
APPLICATION FORM FOR ASSISTANCE 

APPLICATION NO.: q H 

T07 )4 022 
PATIENT'S NAME : 4 

NAME OF FATHER (or LEGAL GUARDIAN) 

Badlu Gluyan 
NAME OF MOTHER (or LEGAL GUARDIAN) 

M Rekha Rumai bruje 
PHONE NO. OF EATHER 

MOTHERILEGAL GUARDIAN 

7 . 

34H09s 3144 
PAN OF FATHERI 

MOTHERILEGAL GUARDIAN 

. 

FATHER'S ANNUAL INCOME (Rs) 

B0,000-40,0O 
INR 

(/Ar) 

PRESENT ADDRESS GE YGT 

E-MAIL OF FATHERIMOTHERI 
LEGAL GUARDIAN 

Nay baoo, beoda, bwha ham 

Own House (tick ) 

AADHAR NO. OF EATHERI 
MOTHERILEGAL GUARDIAN 

PERMANENT ADDRESs K ygT 

Total Family Income (Rs) 

FATHER'S OCCUPATION 

|Mayi Balsacli{uno, Gumha Chamdaa 
udoslanda, onauli Nadol 

Rayaaham322243. 

Pame 

ECONOMIC STATUS frf 

Proof of Income (tick /) 

ITR Copy (tick /) 

YesNo 

Bqeo 990oo 
IN 

Attachgd 

Atached 

(Healthcare) 

APPLICATION DATE: fafer 

3/12024 
AGE (YEARS) 

5 Yesr ib M 

IDENTITY 617 

PAN Card (tick v) 

Voter Card (tick ) 

SEX 

Copy Attached 

MOTHERS ANNUAL INCOME (Rs) 

Copy Attached 

WEIGHT (KG) 

FAMILY DETAILS fAr a fARJT faqrT 

Rate 
Mothe 

BPL Card / 

Vehicle Owned 99 IET 
(specify) 

Any loan (specify Amount H (bH fK & for what & from whom) 

EWS Certiflcate (tlck ) gu qa(AR) 
Any other (peclty) à y (taqru) 

Koshika 
foundation 

Building block of life. 

www.koshika.org 
contact@koshika.org 

Call : +91-11- 41664297 

Aadhar Card (tick )| CopyAached 

Patient's Birth 
Certificate (tick /) Copy Attached 

MOTHER'S OCCUPATION 

House 

Attached 

Jaudhachamohi, aani, Noddi 
Dajuthn 322243. 



BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE 

(Attach copies of Investigations reports like 
X-Ray, Echo, TMT etc) 

No aotie value 
No AR.Trace MRmildte. 

|L6 PAH.NYomal veutuiue, 

Own funds 

ESI 

5000 IN R 

TOTAL AMOUNT OF A8SISTANCE 
SANCTIONED BY KOSHIKA (R8) 

AMOUNT PAYABLE BY KOSHIKA TO 
(WHICH AGENCY) 

Employer 

DIAGNOSIS 

ECHS 

Veutilear 

INVESTIGATION REPORTS ATTACHED 

(Tick attached) 

ECHO 

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES 

NA 

Insurance 

|20, 00o INA 

RECOMMENDED SURGERYITREATMENT 

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA 

VS) Deuee 
lOsre 

2s,000 INR 

ESTIMATED COST OF 
SURGERY / TREATMENT 

SURGERY/ TREATMENT TO BE 
CONDUCTED AT (HOSPITAL) 

SURGERY /TREATMENT TO BE 
CONDUCTED BY (DOCTOR) 

Do- Prashaut 
Malhawar 

Govt. (specify 
agency & amount) 

|Navagua pua Haudayalaya Lital 
Please see overleaf for terms & conditlons of Koshika's asslstance 



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

)lhave requested financial assistance from Koshika for treatmentisurgery/medical intervention for . ... who is related to 
......further confirm that l am legally authorised to make this declaration & below-mentioned 'Agreement' on 

behalfof the patient (beneficiary of financial assistance by Koshika Foundation) 
me as. 

2)l hereby confirm that 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)l solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, 

for which such assistance was requested by me. 
4)l hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/ 

employerinsurance company, of the amount for which this assistance is granted by Koshika. 

9. 

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 afixing my signature or thumb impression on this Form, l 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 activitieslachievements. 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) 1(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 andacceptable to me. 
4) lagree not to hold Koshika Foundation & it's trustees responsible, in case of falure of treatment/death of patient, during or after the 

surgery/medical intervention 

5) The amount offinancial assistance granted by Koshika Foundation, wl be payable by Koshika, after completion of the 
treatment/surgeryimedical intervention, directly to the Hospital where the treatment/procedure is carried out, against bills raised by 
the Hospital. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESsION: 
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