IF65/260410 °

(Healthcare)
APPLICATION%F?:: FOR AS:;STANCE e \ @ h i
sctsaliibiao Koshika

APPLICATION NO. : #ifew Uy Hus APPLICATION DATE : 3ie= ¥ fafe foundation

H/OI,Q‘}/O{A‘ 2’/0' 90}4 (Buildingblocko“ih
PATIENT'S NAME : O & s AGE (YEARS) SEX | WEIGHT (KG) www.koshika.org

e, Sl ol Bl i 2l B gt gy irrond A
MAS TER TPRITAM SARAN SYRS | M n§
NAME OF FATHER (or LEGAL GUARDIAN) t T
foow (= Swifsre wvsss) & an : 5 , ! !
PASTE PA

MR . NARA VAN SARAM

NAME OF MOTHER (or LEGAL GUARIHAN)
= (o Yt wTes) WA

MES. SHYAMALL SARANT

PHONE NO. OF FATHER/ | E-MAIL OF FATHER/MOTHER/ E
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN -
wen e o Sufves soes | W A T b doe -

= T A w0
qs«aog 29 TR

R X

moz::mm umno.onm:m mtg.vdw s =

e g Wi el o= s
- " Voter Card {tick /) | CopyAttached A~ Fatlents Bih | oo acneg |
ARNREX 041 Q FRER XX 9808 | v aw (« Prawr) o | c&w wfy |
o (v

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

e 1 aife s e & e & ) oy sa Ll i

L AL AR
g's I, 20,060 mgtgg"g Avg_b - BN - HROME MAKER_
PRINTING LAROE

PRESENT ADDRESS ST0w/®% & WAl FAMILY DETAILS W Wi Bgs By
VitL 4 PO - LJ\Y\&H\IA' S patis IAM m z
PS— MARISADAL , ™sTRICT- | ad! oldin e luce | .
?UEBA PINS - q2\c, W /et A CoNg Milbald LAt it &) yd

EDINIPYE. Ak B (oo Jrcbos b Jnr obild o
PERMANENT ADDRESS Il w1 AL g ' Ano S 4"’”.’

VA%

£aE AL ABOVE

ECONOMIC STATUS anfifs feafy

Own House {tick /) Wi / No Vohiclo Owned S10% T8 oy

s w7 (- Fam) & 796 ispocify)  (Fyaver ¥)

Total Family Income (Ra) foun (spacify Amount { mhe iws B

SRt & T AN R |20, 000 | #horweats from whom hmm <R

{ v Fret)

Proof of Income (tick /) Amached BPL Card / a8 o ey 0n Attached
mwm(am; ey \/ EWS Cortificats tck /) g o ( / Py e

ik < ey e PR SRRV I DN S QATION CAZD oF PRICETY
e iogbholendl e wr A MOUSE AOLD WITHOUTSPGME.




'

BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE

{Attach copies of |

s repons like

X-Ray, Echo, TMT ete)
i o R wiw W e R

(-2, 2 aw Aon A st
e W sfd] o)

HIb Breadtalis rert

RECOMMENDED SURGERY/TREATMENT

P Fepasn AR e
viD VID £ lotour .
INVESTIGATION REPORTS ATTACHED ESTIMATED COST OF
m&m‘:ﬂ‘ “suunom:mmm
7R § SR =
gl S i Re. 1,15, 000 | -
SURGERY / TREATMENT TO BE

Etto CERORT —

2t \/ 9024
u/ov/aozq

CONDUCTED AT (HOSPITAL)
wor s e perere § e s

WALANANA JUPER-
LPEQIA LtT‘} HOLPITAL

HOWEAH

SURGERY /TREATMENY TO BE
CONDUCTED BY (DOCTOR)

T /A W 418 WY W

PR, DEBASIS DAS

FINANCIAL ASSISTANCE FOR SURGERY ! TREATMENT from OTHER SOURCES

TG /AT 3 e o @t} awEE
Own funds Emgployer Ins
srum b WA - A o WA
LRLE ] A :?:u‘m A m & amount) NA
e
(e afr iy wnd)
ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
Hifvw wEses & &g / orer geTgar uia
TSANCTIONED BY KOSHIKA (R
s O (We)
AMOUNT PAYABLE BY KOSHIXA TO
{WHICH AGENCY) <,
SR Wy o L9, a0
A o W e

Please see overleaf for tarms & conditions of Koshika's assistance
FHeH & & ot et wer 3 P o ot e gEt o g 2




DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PA'IJI\E !

1)have requested financial assistance from Koshika for treatment'surgery/medical intervention for ... g&h i Yﬂ':mo is related to
meas........ SO0 ... Ifurther confiem that | am legally authorised to make this declaration & below-mentioned ‘Agreement' on
behalf of the patient (beneficiary of financial assistance by Kashika Foundation)

2)| hareby confirm that all details in this Form are True 1o the best of my knowledge. Any falsa statement will render my Application &
ongoing assistance, i any, liable for rejection/canceliation

3)1 solemnty confiem Ihat assistance, if received from Koshlka Foundation, will be used only for the “purpose”, as stated in this Form,
for which such assistance was requested by me.

4)Ihereby confirm that | have not & will notin future, avail of reimbursement, in part orin full, from any other source/
empioyerinsurance company, of the amount for which this assistance is granted by Koshika.
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AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1) 1agree to arrange my own funds for any fallow-up treatment, If so required

2) By affixing my signature or thumb impression on this Form, [ on behalf of the patient (beneficiary of grant by Koshika
Foundation), hereby agree and suthorise Koshika Foundation and It's Trustess to use/publishiput-up/reproduce the patient's
name, address, photo & detais of the “purpose”, for which such assistance Is requestedigranted, through any medium,
including but not imited to verbal, print, electronie, for soliciting donations for Koshika Foundation andior disseminating
information about it's activities/achievements. Such use of the patient's photo & detalls can be made by Koshéka Foundation
before or after the patient's treatment or fulfilment of the "purpase” for which assistance is requestedigranted

3) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance
is requested’granted, will not automatically entitle me for receiving or continuing the sald assistance. The decision for granting
andlor continuing the assistance will rest sclely with the Trustees of Koshika Foundation, and their decision In this regard will be
fina!l and acceptable 1o me.

4) Iagree notio hold Koshika Foundation & it's trustees respansible, in case of fallure 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 fo the Hospltal where the treatmentiprocedure is carried out. against bills raised by
the Hospital.
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. AGREEMENT by HOSPITAL / DOCTOR ®tefizey /2faet 101 sids

By affixing hereunder, signsture af our Authorised Signatory for consideration of this case/patient for financial aasistance from
Koshika Foundation, we (Mospital / 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
patienticase, 1o the extert thal such assistance Is granted by Koshika Foundation. If the said assiatance Is not granted by
Koshika Foundation, in part or in full, then the Hospital resarves it's nght 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 the same
patienticase from any other NGO or any other source.

2) The assistance from Koshika Foundation 8 only financlal in nature, The choice of the treatment/procedure advised/conducted
by the Hospital/Doctor on the patient, is basad on the arrangement between the patient & the Hoapital, and is In no way
infiuenced by Koshika Foundation. Hence, the Hospital/Doctor will assume sole & complete responsibility of the treatment & it's
outcome & safaty of the pafient, and Koshika Foundation will have no role or responsibility in the matter, The Hospital/Doctor
agrees to indemnify Koshika Foundation from any adverse oulcome, quality claims & claims on account of medical negligence
ele, In course of carrying out the treatment/surgery/medical intervention for which financial assistance Is granted by Koshika
Foundation.
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