
APPLICATION FORM FOR ASSISTANCE (Healthcare) 
(TArEe aA) 

KOshika APPLICATION NO. H UA UA APPLICATION DATE: 37 Afer 
found ation 

07221 o15 18/07/2o3 Building block of life. 
PATIENT'S NAME M 

WEIGHT (KG) 
qr (5.AT. 

www.koshika.org 
contact@koshika.org 

Call: +91-11-41664297 

AGE (YEARS) SEX 

SHT ( ) 

Aakamksha Ruatu INeorE 3al 
NAME OF FATHER (or LEGAL GUARDIAN) 

YBhanwar faA 
NAME OF MOTHER (or LEGAL GUARDIAN) 

Mrs m ari Deu 
PHONE NO. OF FAPHERI 
MOTHER/LEGAL GUARDIAN 

E-MAIL OF FATHER/MOTHER/ 
LEGAL GUARDIAN 

7Sa H4B|NA 
PAN OF.FATMERI 

MOTHERLEGAL GUARDIAN MOTHER/LEGAL GUARDIAN 
AADHAR NO. OF FArHER/ 

PAN Card (tick /) Copy Attached Aadhar Card (tick ) Copy Atáched 

Voter Card (tick ) 25724 SOS 88T #7ar a ( Aa) 
Patient's Birth Certificate (tick /)Copy Attached Copy Attached /V.A 

FATHER'S ANNUAL INCOME (Rs)| FATHER'S OcCUPATIOON MOTHER'S ANNUAL INCOME (Rs) 

af T 
MOTHER's ocCUPATION 

O,0ooTwe| Earv N House 
PRESENT ADDRESS TTAr7 T 

Bouwa Mohala, Tehsalubure 
Oohorye ,Bhilunra, 
Rayartwam-3tInO7 

FAMILY DETAILS ATT ArgT rT 
PattneY 
MgtneN 
Pate 

PERMANENT ADDRESS r ga 
Bounwa MeaaMa Tela 

S.honpera , Deiaruya 
Blnluwore, Aayatudd -31tHo 

ECONOMIC STATUS Afra fesra 

Own House (tick ) 

T (AMIFT) 
es I No Vehicle Owned 4AI IE 

NP (specify) 

Total Family Income (Rs) 

70,000TNG 
Any loan (upeclty Amount M7 (I/H f 
&for what & from whom) 

(FTI) 

BPL Card 
EWS Certificate (tlck ) 4TT 7 (HA) 

Proof of Incomo (tick) Attaohed at.7.ET..3 Attached 

ITR Copy (tick) Attached Any other (specify) i s77 (ary ) 

N- 



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

RECOMMENDED SURG�RYTREATMENT 

Aia Septil \Áeo Demice 
Deecs twm &econouum Clour AsD C mm) uwi 

INVESTIGATION REPORTS ATTACHED 
(Tick attached) ESTIMATED COST OF 

SURGERY I TREATMENT olepioneuk nerlic 
DO,Ooa Um. Traue TR. No E CHO SURGERYI TREATMENT TO BE 

CONDUCTED AT (HoSPITAL) 
TAIT PT TT PAH lelt anch. 

Ec Diated RA/eV.Nora Vanaayna 
uultt'specialety 
Heoita Jaupg vembnular tumeao 

SURGERY TREATMENT TO BE CONDUCTED BY (DOCTOR) 

DrPrahant 
mamau@ 

FINANCIAL ASSISTANCE FOR SURGERY ITREATMENT trom OTHER SOURCES 
Own funds 

Employer 
Insurance Po, 000rNe 

v-D T 
ESI 
.H.T ECHS 

.AT.QA.g Govt. (specify 
agency& amount) 

ASSISTANCE SANCTIONEDIAVAILED FROM KOSHIKA 

TOTAL AMOUNT OF ASSISTANCE SANCTIONED BY KOSHIKA (RS) 

Bo,00O IN 
AMOUNT PAYABLE BY KOSHIKA TO 
(WHICH AGENCY) 

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

q 



DECLARATION by APPLICANT or PARENT or LEGAL GUARDAM (on behalf of PATIENT) 
1jlhave reauested finoal assistance from Koshika fetreatment/surgeryimeica irter vertion for a uo is related to 

Ifunther gonfrrn that l am legally autorswd to mate ris dedaration & belonmentioned hgreement on e as. 

behaif ot the patent (tenefiiary o inanialassistanceby Koshika Foundfion) 2) hereby conSm that all detals in this Form are True to the best o my knosmedge Arytase staterment wirerider mypplication& ngoing assistance, famyiatie for reetionlcancelladtion 
3l soiemnly conm that assistance, dreceeved fron Kosika Foundaticn, wlil te used ortytr he purpsA, 234staedin this Forrm, for whictech assistance was requested by me 

4)1 hereby confirn that I have nt & will not in fusture, avail d reirroursenent, in part rin full, fron anry other saurses employerfinsurance company.of the amount for which this assigance is ganted by Kishika 

AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 
1agreeto arange my own funds for ary folioup treatnert, if sorequired 
2) Byafoing my signature or tnumb impression on this Form, Ion behaif of tne petert (penefciary cfgrart by Koshika 

Foundation). hereby agree and auorise Kosnika Foundaton and its Trustees to uselpublishlput-upreproduce the patients 
name, address. photo &dezis ofthe "purpose"', tor wnich such assistance is requestedlgrante, trraugh any meiun, 
inciuding but not limited to verbal, print, eieczonic. for solicitng doreions for Koshika Faundation andor disserminating 

infommation about ifs acivisesacievements. Such use of the patients pncto& detais can be made by Koshika Faundation 
beiore or ater the pasenfs treztmertorfufimentoí he "purpose for wthich assistance is requestedigranted 

3) 1(Appicent) further agree thatany such use oímy name,. address. phnoto & details oftre "purpose', forwhich sauch assistance 
isrequesedganted, will not automescally entde me for recaiving or cantinuing me said assistance. The decisicn for granting 
and'or coinuing the 2ssisanca will rest scieiy with he Tustees of Kosnike Faundeion, and ther decisicn in this regard will be 

Final and cepebie ome 
4) lagreenotto hoid Koshika Foundaion& ifstrusees responsitle, in case of failure of treatrmentidesth of patient, during or after the 

Surgeryimedcalnteveion 
5) Tne amount di finencialassisance grented by Koshike Foundeton, will be payatie by Koshika, after comçletion of the 

reetmentsurgeryimedicalintenveEion, directyto he Hosptal where hettestmentprocedure iscarried aut, Egainst bills raised by 
he Hospta 

APPLICANT S SIGNATURE OR LET THUME IMFRESsoN 

A 2TAT (Father ) 



AGREEMENT by HOSPITAL 1DoCTOR- riT/sereRI 7dT 
By affixing hereunder, signature of our Authorised Signatory for considerätion of this case/patient for financist assistante from Koshika Foundation, we (Hospifal / Doctor) hereby affirm& accept following: 

1) That wè neither presently nofwill in future avail of finahciakassistance from another, NGO or any other source,for the same patient/case, to the extent thåt such assistance is granted by Koshika Foundation. If the said assistance is not granted by Koshika Foundation, in part or in full, thefP the Hospital reserves it's right to maé up the shortfall from another NG0 or any other source. This confirmation essentially states that the Hospital will not avél any duplicate assistance f the same patient/case from any other NGOor any other source. 

2) The assistance fm Koshika Foundation is only financial if'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 Koshik�a Foundation. Hence, the Hospital/Doctor will assume sole & comptete responsibility of the treatment& it's outcome & safety of the patient, and Koshika Foundation wl have io role or responsibility in the matter. The Hospital/Doctor agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on agcount of medical negligence etc, in course of carrying out the treatment/surgery/medical intetvention for which financial assistance is granted by Koghika Foundation. 

RECOMMENDED FOR ACCEPTENCE 

Date of Surgery 

Pr. PRASHANT MAHAWAR 
M.B,B.S, M.D (Peds), F.N.B (Ped. Cardiology) 

BALWINDER SINGH WALIA 
Facility Director 

Narayana MultispeciaBtty Hospital 
JAIPUR 

RMC-19962 
Sr.Consultant Pediatric Cardiologist 

(Name of Dr. &Regn. No. with Stamp) (Name, Designation& Stamp of Authorised Signatory 

on behalf of Hospital) 

FOR INTERNAL USE of KOSHIKA FOUNDATION 67 5397 3R 3TYT Y 

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2 

RTTETETT (1) TET ETFT (2) 
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