Herdl

APPLICATION FORM FOR ASSISTANCE

$ fog oyAes

(Healthcare)
(T T@ve)

APPLICATION NO.: anded ug

)

APPLICATION DATE : 3% %! ffa

J0b2U|od 5

m{{,/wm

PATIENT'S NAME : 0t & s

AGE (YEARS)

amg (it #)

SEX WEIGHT (KG)

Wit (P am.)

5 3 - A
\Ji‘\lh\ S AW R

NAME OF FATHER (or LEGAL
Ren (a1 Bwifve dors) &1 5w

GUARDIAN)

Mo Sukh Dew-

5t (a1 Yafy wws) w1 o

NAME OF MOTHER (or LEGAL GUARDIAN)

PHONE NO. OF_EATHER/

E-MAIL OF FATHER/MOTHER/

’L\r]’ H Motk

Koshl.ka

fnundatlon

—

Burldlng block of life.

www.koshika.org
contact@koshika.org
Call : 491-11- 41664297

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
/R @ defve dws /e ar daf W
B . 1 §-3
6094222 01) AN
PAN OF FATHER/ AADHAR NO. OF EATHER/ | IDENTITY 9&=M
MOTHER/LEGAL GUARDIAN| MOTHER/LEGAL GUARDIAN [ pAN Card (tick /) | CopyAttached | Aadhar Card (tick /) | Copy Attached
/R @ fa wew | w/R a defe des ¥ w1 (/ Fiem) oy " s w1 (/Fa=) | ofy de=
= & . 1 A . Patient’s Birth
Voter Card (tick .ri) Copy Attached Certificate (tick ) Copy Attached
_ . evarar o= (- Fram sy e Wi H T g9
N-9 XXX XXXX 2270 gl
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
fomn &t affs s e %1 A A it affs o™ o F FEEE
gO, OOO 'INE-— f‘m%’k% W g HQMQM-\I(L"!Q&V

PRESENT ADDRESS "% #1 war

FAMILY DETAILS 9PER % Rega Raer

wWastol no 06, (0

Qad,mmm ~33570 ).

S

Pabignk

’\”Lm’vﬁm

Pallhven,

Worol o 06, IOSD/

PERMANENT ADDRESS ®Idl 9l

Cfrcbwﬂtl

QWAM"K’) 5102~

C? mMOLPQLPM %)

ECONOMIC STATUS & feafey
Own House (tick /) 4. ¥e€7 No Vehicle Owned 19T aTe+
@ ¢ ( / Frar) o /it (specity)  (fyereor R) NH
Total Family Income (Rs) Any loan (speclty Amount &} @1 (Bha vy R
Wﬁ‘ﬁm BO;OOO jNQ & for what & from whom) Gﬁ{iﬂﬁﬁﬂl‘] N R
(o)
Proof of Income (tick Attach BPL Card | df .

ITR Copy (tick /) Attached Any other (specify) Foraror
st et @ ot (« Pra) Hare bl N.R

T S g




(4
&
N

———
RECOMMENDED SURGERY/TREAT

M
BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE DIAGNOSIS By,

(Attach copies of Investigations reports like

X-Ray, Echo, TMT etc) Fﬁb& uj}' m

T o T o e P .
@‘“Taifk“;;iiﬁkg'““‘ OAlA TG f?ﬁ)/? Doruce

(2w ) PDA Sk Jc{)t lv ( Poa) (loyurt
M a{xl .PDR O‘lbﬁ(‘llf\,& " Mo Pf){;

713 mmn&j ‘ {g’w}i

INVESTIGATION REPORTS ATTACHED ESTIMATED COST OF
° . RY | TREATMENT
Boufie. ol « ud AR No Sy O g o
- h ® v P )
Rmtm. Lonpads. DLQQL'LH}\ { qs,.000 INE
o faport | st
LA{LV'LR{‘]‘{‘- G/\LL\-ND LQVC,- k P ot /g v weg 3 Rear s

Novwal veudaiowdon @Lw,uw Ell N

g | ‘E
}

SURGERY /TREATMENT TO BE

CONDUCTED BY (DOCTOR)

ol Amm 3 I ST ;AW

Do Prashankt
Mmha,m

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

will/sa™ $ R o gl @ "o
Own funds Employer urance
st NIL | e N A p N.D
ESI ECHS Gowt. (specify
£ o5 o NCGA LR BRG] N 'k ;:;‘n:r & amount) N .‘\
(o e of %)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
IR B | wWgh / W e iy

TOTAL AMOUNT OF ABBISTANCE

e | @S pop INE

"o U (o)

AMOUNT PAYABLE BY KOBHIKA TO

o M) Ww HAM»olmdalaaa L tod

e = B g

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

B wr & o ae e & P ot o e g T W A




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

1)lhave requested financial assistance from Koshika for treatment/surgery/medicalinterventionfor .........................whois related t
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| hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application &

tance, if any, liable for rejection/cancellation.
tance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form

2)
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3)Isolemnly confirm that assis
for which such assistance was requested by me.

4) | hereby confirm that | have not & will not in future, avail of reimbursement, in partorin full, from any other source/

employer/insurance 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) | agree to arrange my own funds for any follow-up treatment, ifso required

2) By affixing my signature orthumb impression on this Form, [on behalf of the patient (beneficiary of grant by Koshika
Foundation), hereby agree and authorise Koshika Foundationand 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) | (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 F oundation &it's trustees responsible, in case offailure of treatment/death of patient, during or afterthe
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 gfefieel /2l &I gy

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.

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 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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