APPLICATION FORM FOR ASSISTANCE

gema 3 fo smaEd 1=

(Healthcare)
(AT Z@WIA )

K?s’hika

foundation

Building block of life.

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

APPLICATION NO . aTHas 1= #eEm APPLICATION DATE - 3% #) fafer
- ’ a '
Tloyas|ool 5 Apeil 2023
PATIENT'S NAME . @il &1 =9 AGE (YEARS) SEX WEIGHT (KG)
amg (af #) Fefm = (f.m.)
/i 0 {ji Wl Vx5 B MontH M

fm (@ AwidE Eoww) @ AW

NAME OF FATHER (or LEGAL GUARDIAN)

I - KLL;.ZL,ML Chiawad

m (T AaEE AEE) | oA

NAME OF MOTHER (or LEGAL GUARDIAN)

| M. Mouvgpe Mooy

PHONE NO. OF F ER/

E-MAIL OF FATHER/MOTHER/

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
| A @ A ST wra /R A & wE
| F T A 1 &3
RS TUL N1
| PAN OF FATHER/ AADHAR NO. OF FAFHER/ =
| MOTH_ER:'LEGA!: GUA_RDlAN MOTHER/LEGAL ‘RDlﬁN PAN Card (tick ) Copy Altached Aadhar Card (tick v) | Copy ed
[ = Aem an Fafe He I /R A des & ¢ (. P ofr gee smare w7 (o Frm) e
| F = A & T A
. Voter Card (tickv) | CopyAttached | oFatients {B“':E‘_,} Copy Attached
'/ R XXX X XxxX 0306 | ™ & (/Fam) | ofy o N = s '
o= (v Fame)
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
a1 af® s foen &1 sy o7 #t afies of % FEaE
(20,000 ZVR. | Labsur N A Houwe u,uté—(
PRESENT ADDRESS 3MHWE® F qal FAMILY DETAILS 9RER & fega Raom
Waud no-10, lor ,Ninooy, | Patuiund

Ckan. %MM ~BRLONT

FaAroy

Mebiey

Sh iy

PERMANENT ADDRESS #4141 g7
word v - (o, NJ:.A_aMﬁ;

Shoy , R f,_d' arn o, —DH2023

L/\(‘ﬂ ,KMU'Y/

v/

ECONOMIC STATUS A4 frafa

Own House (tick ) YesT No Vehicle Owned 319 T8+ N A

AT g7 (L fReE) 1 /778 (specify) (Fereor &)

Total Family Income (Rs) hn'y loan [i:e'clfy An:lount g A (R o

qirEe # Qfl 19 'f,z’of OC}U INE‘ & for what & from whom) a7 &8 @ o) l\(‘. }}

[ e

Proof of Income (tick /) Altact BPL Card / 1.l mm. 4 Ty T Ait?Ched
s a1 gaw) (. fAar) \)w)fd EWS Centlficate (tick /) gmor gz ( / fam) e
ITR Copy (tick ) Altached Any other (specify) &1 ar=u (faat 2) ;

s tred dyouiA [ ) e N A




BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE DIAGNOSIS RECOMMENDED SURGERWTREAT“E
X-Ray, Echo, TMT etc)

(Attach copies of Investigations reports like . “’TTM’H 'FH‘I/";‘I'T'T
=]
Af ol 3w sim & s B PA@TOP— F) L{)‘

[w-Y, G T A A TOF 5
uﬁ:?ﬁﬂf?m‘lﬂﬂm FNfI"-PAQIﬂ VAD IH MmJ

MQOQ%(JTQ QL%Q %)0161 wiewdvouy e, K
V8D (s i) € b b Ao '.M'la m"

Relt xwgﬁﬂ B P

INVESTIGATION REPORTS ATTACHED ESTIMATED COST OF
l Lli (Tick attached) SURGERY | TREATMENT
Qw A b Wy L,[WW)JO( g R we B wAf /2 TR
(. Py =)

1S0,000 TNR
%WM s O‘D‘“"‘“‘% ECHO 'Ssgéﬁsszgsiﬁz:zzmasf 1
DCQV'CQL\lﬁPJ.LE.\Ak CU\A.DQ 'EC.G( Tl /g B me A
vﬁ&ﬂq_kmtﬂ %Q byeanelr
PRS . Ddated o) Ry,
LEJCif aueln RO Ve,
N OT“"O\J VW‘ 0 CONDUCTED BY (DOCTOR)

HIAL /o B AR T T oA

komelion DS,

Loy -

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

o /5 @ e o= diGt & "era

Own funds Employer Insurance

L V5 T L N e N

:ﬁl - EC;S Gowt. (specify
.og. K IRu=N & f
N g % oe.aq N ' ﬁ agency & amoun N : E
(Feramr e ofer &)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
FINF FE2IA | ©igd / W Terar i

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

T 150,000 INR

gega fa (wo)

Houd wilod
Fifow @ @ ANLA O’ﬁ
fFa oAt ® 2 ®

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

Fie @ & A A e & Fram o o HEm gEr oA W Ad




DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)
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AGREEMENT by HOSPITAL | DOCTOR  gfeftest /2fdey &1e1 STgde

By affixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance fram
Koshika Foundation. we (Hospital / Doclor) hereby affirm & accepl 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 thal such assistance is granted by Koshika Foundation If the said assislance s not granted by
Koshika Foundation, in parl 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 thal the Hospilal will not avail any duplicate assistance for the same
patient/case from any other NGO or any other source

2) The assislance from Koshika Foundation is only financial in nalure The choice of lhe trealment/procedure adwsed/conducted
by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and 1s in no way
influenced by Koshika Foundation. Hence, the Hospital/Doclor 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/Doclar
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence
etc, in course of carrying oul the treatment/surgery/medical intervention for which financial assistance 1s granted by Koshika
Foundation.
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