APPLICATION FORM FOR ASSISTANCE (Healthcare)

& o e e Kothika

SATION NO. : & i : ST A Ry i
APPLICATIO g3 qE APPLICATION DATE f oun d a t lon

‘T‘ 05 ‘ 0 ,0 2 L’/ 5/)(_?)-- “ Building block of life.

AGE (YEARS) SEX WEIGHT (KG) Wtwwiglfh“:‘?“‘"g
pin are () | contact@koshika.org
g . Y (PF1) | Call : +01-11- 41664297

PATIENT'S NAME : T =1 =19

1] / 4 (

D:'C o . 8 VMoo M 1B ’\’.(d-
NAME OF FATHER (or LEGAL GUARDIAN)
R (w0 Yy wiems) = =W

.

Mr~ Mukeal~ Bfl-z-\(.x c

NAME OF MOTHER (or LEGAL GUARDIAN)
5 (71 Yo d@s) s Aam

Man . ﬂ"]{.‘fs.\,\j‘{_,k

PHONE NO. OF FATHER/ E-MAIL OF FATHER/MOTHER/

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
o Aen a1 dafE w§OE A /e a1 o HEE
H B . 1 $-Aa
12003726 1Y NA
PAN OF FATHER/ AADHAR NO. OF FATHER/ | IDENTITY weer
MOTHER/LEGAL GUARDIAN| MOTHER/LEGAL GUARDIAN I""pAN Card (tickv) | CopyAttached | Aadhar Card (tick /)| Copy Attaghed
mmnm&im?ﬁm mar/ﬁarmh@sm ¥ w5 (v ) aRy dere Y 2 (v Fem) ,gﬁ’ﬁé‘l
- H AT H. N
N T Voter Card (tick /) | Copy Attached c ::::;’:t: :Ilg‘h ) | Copy Attached
= | +
IN-A KXXX Ryxye D180 e o (v ) | s ders mﬁq;(;/.—,mm;m sfer we
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
o #t s o™ forem #1 I Hf %t affs em A B HTEE
Tevnfeo Or tver & A
E SETV MT{Q{, yalen e N.A HouseurfL
,12—‘5 rOCUJf\, (S Leadig & \:f . adspin
gy biomlondony
PRESENT ADDRESS SIf¥Ia% & el FAMILY DETAILS RaER % frega B
f./l/c,fw,\,fbl&\ﬂ - éaxx}haa Shinagar, Paliead
e , . / Lo LU
ﬁf / ’L&Mf»gﬁv, [ \udam«aw . o - S
. o M‘c’f/ ( Lo
Lo 18, o
4 S deding g
PERMANENT ADDRESS #ardl wal ; Oy Xnaa f({b&]ﬂf LA fL 3
Mehapuna, KMAE{Q, Wﬁ“’rf ‘
f:,;r%/v\i/\z/ Saixvxaaw! di.MWW,
3ososs.
ECONOMIC STATUS &if¥s frafa
Own House (tick /) \_Yd%/f No Vehicle Owned 31U A&q
ar wt ( / fa) ¥l /181 (specify)  (faxv 2) N A
Total Family Income (Rs) Any loan (specity Amount &g &4 (M'ﬂm g
qftar 1 5 M /! 2 {.r 000 I’{\’I'R & for what & from whom) o et A m) f\] }\}
( + Fram) '
Proof of Income (tick ) cha-d BPL Card / LR R o uq Attached
o H e (o« Fa) "):‘ﬁl EWS Certificate (tick v) gar g3y (:;Sﬁﬁ) Har
ITR Copy (tick Attached Any other (
M(l&m:)(aw ny other (specify) ®rf s (Raor ¥) N?i‘




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

Wit o I S & witr RE
(Ywm-, @ o @.0H.A. o

tli ) l“/ga ‘;\:’TT ?f?tx’iﬂl{u.
»{X/\J:Vm«,x«hm welid V38D St fin
Preconinded, Jelt 1b bald
ol adelitionad Avaall ol

rwabulon VR, M A T)QCM%L

D _
?:’;- Qo mmi(:’j)- Sewwxe PHH.
AU caneliac .C(Aa.cou(lEAA DAL

Addoted. M PA ollatedd . Novmal
Covomatens . Leé& aneda . Noymal
\/éﬂ/‘-;t:lzwlw \; @ :

V0 feieandiol offuisiin..

DIAGNOSIS

e
Vet

Se /61’.&1 D}L&J

RECOMMENDED SURGERY/T! REATME

FAfE Wt /gam
V8D clownes

7

INVESTIGATION REPORTS ATTACHED

ESTIMATED COST OF

(Tick attached) SURGERY / TREATMENT
oitey Y€ derer ¥ ool g™ # gt =g
(v P wmd)
[2S,000 INR
" SURGERY/ TREATMENT TO BE
CONDUCTED AT (HOSPITAL)
‘E C H 0 worft /g e wwrare & Rear s

SURGERY /TREATMENT TO BE
CONDUCTED BY (DOCTOR)

Tl /e B9 A 2T = AW

De Mk Matiuar

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

T /e 3 R o= At ¥ werEr

Own funds Employer Insurance

UM N P e N.D
5,000 3 N 12 N D :

ESI ECHS Gowt. (specify

£.ua.og £. 80909 agency & amount)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
IR FESIT | g / W geErar A

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

P wra e

weEar Uil (@)

/20,000 INR

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

ez il
e o S g R

N owud Qarn HALLO{ &#L/o aa I&M ’Lg

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

HRE & & I Al weEar & P ol ot e gEk 9= WA




B 7
%
f}?‘ y RATION by APPLICANT or PARENT
< or LEGAL

Eﬂgcm ted financial assistance f i D RS of PARENT)

{ j)iheveé e |furthe Al farlmatme""‘J‘s"'-‘’Qf’f!;‘--'rl'let:lil::'eil intervention for-..........................whois refated to
o reonfirm that| am legally authorised to make this deciaration & below-mentioned ‘Agreement on
pehalfl of the patient (beneficiary of financial assistance by Koshika Foundation)

7)ihereby confirmthat all details in this Form are True to the best of my knowledge. Any false statement will render my Application &

ongoing assistance, if any, liable for rejection/cancellation.

3| solemnly confirm Ithat assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form,
forwhich such assistance was requested by me,

4)Ihereby confirmthat | have not & will notin future, avail of reimbursement. in partor in full, from any other source/

employer/insurance company, of the amount for which this assistance is granted by Koshika.

oTATH FU W IHH T A - a1 v wws @ Saer:

9. ﬁa ”f‘) ........ mmm 3 e C'f
TETEY F R, o R & Jmare. SICL L 2 FifarE FrEzeE A SEE
mﬁmmﬁt,&mmﬁq@ AP R - 33
Rrq A &Y & it € e a7t ¢ 1% ¥ 2t ot e @ e S i A Rrar g FA

R B & aw gt S ae § B gw st wnar R 4 g o @ srger a ¥ 1 o sree e A A
o= T & o T e (AR B )ﬂm@q«mmmﬁ

3. ¥ e i g v € B, aft it SreRe & g weraen e & & swe awdn Saw ow sde $ g Rear e
Rt g0 F & I 8, ol Rred Rig 8% syeraar 2 sl o1 o)

¥. & g 2 g e/ § e D Pt erdee g & aemen af @ Rrg 3 R s g,/ Rrr/AE S
8, o7 a1 ot w9 F, 7 & B SR ar g e R & o T & sy F s e

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

1) | agree to arrange my own funds for any follow-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 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 can be made by Koshika Foundation
before or after the patient's treatment or fulfilment of the "purpose” for which assistance is requested/granted

3) I (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 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) | agree notto 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.
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AGREEMENT by HOSPITAL / DOCTOR 2fefies /SfFeX &1 ITgsg

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 essentially states that the Hospital will not avail any duplicate assistance for the same
patient/case from any other NGO or any other source.

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 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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