
APPLICATION FORM FOR ASSISTANCE 

APPLICATION NO. 

s/o422(0031 
PATIENT'S NAME: 51 

auslika 
NAME OF FATHER (or LEGAL GUARDIAN) 

Mu. Namal Guyeat 
NAME OF MOTHER (or LEGAL GUARDIAN) 

Mes Shalu Ben 
PHONE NO. OF FATHERI 

MOTHERILEGAL GUARDIAN 

7S9I930 

NA 

PAN OF FATHERI AADHAR NO. OF.FATHERI 
MOTHERILEGAL GUARDIAN MOTHER/LEGAL GUARDIAN 

5 . 

FATHER'S ANNUAL INCOME (Rs) 

48,000 INR 
PRESENT ADDRESS frHE YI 

E-MAIL OF FATHERIMOTHERI 
LEGAL GUARDIAN 

XXXXXyYX 369 

A-85, Chawmpa Nagar Neuo Saugue 

yantlan -301014. 

FATHER'S OCCUPATION 

PERMANENT ADDRESS RIri qaI 

Own House (tick ) 

Total Family Income (Rs) 

N-85, Chauwma nager, Ne aLond,Grya i Tiadi, 
Ragistua -30\o4. 

ECONOMIC STATUS 3fE frufa 

Proof of Income (tick ) 

ITR Copy (tick ) 

wlo tiades eld 
om newteaa 

Yes / No 

Attached 

Attached 

|2/Ail l30>3 

(Healthcare) 

APPLICATION DATE : Hda fr 

AGE (YEARS) 

PAN Card (tick /) 

Voter Card (tick ) 

Fatuer 

MOTHERS ANNUAL INCOME (Rs) 

Motles 
Palieut 

SEX 

FAMILY DETAILS qftar farg fary 

Copy Attached 

& for what & from whom) 

Copy Attached 

Vehicle Owned 374T TET 
(specify) 

BPL Card 

WEIGHT (KG) 

(faqru ) 

Any loan (specify Amount 1S (AI/AH as 

Koshika 

EWS Certificate (tick /) g ga M) 
Any other (specify) a[ g (aarU) 

foun dation 

Building block of life. 

Aadhar Card (tick /)| Copy Atached 

www.koshika.org 
contact@koshika.org 

Call : +91-11- 41664297 

Patient's Birth 
Certificate (tick ) 

MOTHER'S OCCUPATION 

Heuseufe 

Copy Attached 

N.A 

N.A 

Attached 



BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE 

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

Modeuale sie (3 s mm 
POA siuutip keft to 

|LA/LV. Left arch. 
Normal veutear 

Own funds 

ESI 
É.H.3AIS 

TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KOSHIKA (RS) 

AMOUNT PAYABLE BY KOSHIKA TO 

(WHICH AGENCY) 

Employer 

ECHS 

DIAGNOSIS 

Patod Dols 
hutouoss 

INVESTIGATION REPORTS ATTACHED 
(Tick attached) 

ECHO 

B5,000 

FINANCIAL ASSISTANCE FOR SURGERY / TREATMENT from OTHER SOURCES 

INe 

RECOMMENDED SURGERYITREATM 

Insurance 

ASSISTANCE SANCTIONED IAVAILED FROM KOSHIKA 

PPA Dewee 

8S,000 IND 

uaifeaaliy 
|Hospital Jaibur 

ESTIMATED COST OF 
SURGERY / TREATMENT 

SURGERY / TREATMENT TO BE 
CONDUCTED AT (HOSPITAL) 

SURGERY /TREATMENT TO BE 
n BY (DOCTOR) CONDUCTED 

DrPrarant 
Maawy 

Govt. (specify 
agency & amount) 

Haudaygalaya Liniled 

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



DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 

1)|have 
requested financial assistence from Koshika for r treatment/surgery/medical intervention for 

Ifuther confim that l am legally authorised to make this declaration & below-mentioned 'Agreement' on 

behalf of the patient (beneficiary of financial assistance by Koshika Foundation) 

erhyconfirm thal 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 

Menlemnly confirm that assistance, if re ceived from Koshika Foundation, will be used only for the "purpose", as stated in this Form 
(o which such assistance was requested by me. 

Ahereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sOurce/ 

employerlinsurance company, of the amount for which this assistance is granted by Koshika. 

9. A4.337 

who is related to 

AGREEMENT by APPLICANT Or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 
1) lagree to arrange my own funds for any follow-up treatrnent, if so required 
2) By affixing my signature or thumb impression on this Form, I on behalf of the patient (beneficiary of grant by Koshika 

Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to uselpublish/put-up/reproduce the patien'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 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 entile me forreceiving or continuing the said assistance. The decision for granting 
and/or continuing the assistance wil 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 treatmenUdeath 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. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION: 



AGREEMENT by HOSPITAL /D0CTOR fnta/fFT a 4| 

By affixing hereundet. signature of out Authorised Signatory for consideration of this case/patient for financial assistanre from 

Koshika Foundation. we (Hospital /Doctor) hereby affirm & accept following 

1) That We neithèr presentty nor will in future avail of financial assistance from another NGO or any other s0UrCe for the sarme 

patient/cAse, to the extent that such assistance is aranted by Koshika Foundation If the said assistanCe is not granterd by 

Koshika Foundation, in part or in full. then the Hospital reserves it's ríght 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 sarme 

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/conductert 

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 

outoome & 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 

Date of Surgery 

Total Famiy Iv 

RECOMMENDED FOR ACCEPTENCE 

Dr. PRASHANT MAHAWAR 
M.B,B.S, M.D (Peds), FN.B (Ped. Cardiology) 

RMC-19962 
&t. Consultant Pediatric Cardiologist 

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

SIGNATURE of TRUSTEE 1 

BALWINDER SINGH WALIA 
Facility Director 

Narayana Multispeciality Hospital 
JAIPUR 

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

FOR INTERNAL USE of KOSHIKA FOUNDATION t NTAT -G5 Ty > fY 

cardl 

SIGNATURE of TRUSTEE 2 

fa) 


