
APPLICATIOÑ FORM FORASSISTANCE (Healthcare) 

Koshika APPLICATION NO. 3Td7 7 M APPLICATION DATE: Ta7 ak 
foundation 

Tii22lo2.5 5/i1/202 Building block of life. 

PATIENT'S NAME Fi 77 T www.koshika.org 
contact@koshika.org 
Call: +91-11-41664297

AGE (YEARS) SEX WEIGHT (KG) 

SAT(T ) 

Ramamoleep Råuu 6Y6M 15 Kg | 
NAME OF FATHER (or LEGAL GUARDIAN) 

Dhawmbal Smgu 
NAME OF MOTHER (or LEGAL GUARDIAN) 

N 

Saui Deui 
PHONE NO. OF FATHERI 

MOTHERILEGAL GUARDIAN 
E-MAIL OF FATHER/MOTHER 

LEGAL GUARDIAN 

72 29HY399| N 
PAN OF FATHER AADHAR NO. OF FATHER/ 

MOTHERILEGAL GUARDIAN MOTHERILEGAL GUARDIAN PAN Card (tick ) Aadhar Card (tick) Copy Attaehed 
3TTT 6 ( PATT) HTT 

Patient's Birth 
ertificate (tick ) Copy Attached 

Copy Attached 

5TTTR A. 
Voter Card (tick ) 

535664124357 RERT( Pam) 
Copy Attached 

NA 
T) 

FATHER'S ANNUAL INCOME (Rs)| FATHER'S OCCUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION 

72,o00 INR |Lalruun N.A |House tufe 
PRESENT ADDRESS T T FAMILY DETAILS RATT I RTT RrT 

hud no 08, Po.Subhehawnpua, 
6RS D,Amupogorh, Cramgang 

Roasiuam 33s7o1 

Fatne 
Methe 
Paueni 
3\LhliaA 

PERMANENT ADDRESs TT 9T 

wWaud vmo 0%, P.o.ubheawuna, 
6 RSD, Auuubagon, Giaugamas 
Rajaabun,3516 

ECONOMIc STATUS fes Ra 

Yes1 No Own House (tick ) 

HYHT (MTT) 
Vehicle Owned T A1 

(specify) NA 
Total Family Income (Rs) 

ftar T 

T) 

Any loan (specify Amount (TAT/DH 
& for what & from whom) 

72,000IN NA 

Proof of Income (tick ) Attached BPL Card / 
Attached EWS Certificate (tick ) 4TT (FR-) 3H74 HTT ( T) 

ITR Copy (tick ) Attached Any other (specify) s S (PrT ) 

NA 

vaAI 3ÐV 



RECOMMENDED SURGEXYTREATMENT 
BRIEF MEDICAL HISEORY &INVESTIG DONE (Attach copies of Investigations reports like 

X-Ray, Echo, TMT etc) 
DIAGNOSISs 

Tetology e ToP Surgr 
Tetualogy sf fallot. Patlot 
Lauge noW-YéAulve, 

PeummubyamocLs USD 
ue verride Auliig 
bidioelioa.Seuoe 
(Man PG- 7 mmHg) Adlequate PA nmuulus. 

INVESTIGATION REPORTS ATTACHED 
(Tick attached) ESTIMATED COST OF 

SURGERYI TREATMENT 

(TT) 
L58 00 TNL 

ECHO ReRBE SURGERY I TREATMENT TO BE 
CONDUCTED AT (HOSPITAL) 

|Leld byomelh Pals|EC 
wuth LPR ugem duois| 

Mud TR.&walP AA/AP 
Uateal No Gooary 
A RYOT.Lot auel 
Nowmak veutieular 
unoluo 

Nouayawa 
mutttspecialt 
Hosial, Saupw 

SURGERY TREATMENT TO BE 
CONDUCTED BY (DOCTOR) 

Do.CP.Ssivaataua 

FINANCIAL ASSISTANCE FOR SURGERYI TREATMENT from OTHER SOURCES 

Own funds 
Employer Insurance N.A N. N A 

ESI 
.gH.HTS ECHS 

.M.UI. 
Govt. (specify 
agency & amount) N A N 

ASSISTANCE SANCTIONEDIAVAILED FROM KOSHIKA 

TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KSHIKA (RS) 

,S0, 000 INR 
HET4ET T (5o) 

AMOUNT PAYABLE BY KoSHIKA TO 
(WHICH AGENCY) 

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



DECL ARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATI�NT) 
11I have requestef financial assistance frpm Koshika for treatment/surgery/medical intervention for.. 

me as. .anasn ..I further confim that lam legally authorised to make this declaration&below-mentioned 'Agreement' on behaof the patient (beneficiary of finaneial aasistance by Koshika Foundation) 
2)1 hereby cofirm that all details in this Form are Jrue to the bëst of my knowledge. Any false statement will render my Application & ongoing assistance,if any, liable for rejection/cancellation. 
3) solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the 'purpose",ás stated in this Form, for which such assistance was requested by me. 

4)I hereby confirm that I have not&vill not in future, avail of reimbursemept, in parl or in full, from any other sourcel employer/linsurance company, of the amount forwhich this assistance is granted by Koshika. 

*************** .Who is related to 

AGREEMENT by APPLI�ANT 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) y affixing my signature or thumb impression on this Form, l on 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 capbemade by Koshika Foundation before or after the patient's treatment or fulfiment of the "purpose" forwhich assistance is reqyestedlaranted 3) 1Applicant) further agree that any such use of my name, address, photo & details of the"purpose", for which such assistance is requestedlgranted, will not automatically entitle me for receiving or continuing the said assistance. The decision for granting andlor continuing the assistance willrest solely with the Trustees of Koshika Foundation, and their decision in this regard will be final and acceptable tome. 
4) agree not to hold Koshika Foundation &it's trustees responsible, in case of failuge 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: 

r T ather) 



AGREEMENT by NOSPITAL'/ DOCTOR Mea4 aI gdoy 

By affixing horounder, signaturo of our Authoriand Signatorý for consldoraltion of this canolpationt for tinancinl assistane trom 
Koshika Foundation, we (Hosplital Doctor) heroby affirm& accopt following: 

1) That wo noither prosontly nor wilin fuluro avall of financlal assistanco from anohor NGO or anypther sourco, for the sarms 

patient/case, to the extontyat such asslstanco ls granted by Koshika Foundatlon. If the said anointanca s not (grantedby 

Koshika Foundatlon, in part or in full, thon tho Hospital rosorvos #'s right to mako up the shortfall from another NGO or any 
other source. This confirmatlion ossontlally statos that tho Hospital wll not avall any duplicate asaistarnco for ths same 

patient/case from any other NGO or any other sourco 

2) The assistance from Koshika Foundation is only financlal in naluro. Tho cholco of tho troatmont/proceduro advisgdlconductod 

by the Hospital/Doctor on the patlent, Is based on tho arrangomont betwoon Jho pationt &the Hospital, and is in ga way 

influenced by Koshika Foundation. Honce, tho Hospital/Doctor wll assumo solo & comploto rosponsibility the treatment & ifs 

oulcome & safely of the patient, and Koshika Foundation will havo no role or rosponsiily in the malter. The Hospital/Doctor 

agrees to indemnify Koshika Foundation from any adverso outcomo, quality claims &claims on account of rmedical negligaico 

etc, in course of carryinaput the trealment/surgery/medical intorvontion foswhich financial assistanco is granted by Koshika 

Foundation. 

RECOMMENDED FOR ACCEPTENCE 

Date of Surgery 

BALWINDER SINGH WALIA 
Facility Director 

Narayana Multispeciality Hospital Dr. C. P. SRIVASTAVA 
M.S., M. Ch. FAICS 

Director & Head of the Department 
Cardiac Surgery (CTVS) 

(Name of De& Regn. No with Stamp) 

JAIPUR 

(Name, Deskgnadon 38tamp of Authorised Signatory 
on behalf of Hospital) 

FOR INTERNAL USE of KOSHIKA FOUNDATIONP A9 3HFaf TyuT 

SIGNATURE of TRUSTEE 1 sIGNATURE of TRUSTEE 2 

TETEKITET (2) T EITETT (1) 
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