APPLICATION FORM FOR ASSISTANCE (Healthcare)

e B Ry one Pea— K(% "‘llk_@

APPLICATION NO. : 3fides U & APPLICATION DATE : 3T13%7 &l fafyy dation
! U d i QI
H/ 06\9#/00'3 V| Elana Building block of life.
PATIENT'S NAME : 3 %1 o AGE (YEARS) SEX | WEIGHT (kg) | Www.koshika.org
g (et %) o ar (fF.am) | contact@koshika.org

Call : +91-11- 41664297

Ms. SABIkun ANAHAR gﬁ"“, Female| |5 kys

NAME OF FATHER (or LEGAL GUARDIAN)
Rt (ar S wems) o am

Mo fa{m,z Mella

NAME OF MOTHER (or LEGAL GUARDIAN)
qT (a1 S wem) @ m

Mrx. Nagoea Bl

PHONE NO. OF FATHER/ E-MAIL OF FATHER/MOTHER/

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
rer /R a1 daifter s AT/ @ T @
H B . ) % g0
7548950863/ NA
60901801
PAN OF FATHER/ AADHAR NO. OF FATHER/ | IDENTITY Searr
X MOTHER/LEGAL-GUARDIAN- [ PAN Card (tickv) | CopyAttacfied | Aadhar Card (tick v) Copy Attache
mm/ﬁmﬂmazw?mm m/ﬁ:;rrm%aﬁ.asm & w5 (v Fram) e SN HE (v Fes) | sy
: S 3. Patient's Birth
k% K Kok EP NSO S Aot ok Voter (;;rcz iu;f:;% Cc;ﬁ%rr Attached %ﬁ‘g‘;‘@“ﬂ,ﬁ Copy Attached
04L63F 3219 X (v Fram)
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCGUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
e &t affes ey e 1 wEan ot affes e | & HqEY
f e)‘(.b’l.:l.,-(_,& ¥
4.2 @ 00/"' - /A Heire
R 4 y (Sonmica & ;LOP.)
PRESENT ADDRESS 9% %7 qar FAMILY DETAILS tReR #T faega Rawor

\/AZL?:K WM:)AO:;
Chanolibori 130,P S! Tz

M" \?a,uﬂ\__czi—{ /0 anidb, DA 8 0 0.4 € oA () 04 L. Dalies
P“-:-n— : 14350 -2 G o AL LD 1144" ‘(‘_' o ) i ‘." . g G o
PERMANENT ADDRESS ¥t Tt aligediod,. prollerrs Acn s 0Bor L
(7 ’ d ey 3 )
£ A AoL A (2 AL L AN LN A LA L AL o
a/é‘ow'ef 1 A fre 4 / \
M as AI:"' - - _ A (4 O LA AT L)
‘-'AI y £ LI s (LG X DM~ neAl el F75 N H
q
ECONOMIC STATUS aniftfs Reafy P /
Own House (tick v) “es / No Vehicle Owned ST e
T % ( o Frarer) & (specify)  (Rrzor 2) >
Total Family | R 4 Any loan (specify Amount ¥ &1 /e fom
dwcagmam | |As.[,20, 000 Frntriminse 3 & e NA
( v Fyamr) @Qn,rmif Mom,:)
Proof of Income (tick ./ Attached BPLCard/  dLdiug. /£ ==g uw Attached
S T T (xiiﬁm)) e EWS Certificate (tick /) oy oy («:—;m} =
: ify) $if o7 (R
ITRC tick ) Attached Any other (specify Va
m?ing {ﬁ’cﬂﬁf (v Forarr) e )( AI A




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

il SfR S0l oifg & Wit fa
@W'%:,. FEal b e e )
T @ ofedl @)

s|pRBG levin

I

DIAGNOSIS
Frm

Wﬁmtﬁ‘g‘j‘"
He I

dor Frmtam

RECOMMENDED SURGERY/T RE;ATMlENT

AR Tl /gam

Pﬂ"b'm
(NS S N

INVESTIGATION REPORTS ATTACHED
(Tick attached)

g RO e &

ESTIMATED COST OF
SURGERY / TREATMENT

TR /& B ST g

{/ﬁ'ﬂﬂ?m) EA,/} 50/ Oo@/‘_
7D
Eoho Repols | _mummmera
/& R G T
o / 5 ) 2021
N OMLaA_ :
\4 f@ Q02N oA Guucialilyl
-Uf? 4 a‘l C
056 [2024 Herpprtot,
Hewdvode
SURGERY /TREATMENT TO BE
CONDUCTED BY (DOCTOR)
T /ZEST HOT A Sl 3 AN

D, Belerin
prve

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

il /2 & T ot g A1 A demar

Own funds Employer Insurance 2
gESI o gcﬂl:lls Govt. (specify ]
. Ml.aEag agency & amount
A (Framr s il gend)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

HIAP BESIF q wigd / N Ferdar W

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

SR 2 S g
e A (Wo)

. 1, 50, 000 |~

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

i &Rl
e oo =1 2 #

f&; // 5h0/ 000/”

Please see overleaf for terms & conditions of Koshika's assistance
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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1)l have requested financial assistance from Koshika fortreatment!surgery!medicai intervention foMS;‘ga’Méun@hﬁs related fo
me as SAQUAQANT .. Iurther confirm that | am legally authorised to make this declaration & below-mentioned '‘Agreement' on
behalf of the fiaYjient (beneficiary offinancial assistance by Koshika Foundation)

2)I hereby confirm that all details in this Formare True to the best of my knowledge. Any false state mentwill render my Application &
ongoing assistance, if any, liable for rejection/cancellation.

3)I'solemnly confirm that assistance, ifreceived from Koshika Foundation, will be used only for the “purpose”, as stated in this Form,
forwhich such assistance was requested by me.

4)1 hereby confirm that | have not &will notin future, avail of reimbursement, in part orin 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 toarrange 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”, for which such assistanceis requested/granted, through any medium,
including but not limited to verbal, print, electronic, for soliciti ng 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
finaland acceptable to me.

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

5) The amount offinancial 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, againstbills raised by
the Hospital,
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AGREEMENT by HOSPITAL / DOCTOR BTedied /2l &Ry STHEY

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

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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