(Healthcare) ¢t
APPLICATIOI:;?;qM FOR AS:EI{STANCE ( ) ()] ’h : l{
RERR 7 g Koshika
APPLICATION NO.: SR&H T dea1 APPLICATION DATE : 3dz & Ry foundation
1/0921-[/0 30 Z /q IZOM Building block of life.
PATIENT'S NAME : Ot 1 s AGE (YEARS) SEX WEIGHT (KG) www.koshika.org
tact@koshika.
5 i & vaci 2 bl il é:;r:ﬁ%:su 62402"997
Stwvom Teols ITYeIIM F |56 Mg

W\

NAME OF FATHER (or LEGAL GUARDIAN)
R (ar dafrs wvrs) & A

Mr- Pauson Kewwor, Todl

NAME OF MOTHER (or LEGAL GUARDIAN) -~
A (ar dafrs W) B AW " 2

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

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN ,
wrn /AR o Yt W aren /R ar dafre d@ws |
H B A = {3 \
gauae oNUO| NN 3
6377036 740 GRia s ¥ b
PAN OF FATHER/ AADHAR NO. OF, R/ | IDENTITY wEur
MOTHER/LEGAL GUARDIAN| MOTHER/LEGAL UARDIAN PAN Card (tick v) Copy Attached Aadhar Card (ﬂck ‘/) copyA ed
A/ @ Ao @ are /R a1 dafvs @S 47 w0 (v Prae) ofr g mm(,mﬁ)vﬂ{:’;},
SR = e o Voter Card (tick /) | CopyAl Patinty St
py Attached Certificate (tick v) | COPY Attached
N'B NXXK Yxxy 3@5Q | T (/P [ s e Rk " - sy He
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
R 2 affs o Rar & A 4 %t affs s H # ZHaEd
Eoloaman i
1,20,000 IN™ W N*A Houneuufe
PRESENT ADDRESS 3TRW&® I wal FAMILY DETAILS SRaR &1 R R

TR, Bay 40 Taolo RE GaX, Word voig | Palisnk
Cugimgorrin,, Uniaran, Royjastinan = faftner

Mglren

2215071« % Sl

PERMANENT ADDRESS il gar

ITR, RAY J1 Tops RTOMT, WARD
NO.IO QMI\' M//C_,l\m .
RMW - 331 S0, 4

ECONOMIC STATUS onftfs Reafy

Own House (tick v) Yes (No—" Vehicle Owned SIST 2§ Q'

s wT (v Fram) ¥t (specify) (Rrreer ) N

Total Family Income (Rs) Any loan (specify Amount B§ #= (Rerr/Rew Rig

mﬂwm ' .’ lo’ OOOINQ_ & for what & from whom) I =t @ Rr) N.ﬁ

( v hm) » - ¢

Proof of Income (tick v) Attaghed BPL Card / ﬂ.lh.!m./(.nsg oq : Attached
ama = = (o) \)fg:t EWS Certificate (tick /) garor qx (v frem) - | Hers
T e Rl L B M




DY

DIAGNOSIS RECOMMENDED SURGERYITREATME'"\ \.
L = st it e
ay, Echo, etc
N ot e ot w1 dRrer Prreer
et 8 v S o TCR Fdwwxa TOF —

TO¢ flspisloy - Lage non| ks - [TEFELRl

VSD wuithe sullet W x

§ ot ovemil RO | S
'(’MM delolctenal (4 m) (rom:e) /5D, 000 TIVA.
M dJA&t bdos tine X E C H 0 R n w;ggggﬁ;cgﬁggﬁ:m
Medlorater, ool 2:S myn PDA 94 /% ]
Shandiiy ffb o s FCo Nosaspus

braretr PR D 2overe Ps HDW}
e D (7 T
RY MA/UAJ Tt/ Y A 2R B AW

Dy mnkt Maliun,

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES

T /za 3 [T o/ Wil § 9erEar

Own funds Employer { Insurance
?s:z'amt N %_ Ec!gslmtm N . P[ f;:r‘\'c(;g‘::gunt) W . ﬁ
A TR
(Rerr S iRy =emd)
ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
B FESIT § WA / T FEEar Ay

TOTAL AMOUNT OF ASSISTANCE

SANCTIONED BY KOSHIKA (RS)

s 1,410,000 INR

wergan R (Vo)

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

e T i
a1 2g }

Nossoggama Hssolayalogn

!o,{’ég(

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)1 have requested financial assistance from Koshika for treatment/surgery/medical intervention for ........cceeueveueenenees whoisrelated to

:\:ht;::fofme .............. | fu.rther oonﬁrrl"n that | am legally authorised to make this declaration & below-mentioned ‘Agreement’'on
patient (beneficiary of financial assistance by Koshika Foundation)

2)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render myApplication &
ongoing assistance, if any, liable for rejection/cancellation.

3)1 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)1 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.

JAEH, & qT T q Aar-Rar a1 Yo @ ) baan 9—(_@
). W?" ...... 3 mm%maﬁmahmf. ......... 2, B FERTE | i
m%mmzﬁt,ﬁwmqﬂmg&gﬁzmmgmﬂwﬁmﬁwmmmmmm%

fRrg danfres w7 & st €

2. #x@mmgﬂzmmﬂ*%mmwmmﬁgﬂmaaﬁmwtlﬁémmmﬁaﬁﬁ
qx 3I% & o T wera (AR B B) P ol /TqE B4 i ¢ |

3. 8 e s g e § P, P R e & v e Prewh § A et ST e St o % R R e
Rrae ¥a B & Swre ¥, 3T R R 37 werar @ s o o |

s.ftw%mgﬂzmﬂiﬁsﬁﬂﬁmmﬁ%mmﬂnﬁmﬂ%ﬁmﬁ%mﬂmmmmm
%,mmwmﬂ,wﬁmmmwmmkmqﬂmﬂMMI

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 andit'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 aboutit's activities/achievements. Such use ofthe 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) I (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 entitie 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 and acceptable to me. '

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

5) 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

the Hospital.
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AGREEMENT by HOSPITAL / DOCTOR  gtefiedt /2T &Il ITgsd

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
other source. This 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.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted
by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and is 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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