
(Healthcare) 
(FATER7 aHT) 

APPLICATION FORM FORASSISTANCE 

Koshika 
APPLICATION NO. 3HT rAT APPLICATION DATE: TAE7 61 afer 

found ation 

TOI22 0oo Building block of life. 

WEIGHT (KG) 
4TT(.) 

www.koshika.org 
contact@koshika.org 

Call: +91-11-41664297 

PATIENT's NAME qrii a7 AGE (YEARS) SEX 

Mite 2Y M Lo Rq 

NAME OF FATHER (or LEGAL GUARDIAN) 

M Mahameun Psasao 
NAME OF MOTHER (or LEGAL GUARDIAN) 

us Nkta 
PHONE NO. OF EATHER/ 

MOTHER/LEGAL GUARDIAN 
E-MAIL OF FATHER/MOTHER 

LEGAL GUARDIAN 

57. 6-T 

9z93 1u 86 A 
AADHAR NO. OF FAHER 

MOTHER/LEGAL GUARDIAN MOTHER/LEGAL GUARDIAN 
PAN OF FATHER/ 

PAN Card (tick ) Copy Attached Aadhar Card (tick ) Copy Attached 

TT Patient's Birth Copy Attached E6 . 
Voter Card (tick) Copy Attached 

Gertificate (tick ) Copy Attached 

N 623 3980392o TT (AaTm) 
(AT) 

FATHER'S OccUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER's occUPATION 
FATHER'S ANNUAL INCOME (Rs) 

0,000 INe |hakoune N.A Houseuue 

FAMILY DETAILS RarT gT fer 
Patieit 
Patir 
Methe 

PRESENT ADDRESS H5 7 TT 

oDauna RamjqumamQ Na laa, 

har, Raisthau-33 024 

PERMANENT ADDRESS Ti 9T 

S/o-DAma Ramirwnma Ra sas, 
Skr Ra4astnam- 33202 

ECONOMIC STATUS fes RafA 

Own House (tick ) YesT No Vehicle Owned 9T AI 

(specify) .A 
Any loan (specify Amount (PT/ f 
&for what & from whom) 

Total Family Income (Rs) 
|6,000 TNe NA 

(T) 
Attache 

BPL Card Attached Proof of lIncome (tick) 
ATY 51 TT ( AAT 

EWS Certlficate (tick ) gArT u ( PrATT) 

Any other (specify) b G (arT ) 
ITR Copy (tick ) 

Attached NA 



RECOMMENDED SURGERYITREATMEN DIAGNOSIS 

ENT 

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

X-Ray. Echo, TMT etc) 

Fallet's Teialgy To Seurgorq (1CR) 
(Tetralog o 

Tetsalogy el Pallet.laxgt 
e bebriein uimewbsano 
VSDt guutlet Oxlouse 
sluwbig auistobuoua 
Sewre umenosleuo 

Fallot). 
INVESTIGATION REPORTS ATTACHED 

(Tick attached) ESTIMATED COST OF 
SURGERY I TREATMENT 

(TTT) 
ISo, 00o TNR tMan PG Zt mmta). Celuos awol audeapuake 

e braeh PA's.Mdd ARE No Ceromary CrOJs 

RNOT.PoLelt toYg 

SURGERYI TREATMENT TO BE ECHO 
ECo 

CONDUCTED AT (HoSPITAL) 

NaLayona 
Mullispernllty 
Hocutal aipu t arth No LSVC. 

SURGERY TREATMENT TO BE 
CONDUCTED BY (DOCTOR) oilated AA/V wtn RVH 

Dr.ul horna NOmal vedutular 
uwwuue 

FINANCIAL ASSISTANCE FOR SURGERY/ TREATMENT from OTHER SOURCES 

Own funds 
Employer 

Insurance |/0,ooO INR P 
NA N A 

ESI 
ECHS 

Govt. (specify 
agency& amount) NA N A 

N 
ASSISTANCE SANCTIONED AVAILED FROM KOSHIKA 

TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KOSHIKA (RS) 

Ho,000 INR 

AMOUNT PAYABLE BY KOSHIKA TO 
(WHICH AGENCY) 

Nanayams Hrudayala Lmuled 
Please see overleaf for terms & conditions of Koshika's assistance 



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

1) have requested financial assistance from Koshika for treatment/surgery/medical intervention for.. 
me as.. further confirm that l am legally authorised to make this declaration & below-mentioned'Agremenf on 

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

2)1 hereby confirm that all detalls in this Form are True to the best of my knowiedge. Any falso statoment will ender my Applcalon & 

ongoing assistance, if any, liable for rejection/cancellation. 
3) solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the "purpose", as stated in this Form, 

for which such assistance was requested by me. 
4)I hereby confirm that I have not & will not in future, aval of reimbursement, In part or In ful, from any other source 

employer/insurance company, of the amount for which this assistance is granted by Koshika. 

s .. Who ls relatod to 

9. Hd2)...TMFARarria smÀY , R» AA...ACI..., fAr-51 5rdd4rFI À Gfs 

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, Ion behalf of the patient (beneficiary of grant by Koshika 

Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to use/publish/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 verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating 

information about it's activities/achievements. Such use of the patient's photo & details can be made by Koshika Foundation 

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

3) I(Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance 

is requestedigranted, 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 oftreatment/death of patient, during or after the 

surgery/medical intervention 

5) The amount of financial assistance granted by Koshika Foundation, wil be payable by Koshika, after completion ofthe 
treatment/surgery/medical intervention, directly to the Hospital where the treatment/procedure is carried out, against bills raised by 

the Hospital. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION 

gRE (Patho) 

pD rdi M 



AGREEMENT by HOSPITALI DOCTOR ETFHeT/3trer ETRT 3Tgs 
By aixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance iron 

Koshika Foundation, we (Hospital/Doctor) hereby affirm & accept following 
)hat we neither presently nor will in future avail of financial assistance from another NGO or any other source, Tor the same 

patientcase, to the extent that such assistance is granted by Koshika Foundation. If the said assistance is not granted Dy 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 tOr ie sai 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/conductea 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/Doctor will assume sole & complete responsibility of the treatment & its Outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter. The Hospital/Doctor agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence etc, in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika Foundation. 

RECOMMENDED FOR ACCEPTENCE 

Date of Surgery 

Dr. SUNILSHARMA 
MoBs, MS (Genurgen) 

MCH (Cerdto Theraete s Sergery) 
Coneukn Cerdie Surgy 

Reg. No.: 29267 
Nerayane MMpecietity Heepital, JAPUR 

BALWINDER SINGH WALIA 
Facility Director 

Narayana Multlspeciality Hospital 
JAIPUR 13/1 2 

(Name, Designation & Stayhp of Authorised Signatory 
on behalf of Hospital) 

(Name of Dr. & Regn. No. with Stamp) 

FOR INTERNAL USE of KOSHIKA FOUNDATION HfFEsÈ ATFafa 3yT R 

SIGNATURE of TRUSTEE2 
ATR IAT (2) 

SIGNATURE of TRUSTEE 1 

EKTT (1) 
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