HEEEl % WU oRes ux

APPLICATION FORM FOR ASSISTANCE

(Healthcare)
(Fmee @)

ﬂapLICATION NO.: SR vy geg

APPLICATION DATE : st < iy

Hioye6lo0]

S4]200e

—{foundation

PATIENT'S NAME : f & g

Building block of life.
AGE (YEARS) SEX | WEIGHT (kg) Www.koshika.org
g (ad ) fefr Y (Rp.ar.) contact@koshika.org
; Q, : Call : +91-11. 41664297
Ms Argthi Kpaton A Fomly A

NAME OF FATHER Yor LEGAL GUARDIAN)
R (ar Y TYERE) T ey

MR‘SK Mostewm

NAME OF MOTHER (or LEGAL GUARDIAN)
(S H&H) APy

Mgs Roksana e,

KShika

PHONE NO. OF FATHER E-MAIL OF FATHER/MOTHER
MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
AT O S we AT A A w
F B . " F 5w
«He%éseamoq/ ‘
BIGBA50) (5 | ——NA— B
PAN OF FATHER,” AADHAR NO. OF FATHER/ | IDENTITY TEEE e ——— —
EGAL GUARDIAN| MOTHER/LEGAL GUARDIAN 7o Card (tick /) [ Copy Attacheg Aadhar Card (tick ) [ Copy Attaghéq |
/A A1 e e /T A Jen e W & (. Frar) Wﬁf{ | SR % (. Frarr) M
%W;Z;& X ;ﬂg\gi% Voter Card (tick .) Cog;Attag:réd g Sdents (?;g:(h /) | Copwattac
2.13%D 1Aah ™ (« Fram)
FATHER'S ANNUAL INCOME (Rs) FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OCCUPATION
o %t affe oy fore =1 e o 3 i ey of 1 =aar

=

—OMIMEY )

R&‘ @)%D)Ocrj"‘

—NA~—

PRESENT ADDRESS &1Risia% &7 g

FAMILY DETAILS d9ftam = e fveer

Houwao \/oi#
[

AL o Khooud k et boody,

oot SN our Slhons

vouth

OO LS,

PO’ Khoowd gaxth

2ld o3 a7st-ofe

Pa o o T D"tﬂig Pusdon

D

@ﬁ%\ﬁ montha) oud

n ~
= Ptt\ci*—@mgq/. We. Q |
PERMANENT ADDRESS Tt qar
— QA \
ECONOMIC STATUS 37fifs fRufy o . .
hicle Owned 9T &res . \ )

Own Hou?e (tick ;) Eﬁi’fﬂgfo Ve (:picify)n ( ?.‘) % L @,}oﬁ Q&’Q

ST °Y (v e

oan (specify Amount A (Reeer A R
Total Family Income (Rs) R&[ gD CI) Al ?ﬁ;:w:a(tg.fr;%mhuﬁa) ?ﬂr%m% e .\' l ‘ -
aRER # g am 9 3y l\“r—‘* \\ \‘
- : “ Attached
) BPL Card/ drde. Aewy o ache

F b ORI ) At%cf;?d\/ EWS Certificate (tick /) ooy o ( , ) B

qH F{":I(T"I k(«)ﬁmrﬂ) prmcwr Any other (specify) i st (R ¥) ><

ITR Copy (tick s

ST %E# AR (v Fram) |~




BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE

(Attach copies of Investigations reports like
X-Ray, Echo, TMT etc)

I S SEe S @ e REeT
(b2, 9 e A, S
Sirer @i il )

( ,
%ﬂﬁ_},ﬁ ok Jf/im%l?

‘ m@lﬁiu‘
J - -

DIAGNOSIS
e

Liry 08-#5> -
o

RECOMMENDED SURGERY/TREATMENT

ST ET /T

ASD Swgan)
el

INVESTIGATION REPORTS ATTACHED ESTIMATED COST OF
(Tick attached) SURGERY / TREATMENT
e Rde de ¥ Gy /ST w AT
(v g )

RALOD, OOA.

O -FLD,
D mone., L R

D’ {L}fj f:ﬁ f"('&"/

|
|
f

i ,“; i . i A {{ .
- /‘!{' '//j {{J% Tt e

SURGERY | TREATMENT TO B
CONDUGTED AT (HOSPITAL)
e A T eR o e S

_ My dt [ £ o SURGERY /TREATMENT TO BE
B i L PR CONDUCTED BY (DOCTOR)
- (\/5 é"/ﬁ( f‘f il ot /5w SO A S B AW
b ¥ { b

R
Waaprrad,
odn

D Debodia Do

FINANCIAL ASSISTANCE FOR SUR

GERY / TREATMENT from OTHER SOURCES

ot /ea & T o Al e

Own funds Employer Insurance
gst(l{q - IéE‘CmI:IS Govt. (specify
By 4l.ug.g agency & amount)
NA NA el NA
(Frer e TR )

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA

FifeEe BrEseE & Wi / AT Her W

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

R & WG 5
e TR (o)

s 945,0

Ra (5, 00 ol ke pead b
, Iern Koo

raloliver cud
Courdolion.

AMOUNT PAYABLE BY KOSHIKA TO
(WHICH AGENCY)

PifdER B O
oo o B R

Nou fluxo\lfz,;;im @io\ﬁ\a WW,

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

DR ERT & S A TerEer & P o) o O gEe o WA
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1)l have requested financial assistance from Koshika for treatment/surgery/medical intervention for ... .. who is related to

me as.di’i‘,m.'.— ?“?\)“’ I further confirm that | am legally authorised to make this declaration & below-mentioned ‘Agreement’ on
behalf of the Rafient (beneficiary of financial assistance by Koshika Foundation)

2)Ihereby 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,
forwhich such assistance was requested by me.

4)1 hereby confirm that | have not & will notin future, avail of reimbursement, in part or in 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, | 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 assistance is requested/granted, through any medium,
including but notlimited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating
information aboutit'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) lagree not to 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 Kashika 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  Efefieel /2o ST STge

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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