
APPLICATION FORM FOR ASSISTANCE 

APPLICATION NO.: 3TeE A HOAI 

To626|008 
PATIENTS NAME: H 

Reuak Dhakadl 
NAME OF FATHER (or LEGAL GUARDIAN) 

M 
NAME OF MOTHER (or LEGAL GUARDIAN) 

Mis Boma Dhake 
PHONE NO. OF EATAER/ 

MOTHER/LEGAL GUARDIAN 

. 

|4983s777 24 
AADHAR NO. OF FATHER PAN OF FATHERI MOTHERILEGAL GUARDIAN MOTHERILEGAL GUARDIAN 

FATHER'S ANNUAL INCOME (Rs) 

I,so,000 LNR 
PRESENT ADDRESS GE yGT 

Own House (tick /) 

E-MAIL OF FATHER/MOTHERI 
LEGAL GUARDIAN 

(/fAr) 

PERMANENT ADDRESS RIA YT, 

Total Farnily Income (Rs) 

FATHER'S OCCUPATION 

ECONOMIC STATUs f fref 

Faune 

-3|1602. 

Proof of Income (tick ) 

ITR Copy (tick ) 

Yes/ No 

So, Ooo JNL 
Allached 

Atlached 

APPLICATION DATE : 3HET fAfa 

(Healthcare) 

22/6/2ox 
AGE (YEARS) 
g (a ) 

STLE 

IDENTITY YE7 
PAN Card (tick ) 

Voter Card (tick 

SEX 

M 

MOTHER'S ANNUAL INCOME (Rs) 

Copy Attached 

FAMILY DETAILS yfar ftgt T 

BPL Cardl 

WEIGHT (KG) 

Copy Attached 

fatlaea 
Motnea 

Vehicle Owned 4T AIET 
(specity) 

& for what & from whom) 

Any other (specity) 

Any loan (specify Amount (IH fY 

EWS Certiticate (tlck v) gH qa (PRIF) 
(a4) 

Koshika 
foundation 
Building block of life. 

Aadhar Card (tick | Copy Atached 

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

Patient's Birth 
Certificate (tick ) Copy Altached 

|Hosefe 
MOTHER'S OCCUPATION 

Attached 



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

Pateut Bilatinal T &t nresio. 

PA'S. 7ethaley fallot 
uitu 

meu-estie. 

ith aetie oveude. 
|loutlueut anol ndequaa 
|Aiye lael Pa's-Dalated 
|RARv. Left anelhqoool 
Veutiutan tmeti feitandia effusim 

Own funds 

Qutlet 

ESI 

NA 

TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KOSHIKA (RS) 

AMOUNT PAYABLE BY KOSHIKA TO 
(WHICH AGENCY) 

DIAGNOSIS 

Employer 

ECHS 

INVESTIGATION REPORTS ATTACHED 
(Tick attached) 

6/2 87Aunt elt s7 shunt taken elon 
lut. 

ÉCHO Repot 

RECOMMENDED SURGERYTTREATMENT 

N.A 

|PA Lodid pIrE+ 
B10 GluetO. MM PII 

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES 

Insurance 

2,80, oO JNR 

ASSISTANCE SANCTIONED /AVAILED FROM KOSHIKA 

230 000LN2 

ESTIMATED COST OF 
SURGERY / TREATMENT 

SURGERY / TREATMENT TO BE 
CONDUCTED AT (HOSPITAL) 

Mulibecaldy uafilat,iaud 

Govt. (specify 
agency & amount) 

SURGERY TREATMENT TO BE 
CONDUCTED BY (DOCTOR) 

&harma 

umted 
Please see overleaf for terms & conditlona of Koshika's asslstance 



DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 
1)| have requested financial assistance from Koshika for treatment/surgery/medical intervention for .... who is related to 
me as......... .further confirm that l am legally authorised to make this declaration & below-mentioned 'Agreement on 
behalf of the patient (beneficiary of financial assistance by Koshika Foundation) 

2)l 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)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)lhereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other sourcel 
employer/linsurance 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) 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, l on behalf of the patient (beneficiary of grant by Koshika 

Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to use/publishiput-upfreproduce the patient's 
name, address, photo & details of the "purpose", for which such assistance is requestedgranted, through any medium, 
including but not limited to verbal, print, electronic, for soliciting 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 fulflment of the "purpose" for which assistance is requestedlgranted 

3) 1(Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance 
is requestedigranted, wil 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) lagree not to hold Koshika Foundation & it's trustees responsible, in case offailure of treatmentideath of patient, during or after the 
surgery/medical intervention 

5) The amount offinancial assistance granted by Koshika Foundation, wil be payable by Koshika, after completion of the 
treatment/surgerylmedical intervention, directly to the Hospital where the treatmentprocedure is carried out, against bils raised by 
the Hospital. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : 



AGREEMENT by HOSPITAL / DOCTOR tem/šr aT TAY 
by afixing hereunder, signature of our Authorised Signalory for confidential of this caselpatient for financial assistance from Koshika 
Foundation, we (Hospital / Doctor) hereby afirm & accept following: 

1) That we neither presenty 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 treatrmentprocedure advised/conducted 
by the Hospita/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 wil assume sole & complete responsibility of the treatment & fs 
outcome & safety of the patient, and Koshika Foundation will have no role or responsibility in the matter. The HospitalDoctor 
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negigence 
etc, in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika 
Foundation. 

Date of Surgery 

RECOMMENDED FORACCEPTENCE 

ar. Sunil Sharm 
3BS, MS (General Surgery) 
aris Thoracic And Vascular Surger) 

Seicr Co 1sultaniCardiac Surary 
itn vdipui, 

(Name of Dr. & Regn. No. with Stamp) 

SIGNATURE of TRUSTEE 1 

BẠLWINDER SINGH WALIA 
DIRECTOR 

ARAYANA MULTISPECIALITY HOSPITAL 
JAIPUR 

(Narme, Designation & Stamp of Authorised Signatory on behalf of Hospital) 

FOR INTERNAL USE of KOSHIKA FOUNDATION ifN g H-a# yT f 

SIGNATURE of TRUSTEE2 
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