TR & o s gy

APPLICATION FORM FOR ASSISTANCE

(Healthcare)

(@R @)

APPLICATION NO. ; o1& oy ey

APPLICATION DATE : ¥es =t Ry

'} [OS0hI005

P\

Ql[@efﬂoﬂb

PATIENT'S NAME : T 27 = AGE (YEARS) SEX | WEIGHT (kg)
oy (s &) fer R (5.am.)
= 40.:9

Ms. Deeasrr Abak il [Forate 4043

NAME OF FATHER (or LEGAL GUARDIAN)
o (ar e ) & amy

R Rolon Aok

K(%hika

 —
Building block of life.

contact@koshika.org
Call : +91-11- 41664297

'UNdation

Www.koshika.org

NAME OF MOTHER {or LEGAL GUARDIAN}
(o dafr o) 3 A
L&}

Mia RS Adalk

PHONE NO. OF FATHER/ [ E-MAIL OF FATHERMOTHER]

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN

/R a1 S s /e @ daites G

F B A . w1 §-3w

04RO TZ2 | |

AS8309]2¢C.Q NA - l’ -
PAN OF FATHER/ AADHAR NO. OF FATHER/ | IDENTITY weary ” i
LEGAL GUARDIAN| MOTHERA f PAN Card (tick /) [ Copy Attac Aadhar Card (tick /)| co Agfjed
wxﬁmmwnim?mm mm/hzrm%erﬁ?m &1 1 (/ Fram) M, SR FE (  Frar) ;%w 2
2 SR . Patient's Birth

EX g = Voter Card (tick /) | Copy Attgetfed Certificats (tck CWG

* *HXACCE KFAX XXX e () | o !éf' o i s
N 02,20 T (v Fram)
FATHER'S ANNUAL INCOME (Rs) | FATHER'S occupATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
foe o affe s e =1 =Eary H # affs oy Al &
Ry ,00eh  [Helpt w N A Hewaos
d Evodoroy Sy
2l f}? §

PRESENT ADDRESS sifisias = qar

FAMILY DETAILS WRaER %1 Rrger Riawer

YT Puwild

ST
Nm&mdh,(l&%%{ X 1y
Dkt Purdea e ;%‘Twﬁ%

PN ¢

i Q&\c?_u} 55\“&4&

b, &

& NE

Yoo W o
2ot

Ccansd o) MJ‘.Q\J‘UL

RN
At

‘Aakento D

o

PERMANENT ADDRESS #i& war

S Oune ON CDL\CDU‘Q

with c e A QAA\LQ_&_'_

W20\ anARnen ane oon

ECONOMIC STATUS &nfdfss Rewfiy

il
Own House (tick ./ s / No Vehicle Owned 9 areq
T e (¢ %%:m)) \);?(mﬁ (specify) (Reer 2) N A
Total Family Income (Rs) Any lean (specify Amount P d (Rean /e fare
?ﬁsﬂﬁ@'m 12581—‘)@@)‘@ & for what & from whom) A % ¥ ) NA
v
i
Proof of Income (tick /) Attac BPL Card / Fr.9 0w 4wy oy Attached
S FT (Jﬁﬂiﬁ) EWS Certificate (tick v) T O (_, ) e
ITR Copy (tick /) Attached Any other (specify) $¢ s (fareor 2) .A
ST Re 8 e (o P e M




BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE
(Attach copies of Investigations reports like

X-Ray, Echo, TMT etc)

i SR St i @7 e R

(g3, 3 o .. & Rk
st @t wfedt @)

DIAGNOSIS
Frr

Z/L‘f{’ e S

WZ}

RECOMMENDED SURGERY/TREATMENT

TR i/t

1Ok

INVESTIGATION REPORTS ATTACHED
(Tick attached)

aﬁﬁﬁéw%
(v Py )

ESTIMATED COST OF
SURGERY / TREATMENT

b b, B coestle

Qm@
\ 202}

55%#90@9

SURGERYITISEATMENTT BE
CONDUCTED AT [HOSPIT
Toril /gaT e swee ¥ R %mqr

SURGERY [TREATMENT TO BE
CONDUCTED BY (DOCTOR)

T /29 Hi7 9 2T F AW

Dx. Ddbaan
Dow -

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

ol /zae & [T o dial | 9erar

Own funds Employer Insurance
ESI - gcﬂgs Gowt. [s:ecify )
T N A KRR | N A agency & amount
DT
(Rremr @ fdr wamd) NA '

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

BB BEeIF § @igd / W< geEar A

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

FIRE &R S T
e R (Fo)

R, ho, 0061,

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

BT ar U
e T F AR

Ra\, 10, 00,

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

PRI T & AN g geddr 3 FEE ST 9 e gEe 9 WA




DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT! < A d ak
1)I have requested financial assistance from Koshika for treatment/surgery/medical intervention m}l‘S’DQ ........ %?%vho is related to

me as XM further confirm that | am legally authorised to make this declaration & below-mentioned 'Agreement’ on
behalf of the paf t(beneficiary of financial assistance by Koshika Foundation)
{hatall details in this Form are True to the best of my knowledge. Any false statement will render my Application &
onhgoing assistance, ifany, liable for rejection/cancellation.
3)Isolemnly confirm that assistance, ifreceived from Koshika Foundation, will be used only for the “purpose”, as stated in this Form,
for which such assistance was requested by me,
4)1 hereby confirm that | have not & will not in future, avail of reimbursement, in partorinfull, from any other source/

employer/insurance company, of the amount for which this assistance is granted by Koshika.

% AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)
1

) lagreeto arrange my own funds for any follow-up treatment, ifso 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 us e/publish/put-up/reproduce the patient's

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

S) The amountof 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
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