(Healthcare)

E
APPLICATION FORM FOR ASSISTANCE ( e

eI & fou aees Uy

APPLICATION NO. : sties w5 ey

H /o525 [ 019

K&'hika

foundation

APPLICATION DATE : &35 3 ffy

99 Jos/2025

Building block of life.

NAME OF FATHER (or LEGAL GUARDIAN)
= (31 P HE®) W oA

PATIENT’S NAME - T H AGE (YEARS) SEX WEIGHT (KG) WWW-kﬂshika.org
g (=it F) feir W (B.am) | contact@koshika.org
: A Call : +91-11- 41664297
@’abf Priyanshu Kumom e [Male [7.3 g
Mo

My, Supni Kumon

NAME OF MOTHER (or LEGAL GUARDIAN)
o (1 e sive) @1 o

Mms, @em&j Kwrnoon;

PHONE NO. OF FATHER/ ' | E-MAIL OF FATHER/MOTHER/
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
=/ @ S e 1/ a1 Jurfi dee
H T . & $-Tq
I3 edoT g
RENT Q54667 ot B
PAN OF FATHER/ AADHAR NO. OF FATHER! | IDENTITY uzar -l 1
MOTHER/LEGAL GUA.RDIAN MOTHER/LEGAL GUAFDlAN PAN Card (tick /) Copy Attached Aadhar Card (tick ) _poﬁfAttached
/e A Safe g e /R A S s & 3 (. Fram) of He SR 1 (v Fm) | R des
ks ™ 2B o Voter Card (tick ) | C-ay Attached R i ﬁiﬁhﬂ Wﬂached
a7 (v )
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCGUFATION
e % ol o T & e A 4 affe e T % N
Wy Lobow o
Ry, 1y $0, 0o Dadly ik NA Howle w'i{e .
(:‘VEJ:\ Compons

PRESENT ADDRESS a1fies &7 qm

FAMILY DETAILS 9Rar =1 foreger Ferarer

NN Grourio. Ponst o o
Pot+f S>"Taghwa b"&i

sins §

Sova, Bikem, Pins g

Podlend Soy2 alows methon FRondi-

Mathen omd’ Q&sle“fh.ghﬂb"r%\@”ﬁﬁjﬂ \[;mi.
Todhen Shoott T Gluwahoh,

PERMANENT ADDRESS #1&i gap

Do —

ECONOMIC STATUS &nftfss sy

Own House (tick ) s/ No Vehicle Owned 31991 aEs
SO 8% (v Frar) &1/ (specify)  (faor 7) N ﬂ
Total Family Income (Rs) Any loan (specify Amount B Fr (R Arm femg
qﬁ;'(:‘;ﬁm _E‘ b %@) Ooet—- & for what & from whom) ﬁ?%ﬁﬂfﬁﬂ) Nﬁ_
(- Frar)
tek BPL Card / g aw. 4. s Attached
;:a;?f;;:??e (m;x.) ) Atached |~ EWS Certificate (tick /) gy 1y (fﬂ Frar) s K
ITR Copy (tick ) Attached Any other {specify) 3¢ a1 (R 2)
s et d s (- Praw) wo ¥




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

¥h o sudt s F w e
(-, &9 o . R
s ) wfRwl @)

t«éMﬁL

DIAGNOSIS
e

To

RECOMMENDED SURGERY/TREATMENT
ST T /5w

bl cancbin
Pepars .

INVESTIGATION REPORTS ATTACHED
{Tick attached)
Sier R " 8
(v TR =) E

ESTIMATED COST OF
SURGERY / TREATMENT

T /e B STgAbT
b\ H 0y 000

0

i

Felo neponi—

SURGERY /| TREATMENT TO BE
CONDUCTED AT (HOSPITAL)
ety /o e e J e s

0T |05 20257
D 030425~

@06{06,9\5”

sonon. OUPeH—

N

S peeiali Hespriol]
Howweon ,
SURGERY [TREATMENT TO BE

CONDUCTED BY {DOC'I‘OR)
ol /2 N aR Sl B

Dm, Dekags
Dady

FINANCIAL ASSISTANCE FOR SURGERY | TREATMENT from OTHER SOURCES

o /zast & e o Al | werd

Own funds Employer Insurance
o B N A PR Y S N
gSl ok EC;RS Govt. (specify )
. graE.ed agency & amount
N ey Aol N
(Rrarr St ey @)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

S TS & wiga / We wedr

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

FifteE = w89
e TR (®o)

jo \, 10, 00—

AMOUNT PAYABLE BY KOSHIKATO
(WHICH AGENCY)

ST T
50 oo @ 2

No\w?okm Smeeﬂsggiall’&? vedorled,, ool

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

ﬂﬁmmaaﬁaﬁw%ﬁwaﬂ?mﬁwgﬁﬁﬂﬁ




DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT
y ( ) FRCUVPU TS LR

A
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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)I 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 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 to arrange my own funds for any follow-up treatment, if so required

2) By affixing my signature or thumb impression on this Form, 1 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 dissemina ting
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) I{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 and acceptable to me.

4) lagreenotto 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 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  Efedfiest /St &I STgse

By affixing hereunder, signature of our Authorised Signatory for confidential 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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