HEHT B g omeT o

PAPPLICATION FORM FOR ASSISTANCE

APPLICATION NO. : sy i

(Healthcare)
(W@res @)

APPLICATION DATE : amde= it fafdy

J | oM 22 boy rs/u/m);-
PATIENT'S NAME : 2t 37 7 AGE (YEARS) SEX WEIGHT (KG)
e oy (il &) Rim | W (Ream)
Auebal Mocog e B | B (333K

NAME OF FATHER (or LEGAL GUARDIAN)
R (o e wrars)

Moo (/L\flfwd){ﬂ g,{x\ Q,ZQJLQA,

NAME OF MOTHER (or LEGAL GUARDIAN)
= (ar Qi wRs) @ T

foundation

Building block of life.

www.koshika.org
contact@koshika.org
Call : +#91-11- 41664297

PHONE NO. OF FATHER/ | E-MAIL OF FATHER/MOTHER/
MOTHER/LEGAL BUARDIAN LEGAL GUARDIAN
A A ar dufE T wa /A @ e d@wew
F B H. 1 -3 o
%Q%Tgﬁ? £SBG VA B
PAN OF FATHER/ AADHAR NO. OF FATHER/ | IDENTITY Gea
MOTHER/LEGAL GUARDIAN MOTHER/LEGAL GUA‘RDLAN PAN Card (tick ) Copy Attached Aadhar Card (tick /) | Copy Attached
A Ii"a:Taql 'q'[ 76 e HIT/ ”‘:ﬂ“ Rl a"";_ % HOH i e (v Fram) iy e («Fam) | ofy d@w=
= Voter Card (tick ») Copy Attached c E:Itfii"::{: Big(h /) Copy Attached
V. A 77 Q0 SQ6Q 10| e & («Fram) | o e o e ey | Y e
v Fram)
FATHER'S ANNUAL INCOME (Rs) | FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
fmr #1 affs s T &1 =5aa™ Ti it affe e o & =EEg
@ i
30,000 TN | Labhoun A He«m&a«}v&e

PRESENT ADDRESS #f¥9a% & el

FAMILY DETAILS 9ReR & fega g

S0 - Lodo , Hordol Rogl, Omum'ﬂ
Grolo WQ/V\ TM a,ud
Luehres ump

Folren

Mellren

Palren

2271o 7 2 b [(AA:/Q
PERMAN ENT ADDRESS
Clo Mﬁgﬁ%ad Oy ¥ann —
&[@{a Llu,a,um / MM
Luohvew jullan Provolest - V227107
ECONOMIC STATUS afiie feafi
i N Vehicle Owned TG aTed
o E el S T NA
Total Family Income (Rs) B Ary loar fspecity. mmt i j‘\: mff:;) (s N :}
qREr 1 Fa T 0O O UV ,
(. Famr) 30*
BPL Card / .4t
$;°§'£$Tf g:rkmil %ﬁ EWS Certiicate (tck mq:ﬂ/f ?mqf Amd
TR Copy (tick Altached Any other (specify) % & (P ¥)
et o 5 (. ) e v B




4

BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE
(Attach coples of Inyestigations reports like
X-Ray, Echo, TMT etc)

W o we s @ it R

X, t A A, o
( Sire = wfdt smd)

%},Qm‘c VLIVITUN HQL’O'
o

yammmar {low aoxed ALD
L2 5mm) cad VAD.
broed flow Gn toufluent
bsamoln PR, Gonene
(Mo PGt Tovmm H@'
Teoee TR . NoME \Slatod

fumcliow . No MC/&AM
%{gwbu :

Poltowk bildatoral RD lewn

bramok Ph's b Novwal

RN | RY . Grood Vewbueule

DIAGNOSIS
FrEF

pilafecal QLo
Lt Lemere
Pg.

N “

RECOMMENDED SURGERY/TREATMENT |«
MﬁmSUwU
2 ’r
F@/V'LKQAA
prf@@@o@wff 2

INVESTIGATION REPORTS ATTACHED
- (Tick attached)

ity Rdré g &
(«ﬁmm)

ESTIMATED COST OF
SURGERY /| TREATMENT

FoAl /gemer H FFAC T
2,50, 000 INR

FCHo
B CY

SURGERY / TREATMENT TO BE
CONDUCTED AT (HOSPITAL)
ool /et e seqare # BRam e

SURGERY /TREATMENT TO BE
CONDUCTED BY (DOCTOR)

Tl /39 A g ShRT FH AW

D - fkid et

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

mﬁm%mmﬁﬁﬁﬂmﬁr

Own funds Employer Insurance
ST N i o e N. b Ll (W& j;
gilﬂ - E‘c‘;’is Govt, {sgecify ;
SN Hl.og.ug agenc amoun
- ey L0

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

HIRET BESIT A W / o werEar

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

R B g
e A (Wo)

2)101000 TN R,

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

i amr ofy
e g 9 2

N()%M H“‘U&aﬁaim%a Lucuke

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

FAE 0 & S Al qeraa 3 Frad it o o gy o= )

]

o

,-4



f

/ CECLARATION by APPLICANT or P.

K

A

%, , o
%

ARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1)l have requested financial assistance from Koshika forlrealmenl{surgerya’medica! intervontionfor.........................whols relalod L

il  further confirm that | am legally authorised to make this declaration & below-mentioned 'Agreament’ :( o

pehalf of the patignt (beneﬂciaryofﬁnancial assistance by Koshika Foundation) h ' "

2)! hereby confirmthat all details in this Form are True to the best of my knowledge. Any false statement will render my Application &
liable for rejection!cancellalion.

dation, will be used only for the “purpose”, as stated In this Form

ongoingd assistance, ifany,
m Koshika Foun

3)l solemnly confirm that assistance, if received fro

forwhich such assistance was requested by me.
4)| hereby confirm that I have not & will not in future,
yer/insurance company, of the amount forw

mbursement, in partorin full, from any other source/

avail of rel
shika.

hich this assistance is granted by Ko

emplo
atdes & A mﬁm—ﬁmw%mﬁﬂswﬁmm: iﬁ?
9. ﬁ%m ........ WW/WW%W,%R’Q‘& FaaAR AL 8, M wrEde & sufls
waﬁﬁq&gﬁfm/ﬁaﬁsﬁ ﬂﬁmﬁﬁ'ﬂmﬁtﬂaﬁr@@ﬂ#qzﬁr}%

x.ﬁsﬂ%mg&raﬂmﬁsﬁé 3
a,ammgﬂwﬁ,aﬁrﬁémwﬁmgmﬁmﬁm%aﬂr#

AGREEMENT by APPLICANT or PARE

up treatment, if sorequ ired
this Form, lon behalf of the patient (beneficiary of grant by Koshika

s Trusteesto useipublisha’put—upfreproduce the patient's
requested!granted, through any medium,

shika Foundation and/ordisseminating
shika Foundation

rrange my own funds for any follow-
mb impressionon
d authorise Koshika Foundation andit’
rwhich such assistance is
ons for Ko

1) lagreetoa
2) By affixing my signature or thu

Foundation), hereby agree an

name, address, photo & details of the "p

including but not limited to verbal, print, e
on aboutit's activities/achievemen
before or afterthe patient's treatment or fulfilment of the "purpose
eragree thatany such use of my name, address, photo
entitle me for receiving or continuing t
lely wjth the Trustees of Koshika Foundati

urpose", fo

lectronic, for soliciting donati
ts. Such use of the patient’s photo & details can be made by Ko

" for which assistance is requested/gra nted

& details of the “purpose”, for which such assist
he said assistance. The decision for granting
on, and their decision in this regard will be

informati
3) I (Applicant) furth ance
is requested!granted, will not automatically
and/or continuing the assistance will restso

final and acceptable to me.

4) lagree notto hold Koshika Found
surgery/medical intervention

5) The amount of financial assistance gr
treatment/surgery/medical intervention,

the Hospital.

aﬂﬁ:'muﬁﬁ%ﬁraﬂaﬁm%mﬁmmﬁm g
A FIA FH GEHd
q.g%ﬂ%mﬂﬂ“ﬁﬁmmﬁﬁﬁ(@ﬁm‘m%aﬁﬂﬂmmﬁl)ﬂﬁaﬁtﬁaﬁﬁrﬂmﬂ' i
wﬂmmmﬁmgngfﬁmﬁxmm@i@mm s
g?m,yrmﬁmmﬁﬁﬁm%mw,mwmﬁmﬂgﬁm T
a-@mﬂ maﬂg;ﬁmgﬁsﬁ?qﬂﬁ,qﬁawaﬂmﬁ%ﬁmfmwwlﬁ
Hmaﬁ_{w mlﬂmfﬁw@mﬁmmwﬁ?@ﬁaﬁrm mm@_wmﬁwmmﬁ
3ﬁw%m%5;qﬁwﬁ§ﬂwﬁmmﬁq@rﬁ?MWm & Nl
. _ weqda § & gamt /A fafeeda swag ar s 7 AT @ [ VaiRlil
&'mmﬁma&mW@Wﬂml BN W T i
maﬁ"g""ﬁ(ﬁ' 5 o g ST HeETa, gaTST Saeidl R BET @B EE| BT

Eeqe B & o, ot Eeer BT T ¥ L« Oy, R g9 T &l $

ation & it's trustees responsible, in case of failure of treatment/death of patient, during or afterthe

Koshika, after completion of the

anted by Koshika Foundation, will be payable by
cedure is carried out, against bills raised by

directly to the Hospital where the treatment/pro

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

IASE F BT A A SIS F P9
T —m@RwaL (Fater)




AGREEMENT by HOSPITAL / DOCTOR  Efefieat /Sfaet &l A

—

By affixing 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
patient/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 essenﬁélly statesthat the Hospital will not avail any duplicate assistance for the same
patient/case from any other NGO or any other source.

2) The assistance lrom 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/Doctor 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 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.
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