
APPLICATION FORM FOR ASSISTANCE (Healthcare) 

Koshika 
APPLICATIiON NO. 3RA7 97 HEI APPLICATION DATE: 1TR4 26} fii 

foundation 

DS2/o5 25/5/ 20 2 Building btock of life. 

www.koshika.org 
contac@koshika.org 

Call: +91-11-41664297 

PATIENT'S NAME: Pi 1 AGE (YEARS) SEX WEIGHT (KG) 

qT (.AT.) 

Ceetokea Bawa MF 36R 
NAME OF FATHER (or LEGAL GUARDIAN) 

Mrawt Rwna 
NAME OF MOTHER (or LEGAL GUARDIAN) 

Mys Rami Rumari Bavtin 
PHONE NO. OF FATHER 

MOTHER/LEGAL GUARDIAN 
|E-MALL OF FATHER/MOTHER 

LEGAL GUARDIAN 

T- 

646696 03 V.A 
AADHAR NO. OF FATMERI PAN OF FATHER 

MOTHERILEGAL GUARDIAN| MOTHER/LEGAL GUARDIAN Aadhar Card (tick ) Copy Arached 

TT T(FT)|Aa FiTT 

Patient's Birth 
Certificate (tick ) 

PAN Card (tick /) Copy Attached 

5HTTT 7. bter Card (tick/) Copy Attached Copy Attached 

NA A26056 62/778 
FATHER'S ANNUAL INCOME (Rs)| MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OcCUPATION FATHER'S OccUPATIOON 

75,bo0 INR Laboun NA HHLaewte 
PRESENT ADDRESS T4T5 T FAMILY DETAILS far PRTT RaK 

So-Hasuauka15,Surymub 
uoad ke PoaA Tuann,Tugo 
Alubn, Tyanl ,Rajasuanr, 

olHI 

Paluem 

Motnen 
Patlae 

PERMANENT ADDRESS T S/o-Hoishamkn IS, Lurajmula 
eoo R pas, Tyona, Toya 
|falwo ianan, Ratastna3ol/1 

ECONOMIC STATUS A5 af 

Ves/ No N A Vehicle Owned 9 T6 Own House (tick ) 
374T ( MT) (specify) 

Any loan (specify Amount a (TT/5H g 
& for what & from whom) 

Total Family Income (Rs) 

oftar T AT 

T) 
75,6o0TNI2 

BPL Card Proof of Income (tick ) Attached Attached 
EWS Certificate (tick ) HTT ) 4T4 5 HTT (/ MT 

Any other (specify) za_ 3 (a ) N A Attached ITR Copy (tick) 
GAT4 fE afT ( AaT-) 



RECOMMENDED SURGERYITREATMENT 

DIAGNOSIs 
BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE 

(Attach copies of Investigations reports like 

X-Ray, Echo, TMT etc) Pouunl 
alyioueubuoular 
eptal Oaleet 

Ponial AAV, . .7 

Camnal Rabaur 

Podtial AVCanal dleheok 
with layge pumum ASD.. 
Mpolerate MR uitlh elelt 
AML Ùolevale TR 

CMon P G =47mmHa). 
Meolerake PAH. touluet .LCHO 
ydulated braweh PA's. |LCo 
Dileted eA/RvMek 

INVESTIGATION REPORTS ATTACHED 

(Tick attached) 

ESTIMATED COST OF 

SURGERY/ TREATMENT 

V65,0O0 INR 

SURGERY/ TREATMENT TO BE 

GONDUCTED AT (HoSPITAL) 

(MTTTT) 

YoAuana 
Multta peciaey 
Hovital, Saitu. ac.NO LSVC. Normal 

|Vetriular kuneo. 
SURGERY /TREATMENT TO BE 

CONDUCTED BY (DOCTOR) 

DT CPrivastaua 

FINANCIAL ASSISTANCE FOR SURGERY/ TREATMENT from OTHER SOURCES 

Employer Insurance 

|NA Own funds 

NIL 
Govt. (specify 
agency & amount) 

SI ECHS 

A F.ZET.ATE 

ASSISTANCE SANCTIONED IAVAILED FROM KOSHIKA 

TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KOSHIKA (RS) 1,6 5,000 INR 

HET4ET TH (K0) 

Vouayana Huudoyaloyo Liwted Luted 

AMOUNT PAYABLE BY KOSHIKA TO 

(WHICH AGENC 

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



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

requested financial assistance from Koshika for treatment/surgery/medicalinterventoip.for.w who is related to 
Murther confim that l amiegaly authorised to make this declaration & below-mentioned'Agreement' on 

me as. ***2********.. 

hehalfof the patient (beneficiary of financial assistance by Koshika Foundation) 
2 hereby confim that all details in this Fom are True to the best of my knowledge Arly false statement wll render myApplication & 

ongoing assistance, if any, liable for rejection/cancelatione 

3) solemnly confim that assistance, freceived from Koshika Foundatlon, wilbe used only for the purpose", as stated in this Form, 

for which such assistänce was requested by me. 

4J hereby confirm that l haye not &will notin future, availof reimbursement, in part or in full, rom any other source! 

employerlinsurange company, of the amount for whiçh thistassistance is granted by Koshika. 

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

) 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, lon 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 & détails 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 andor 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 fulfilment of the "purpose" for which assistance is requestedlgranted 

3) 1(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 of treatment/death of patient, during or after the 

surgery/medical intervention 

5) The amount of financial assistance granted by Koshika Foundation, will be payable by Koshika, after completion of the 

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: 



AGREEMENT by HOSPITAL/ DOCTOR 8TaTS TT AT4 

By affixing hereunder, signature of our Authorised Signatory for consideration of this pase/patient for financial assistance from 

Koshika Foundation, we (Hospital/ Doctor) hereby affirm & accept following 
1) That we neither presently nor willin future avall of financlal assistance from another NGO or any other source, for the same 

patienUcase, to the extent that suçh assistance is granted by Koshika Foundation. If the said assistance is not granted b 

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 tie 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 aased 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 oY responsibility in the matter. The Hospital/Doctor 

grees 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 
BALWINDER SIMGH WALIA 

aFacility Dírector 
Narayana Multspeciality Hospital 

AIPUR 
Dr. C.P. SRIVASTAVA 

M.3, M. Ch FAICA 
Dire pad oityerepartment 

ikc Suory (CTVS) 
(Name of D Reyh Noh Stamp) (Name, Designation & Stamp of Authorised Signatory 

on behalf of Hospital) Naayana MtiapialiyHg pur 

FOR INTERNAL USE of KOSHIKA FOUNDATION HE HFf TUN f 

SIGNATURE of TRUSTEE 2 SIGNATURE of TRUSTEE 1 

ThtTRTT (1) 4TtETBT (2) 
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