medium, 
including but not limited to vertbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating 
information about it's activitieslachievements. Such use of the patient's photo & details can be made by Koshika Foundation 

before or after the patient's treatment or fulfilment of the "purpose" for which assistance is requested/granted 

3) T(Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance 
is requested/granted, will not automatically entitle me for receiving or continuing the said assistance. The decision for granting 
and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision in this regard will be 

final and acceptable to me. 

4) lagree not to hold Koshika Foundation & it's trustees responsible, in case of failure of treatment/death of patient, during or after the 
surgery/medical intervention 

5) The amount of financial assistarnce granted by Koshika Foundation, will be payable by Koshika, after completion of the 
treatment'surgerylmedical intervention, directly to the Hospital where the treatmentprocedure is carried out, against bls raised by 
the Hospital. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 



AGREEMENT by HOSPITAL / DOCTOR ftestET AT 3y 

Ry afixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance from 
Koshika Foundation, we (Hospital / Doctor) hereby affirm & accept following 

1) That we neither presently nor will in future avail of financial assistance from another NGO or any other sOurce, for the same 

Datient/case, to the extent that such assistance is granted by Koshika Foundation. If the said assistance is not granted by 
Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any 
other source. This confirmation essentially states that the Hospital will not avail any duplicate assistance for the same 
patient/case from any other NGO or any other source. 

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted 
by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and is in no way 
influenced by Koshika Foundation. Hence, the Hospital/lDoctor will assume sole & complete responsibility of the treatment &it's 
outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter. The HospitaVDoctor 
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on accOunt of medical negliqence 
etc, in course of carying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika 
Foundation. 
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RECOMMENDED FOR ACCEPTENCE 

MS., M. Ch. FAICS 
Director 8 Head of the Department 

Caulac. 

SIGNATURE of TRUSTEE1 

SAWINDRSINGHWALIA 
Fatility Director 

Nara Multispeciality Hospltal 
JAIPUR 

(Name, Designation & Stamp of Authorised Signatory 
on behalf of Hospita) 
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