SRR

APPLICATION FORM FOR ASSISTANCE

3 foT amEEs 9=

(Healthcare)
(¥ @)

KO !fuka

APPLICATION NO. : #{&&q 95 He&

APPLICATION DATE : a1dast ) fafa

t’.t| n r"- dtilon

TJos24/017

')‘/ﬂ /?cr 2 M

PATIENT'S NAME : Tft @1 519

AGE (YEARS)
amg (ad A)

BU”rJir'-l_; block of life
WEIGHT (KG) wwwt: ;:-,-11; .{,I:,: 'J
Wt (P.am.) contact@woshika.org

Call : 491-11- 41664297

Qa il f;)l 5

e (@1 Fufys dos) w1 T

NAME OF FATHER (or LEGAL GUARDIAN)

M- b{ LL Do

D

5 (7 Yarfye wows) = Am

NAME OF MOTHER I’or LEGAL GUARDIAN)

M. Rua Tha

i
PHONE NO. OF FATHER/ | E-MAIL OF FATHER/MOTHER! |
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
A @ s S wmar A @ At @
& B H. & §-A

9es3%06 990

N-A

PAN OF FATHER/

AADHAR NO. OF FATHER/

\ TCH Th

IDENTITY TeaM

MOTHER/LEGAL GUARDIAN MOTHER/LEGAL GUABD“\N PAN Card (tick ) Copy Attached | Aadhar Card (tick /) [ Copy Attached
/R a1 B S wre /R a1 A d & F7¢ (/ Fra) ofer Her e &€ (v Fae) | ufy dem
w1 ¥ A ST 9. 7 ' Patient's Birth
'oter Card (tick ) Copy Attached Certificate (tick ) Copy AtFached
N0 XX ) YRKX 3667 | T & (/Par) | e s g g
FATHER'S ANNUAL INCOME (Rs) FATHER'S OCCUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
e & affs = e &1 SEEE ot %t affs o o 1 FaEd
' ' g4 (}»u.,u Liwue house help)
PRESENT ADDRESS &f99&® # Tal FAMILY DETAILS WRER @ faega faEcor
P!\qu'vt?_ wolD Ko (Cl«;fa. Chax Pr i £
‘-”,&JrUJJ‘%JJ«‘u) fgﬁd@i}tw SDMOL fa?'m
Mmeliven
4 i:_bbmja
PERMANENT ADDRESS T \
TRosa a ,mq?q’/ 5o, pisk
Ut D Mﬁﬁ»m’f We. bL-wﬂﬂL{ o
7 33 1£7
ECONOMIC STATUS @1if¥® feafar
Own House (tick /) Yes .-“yu/-\ Vehicle Owned ST 416+ N B
s wt (o« Far) & /et (specify)  (faeer 2)
Total Family Income (Rs) Any loan (specify Amount w1 (e faa
ot £ %A ]Ilfj_f!(‘;(;(.) TN | & I')::n:hnt:.rrmwh‘;m] ¥t .- éﬂ A fovr) s qu
(v Fram)
Proof of Income (tick v) Attach BPL Card / ). uer, o wey Ul Attached
o & e ( « Fra) M EWS Cortificate (tick /) gror usy ( ¢ fai) wHe
ITR Copy (tick v Atlached Any other (speclfy) &) faaeor & i
TR i R R ET SRR T PR




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

i oht oo wifg @1 ditra R
R, G T A A, o
Site # oftdt wm)

Lange mow - veakielint
ﬁ@stmﬂam\wm\ ViD
b ,feE)f A gl . Vi)
ﬁ‘-tmlff\\c* =22 mwzj-P(o
Sluux{li@ /‘(Q{)f ,&) ,,/udg_.{d.

Ml TRN PR, D, fated
LB[Lv. Rt oned, Nowal

W’WCLELL(Q Yy /Dﬁamfa@i« )

DIAGNOSIS
frem

Ve,-nfmiu,dw Se/a (CL/
Dfe.{ ek,

(Lorge Vs)) ki

W}rr)

- e '
RECOMMENDED suncsavrrn-e,m‘\"

Ry

\[QD Doltl

(lorart.
bty

INVESTIGATION REPORTS ATTACHED
(Tick attached)

i R et &
( Proe svmd)

ESTIMATED COST OF
SURGERY /| TREATMENT

wth A w1 AP =
125, 000 INR

P (HO e@rw
Foly

SURGERY | TREATMENT TO BE
CONDUCTED AT (HOSPITAL)
woft /gmmer e serene & B o

f\)“a/\axazawﬂ

SURGERY [TREATMENT TO BE
CONDUCTED BY (DOCTOR)

Tl /g B I BT F AN

D‘f 'C_‘ p QY"WQ.M

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

/& 3 R o 9t @ were
Own funds Employer Insurance
ESI ECHS Gowvt. ts:ocily
¢ .og.amd W I {4Lg.gm NP ;:;r:r amount) Ve
(Rroer st e s
ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
HIRH PRI A W / s wEE RUR

e s
st ar vl [2,000 INe
e Y (o) [
AMOUNT PAYABLE BY KOSHIKA TO . .
a0y WW fﬂm@d&ﬁa Linikel
Fom oo 9 239 8

Please see overleaf for terms &

HIREH BT & R aeh e 3

conditions of Koshika's assistance

P oI ot g g o o 2




/

)

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

)l havereq uested financial assistance from Koshika fortreatment/surgery/medical intervention for
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pehalf of the patient (beneficiary of financial assistance by Koshika Foundation)

2)1 hereby confirm thatall details in this Form are True to the best of my knowled
ongoing assistance, if any, liable for rejection/cancellation.

3)| solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "
forwhich such assistance was requested by me,

4)1 hereby confirm that | have not & will not in future, avail of reimbursement, in part or in 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) lagree to arrange my own funds for any follow-up treatment, if so required
2) By afffixing 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) | (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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By affixing hereunder, signature of our Authorised Signatory for consideration of t
Koshika Foundation, we (Hospital / Doctor) hereby affirm & accept following:

his case/patient for financial assistance from

1) That we neither presently nor will in future avall 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 of in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any
ofher source. This confirmation essentially states that the Hospital will not avail any duplicate assistance for the same

patientcase 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/Doctar
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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