e 3 fie ofaed ™

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

(Taree @)

Koshdfaa

APPLICATION NO.: 3TR& 99 €@

APPLICATION DATE : a1 %1 fafy

]’/oszl-}/ou pﬁ/@/gmq

PATIENT'S NAME : T 1 7 AGE (YEARS) SEX WEIGHT (KG)
arrg (7t #) fefn wre (..

&xbufal Ja b.l\ﬁv 'Y Veour M L2 LJS

NAME OF FATHER (or LEGAL GUARDIAN)
e (@1 &wfys o) & 9=

Mas Hoanann Takha

NAME OF MOTHER (or LEGAL GUARDIAN)
o (@ Y wws) ® am

M- Dhahu Dewt

et 901

ffillht}("lr}n

Bunldmg block of h‘fc_

www. koshika.org
contact@koshika.org

+91-11- 41664297

PHONE NO. OF FATHER/ | E-MAIL OF FATHER/MOTHER/
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
/e ar fef s en /e @ A He
B A & -
'l L]
99500 1250 | NP
PAN OF FATHER/ AADHAR NO. OW IDENTITY T&=IH i
MOTHER/LEGAL GUARDIAN| MOTHER/LEGAL GUARDIAN [~ pAN Card {tick/) | CopyAttached | Aadhar Card (tick /)| Copy ed
A /R 1 e s e/ a1 e ws ¥ o (v ) ufy Ha s FE (- Fram) [\l d@a=
& ¥ 4. ¥ e A ™y S Patient's Birth | oo
,\ ter Card( (tick ,«}) Con;grAt'_tac ed | contificats (tick ) L%fd
N-¥ Xy L XXX Toag| T (P 2 St by
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
foer %t affE Rer #1 =EEE 5 9t affs o H H ZTEEE

PRESENT ADDRESS #AMYES 1 Tol

FAMILY DETAILS Y& & Bega BEt

Ward Mp-05, Blaodonan Unada,

QL\O&QMN;UMM @Wam

334403,

Pnliont

Fother

Mot e

3 K luly

PERMANENT ADDRESS i qar

10-05,Bhadoron. UWihosla,
Rlwodoss , U Q%QA,U«%

5341403

{,Tf

ECONOMIC STATUS &iffs fafe

Own House (tick ) s/ No Vehicle Owned 9 aTEH N g

a1 W (v Prar) o (specify)  (Ravr ¥) '

Total Family income (Rs) .lmy loan (specify Amount % @i (R e frg

mﬂfﬁm ’ & for what & from whom) oMt wet & R

Proof of Income (tick ) \/«Gchau BPL Card / 1.9 0w A 5%y qE Attached
S 0 yEre (/P e EWS Cortificate (tick ) oy o ( / Frerr) Herst
R Cory tiok) Atached Any other (specity) W s/ (Rerce ) YA




_

m::m_ HISTORY & INVESTIGATIONS DONE DM;:‘;S'S RECOMMI:;‘;‘::';;_OGF;‘;:EMMEM
g vl oo et , : =
A oft weh offw W ﬂﬁg‘l;:“ V@wt/ue,w(ﬁ 8 Vet ooy SQP&{
e e ) Sepal Defeck

(5% ) /fye e mamous | pe / pek (VeD ‘Devace
\/ng ’\VWV\L’ J £ £ 1 LLQMM{&)

"“5{ b VSDY, ol = [T S,
s Rdté e ¥ wotll/gemr 1 SrgeT =
0 Mm Ho. No Rec e 115,000 TR,

fouslapac.No AR Nome. |-ELHD Do porln | e e
No TR . Novmal WM : EC()'( .
WM 3’{{4’,%@&0@« :

o Bovicanolinl -

HM : Zfo.;hu,

SURGERY [TREATMENT TO BE
CONDUCTED BY (DOCTOR)

0 A0 9 q ShET ® A

D PAcabround
Moo oy

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

o /5 3 Re o @t § gergar

Own funds Employer Insurance

oren Yo NTL Préver N-P 4 N

:ﬂ = i%‘lzq - Govt. {a:ocrl‘y -
H. .99, agency & amoun
™ » 1 PRalRERRLC L RS

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

B FELIH ¥ T /W weEar Ry

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

B wra whg g \")JS,DOO TNR

wEEEr Ui (o)

Allol‘l:.:lanAYmLE BY KOSHIKA TO N L- T Y
o S g

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

BRE TR & o A weren @ Praw o o u TR O ¥ 2




/

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

1)\ have requested financial assistance from Koshika fortreatment/surgery/medical interventionfor .. whois related to
MEAS....cnvviiinnvennnnnn. | further confirm that | am legally authorised to make this declaration & below-mentioned ‘Agreement' on
behalf of the patient (beneficiary of financial assistance by Koshika Foundation)

2)I hereby confirm that all details in this Form are True to the best of my knowledge. An
ongoing assistance, if any, liable for rejection/cancellation.

3)1solemnly confirm that assistance, if received from Koshika Foundation, will be use
for which such assistance was requested by me

4)I hereby confirm that | have not & will notin fulure, avail of reimbursement, in partorinfull, from any other source/
employerfinsurance 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, if so required

2) By affixing my signature or thumb impression on this Form, | on behalf of the patient (
Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to u
Name, address, photo & details of the "purpose”, for which such assistance s reque
including but not limited to verbal, print, electronic, for soliciting donations for Koshi
information aboutit's activities/achievements. Such use of the patient's photo & de!
before or after the patient's treatment orfulfilment of the "purpose”

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

orcontinuing 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) |l agree notto hold Koshika Foundation & it's trustees responsible, in case of failu
surgery/medical intervention

5) The amount of financial assistance granted by Koshika Foundation, will be
treatment/surgery/medical
the Hospital.
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AGREEMENT by HOSPITAL / DOCTOR gtofrea 22T & AT

case/patient for financial assistance from

By affixing hereunder, signature of our Authorised Signatory for consideration of this

Koshika Foundation, we (Hospital / Doctor) hereby affirm & accept following:

of financial assistance from another NGO or any other source, for the same
is granted by Koshika Foundation. If the said assistance is not granted by
to make up the shortfall from another NGO or any

1) That we neither presently nor will in future avail
patient/case, to the extent that such assistance
Koshika Foundation, in part or in full, then the Hospital reserves it's right
other source. This confirmation essentially states that the Hospital will no
patient/case from any other NGO or any other source.

t avail any duplicate assistance for the same

re. The choice of the treatment/procedure advised/conducted

2) The assistance from Koshika Foundation is only financial in natu
he patient & the Hospital, and is in no way

by the Hospital/Doctor on the patient, is based on the arrangement between t
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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