APPLICATION FORM FOR ASSISTANCE

el & fom e oy

(Healthcare)
(W @)

APPLICATION NO. : &&eq U5 g

APPLICATION DATE : 8Tde 31 ffy

I

@ .
Koshika

w[ocon poe.

@5704;)@@%

QL

Building block of life.

PATIENT'S NAME : T o 7/

SEX

AGE (YEARS) WEIGHT (K@) Wwww.koshika.org
g (at B) Fefor 9’ (R5.ar) | contact@koshika.org
Call : +91-11- 41664297
Fanido.  Kiadoon 2yt ol |g-aa
NAME OF FATHER (or LEGAL GUARDIAN) = =
o (o S ves) @ - -

Sk. Fc:.ﬂu-

NAME OF MOTHER (or LEGAL GUARDIAN)
AT (o S wrer) w

Robiua Khakun Bibi

PHONE NO' OF FATHER/ | E-MAIL OF FATHER/MOTHER/
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
Hiew /M 3 S e A/ a1 Jearhrs weew
. & B . -5
800(238 (3]
3251150 204 .
. Pﬁ';l: OF FATHER/ AADHAR NO. OF FATHER! | IDENTITY wearr =
MOTHER/LEGAL GUARDIAN MOTHER/LEGAL GUAFDIAN PAN Card (tick ) CopyAfached Aadhar Card (tick )| C ched
/R o de o | /R a1 dafe g ¥ e (o Fram) Ry e ST 7 (v ) e
B VY- b = Voter Card (tick /) Mached Patient's Birth opy Attached
5 k- %R & * &3 * *#;‘e*. B : Certificate (tick /) :
i AR W (v ) afer Here B T TH |
242 ] 23713 ¥ (/ Fra)
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
e % affes e =1 =aEy o F affe s a5 & G
' 0 » e,
R&J%’OOOI_ &)A]b Colloeto NA Howse

PRESENT ADDRESS #REs B Tm

FAMILY DETAILS 9RaER % fega Rawor

vill s~ Ruehim eldlin

P-0i— Parehim ehilKee

Poi- Pug kKuxra

; y T :ﬂ=ﬂ -"'?Qrcﬂ

«

PERMANENT ADDRESS o/t gt

Same al Above .

-l

ﬂ."' N.SHI , .-I

Capnp

ECONOMIC STATUS &% Refy

) w%gl_eﬂ,
it patient neods Suratead vp e foawhl.

A_EA]
‘ 3
-
2

v

=< I
Own House (tick ) Y&57 No Vehicle Owned ST e
ST (. Frare) &/ (specity)  (Reeer 3) NA
TS0 oo 144,000 | dpinepmmimas ot dn G |
(v Frm) CA hnbLaJ)
Proof of Income (tick ) Attached |~ BPLCard/  dt.di.qw./d.sey wg Attached
A B 5 ( / Fre) He EWS Cortificate (tick /) srmmor o1 ( Fvare) e
ITR Copy (tick v) Attached Any other (specify) % s (Rt 2) Pn; - Ho l-'-D-thl;H
s Ret i ofiy (v Frar) e cand :



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

Ut &l et o @ A RER

(e, &0 o A AR
S & et @)

Hlo Ryeatrley ey’

DIAGNOSIS RECOMMENDED SURGERYH;%EATMEN.T ]
Pt s wet/ae
5 majeaf V3D
Clogure -
Ve Pves70
) 1
"_——‘_—_’_‘J
ORTS ATTACHED ESTIMATED COST OF

mﬁsnﬁm{?&iipach;? SURGERY / TREATMENT
g R e & Tt /AW F ST =4

( Fraer ) RA 115,000}

Feho .szmi:&-

SURGERY / TREATMENT TO BE
CONDUCTED AT (HOSPITAL)
ot /ee P eeaE | B S

ano 5

H‘auu‘lJLﬁJ\

S Ja Hoajpﬂl-n!*“

SURGERY /TREATMENT TO BE
CONDUCTED BY (DOCTOR)

AL /TS HYA Al Sieed @ A

n. Debasid Das

DAsD

FINANCIAL ASSISTANGE FOR SURGERY / TREATMENT from OTHER SOURCES

el /50 & [Rie o 9l 8 "eEar

—
Own funds Employer Insurance
ST S N Pr T NA El NA
ESl ECHS Govt. (specify
£.0H.98 N A ER: e N A agency & amount) N A
LSECTEE
(e ¥ far and)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

HAHT FEIT & Wiga / < e WA

TOTAL AMOUNT OF ASSISTANCE

SANCTIONED BY KOSHIKA (RS) 18,000
oo 20 ) pe
e Ui (Se)

(WHIGH AGENGY) T Rs 115,000/

SHifereEr a uf¥
e o=l Y 3 2

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

PR ZRT & o At wEEar @ P R o e @ 9 W I




DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)
1)1 have requested financial assistance from Koshika for treatment/surgery/medical intervention for fjﬁmjﬂ& kb-‘"n‘lfﬂg ?’s?'r’elated to

me as.. .t fUAjarc ... lfurther confirm that | am legally authorised to make this declaration & below-mentioned 'Agreement' on
behalf of the p§tient (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. Any false statement will render my Application &
ongoing assistance, if any, liable for rejection/cancellation.

3)Isolemnly 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)I 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) lagree 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”, forwhich such assistance is requested/granted, through any medium,
including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or dissem inating
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 thatany 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 deci sion for granting
and/or continuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision in this regard will be
finaland acceptable tome.

4) lagree notto hold Koshika Foundation & it's trustees responsible, in case of failure of treatment/death of patient, du ring or after the
surgery/medical intervention

8) 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 erediest /2ty amy STEy ' '

By affixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance from
Koshika Foundation, we (Hospital / Docior) hereby affirm & accept following:

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. Thisg 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.

by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and s 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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