
APPLICATION FORM FOR ASSISTANCE (Healthcare)
(TATRR Ta) Koshika

APPLICATION NO. TR7 7 FET foundation 
APPLICATION DATE: TT Arr 

G0322 07/03/22 Building block of life.

www.koshika.org 

contact@koshika.org 

Call: +91-11-41664297 

PATIENT'S NAME: Fi A WEIGHT (KG) AGE (YEARS) SEX 

fT HTT(.))

Abou ahid 2 ysMale 28kg|
NAME OF FATHER (or LEGAL GUARDIAN) 

faT (fzTH) -a na V PHOTO 

er or 
(Sing 

Aphrakim
NAME OF MOTHER (or LEGAL GUARDIAN)

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

MOTHERILEGAL GUARDIAN LEGAL GUARDIAN 

5 . 

708878 899 NA 

PAN OF FATHER
MOTHER/LEGAL GUARDIAN MOTHER/LEGAL GUARDIAN 

IDENTITY 9617 
PAN Card (tick) Copy Attached

AADHAR NO. OF FATHER/ 
Aadhar Card (tick )| Copy Atached 

. Patient's Birth 
Certificate (tick /) 

HTTT A. Copy Attached
Voter Card (tick.
7ErT 7 ( A) 

Copy Attached

43475629 803 f 
NO. 

NA 
7(IT)

FATHER'S ANNUAL INCOME (RS) MOTHER'S ANNUAL INCOME (Rs) MOTHER'S occUPATION FATHER'S OccUPATION 

6000 farmar -NA House ife 

PRESENT ADDRESS fTHIC5 FAMILY DETAILS ATR KT arT 

Pahent Moth 
Pah'nt Pather 
Pahent Sivder 
Pahent Sisder 
Pahent Sisftr
Pahent Sei 
labiind Sister

House No - 139, Khoja ag la, Sahaz 

Barl a Mu2a tHaunajau bP * 

2S1301 

Aphrahm 
Shabaam 
Hina 
Bushra ParveuiaPERMANENT ADDRESS RIT YT 

Houst o- 134 Kheja Najs fa A6ul ak 

ear la, Muza Hfaaja U. 

2S130n 
Aling

ECONOMIC STATUS T5 Reua 

Vehicle Owned T N6 
Own House (tick ) YesNo - NO 

(specify) 

Any loan (specify Amount (IH 
for what & from whom) Total Family Income (Rs) 

6000 
(AaT) 

Attached BPL Card 
EWS Certificate (tick /) s4TT a ( PATT)Attached 

Proof of Income (tick)

Attached Any other (specify) i_ 7(T ) 
A ITR Copy (tick. FT7-NA- 



RECOMMENDED SURGERY/TREATMENT BRIEFMEDICAL HISTORY & INVESTIGATIONS DONE 
(Attach copies of Investigations reports like 

X-Ray, Echo, TMT etc) 

DIAGNOSIS 

TAPUC 
TAUc ovete

t CiC) Ke phaun 

h99-l a, 7h pve 
INVESTIGATION REPORTS ATTACHED

(Tick attached) 
ESTIMATED COST OF 

SURGERY I TREATMENT 

|ke gre u, hemphy 
(FATTTT) 2000O0

a SURGERY I TREATMENT TO BE 

x-Ray 
Patheloy lab 

CONDUCTED AT (HOSPITAL) 

Nasayang Hap 

GurugramEcho 

SURGERYTREATMENT TO BE 
CONDUCTED BY (DOCTOR) 

DNc tin Koma a pub 

FINANCIAL ASSISTANCE FOR SURGERY TREATMENT from OTHER SOURCES

Own funds Employer Insurancee 

Soeo 
ESI Govt. (specity 

agency & amount)

ECHS 

No No 

ASSISTANCE SANCTIONED AVAILED FROM KoSHIKA 

1Sooo- la HHkun ho usand onh TOTAL AMOUNT OF ASSISTANCE 
SANCTIONED BY KOSHIKA (RS) 

AMOUNT PAYABLE BY KOSHIKA TO 
(WHICH AGENCY) Narayang Supuspeciality Ho1pitnaurugram 

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



DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIEN
1)I have requested financial assistance from Koshika for treatment/surgery/medical intervention for 

A.bu..ahiowho is related to 

n.. 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) 
nat al details in this Form are True to the best of my knowledge. Any false statement will rendermy Pp 

ongoing assistance, if any, liable for rejection/cancellation. 
) solemny confirm that assistance,if received from Koshika Foundation, will be used only for the "purpose, ass 

for which such assistance was requested by me. 

4)t hereby confirm that I have not & will not in 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. 

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, Ion 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 not limited to verbal, print, electronic, for saliciting donations for Koshika Foundation and/or disseminating 
infomation about it's activities/lachievements. Such use of the patient's phato & details can be made by Koshika Foundation 

before or after the patient's treatment or fulflment of the "purpose" for which assistance is requested/granted 

3) 1Applicant) further agreethat any such use of my name, address, photo & detailsof the "purpose', for which such assistance 
is requesied/granted, wil not automatically entitle me for receiving or continuing the said assistance. The decision for granting

andlor 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 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. 

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION:

H HE 34TF4 
Eather AOuul kak 



AGREEMENT by HoSPITAL/ DOCTOR TreMST4ET ERT gT 

By aTxing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance irom 

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 samne 

patientcase, 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 confimation 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 chaice of the treatment/procedure advisedlconducled 
by the Hospital/Doctor on the patient, is based on the arrangement between the patient & the Hospital, and is in no way 

infuenced by Koshika Foundation. Hence, the Hospital/Doctor will assume sole & complete responsibility of the treatment & its 

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. 

RECOMMENDED FOR ACCEPTENCE 

Date of Surgery

DR. NITIN KUMAR RAJPUT 
MBBS, MS, M.Ch Cardiothoracic&Vescular Surgery

Senior Consuttant-Minimaly Invesive Cardiec Surgery (MCS)

Narayana Superspeciality Hospital
N70PckEPhsSecor-24, 

ADAMIT BHURA
Facility Director

yana Superspeciality Hospital 
Plot 3201, Block-V, DLF Phase-ll, Sector-24, 

(Name, DesignetianaStarggoekAHtlpaiae d Signatory 
on behalf of Hospital) 

(Name,of RaRegpoNerWi Stargp 

FOR INTERNAL USE of KOSHIKA FOUNDATION iA 9Tm fs 3vT Y 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 

TEEIETT (1) T EARTT (2) 
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