
APPLICATION FORM FOR ASSISTANCE 

APPLICATION NO. : rÈGT YA HGAI 

PATIENT'S NAME: 5 H 

NAME OF FATHER (or LEGAL GUARDIAN) 

Taruun Crujan 
NAME OF MOTHER (or LEGAL GUARDIAN) 

oyo Gunyjas 
PHONE NO, OF FATHER/ 

MOTHERILEGAL GUARDIAN 

92168-33515 
PAN OF FATHERI 

MOTHERILEGAL GUARDIAN 

NA 

. 

. 

FATHER'S ANNUAL INCOME (Rs) 

30,000 IN2 

PRESENT ADDRESS GE AI YCT 

E-MAIL OF FATHER/MOTHER/ 
LEGAL GUARDIAN 

(/Fr) 

Own House (tick ) 

AADHAR NO. OF FATHERI 
MOTHER/LEGAL GUARDIAN 

PERMANENT ADDRESS RITT YaI 

Total Family Income (Rs) 

Meotha am Ji ka khesla., 

NA 

ECONOMIC STATUS HT Rufa 

Proof of Income (tick ) 

ITR Copy (tlck ) 

FATHER's OcCUPATION 

HIT . 

Dauly whge labowne 

Meetha gnam 
Psutap mga ehitlorganh, 
ehitangah, Rajesthen-31200| 

XXXX 8946 

Yes / No 

|elap magan , chitangarh, Cattaugah, Rejastka-Zooj Patient 

30,000 7NR 
Attached 

Attached 

APPLICATION DATE : ICH faf 

1/Apuil |2024 
AGE (YEARS) 

(Healthcare) 

PAN Card (tick ) 

Voter Card (tick ) 

NA 

Fathe, 
Mother. 

MOTHER'S ANNUAL INCOME (Rs) 

SEX 

iLe 

FAMILY DETAILS far ftgT AAT 

Copy Attached 

BPL Card / 

Copy Attached 

WEIGHT (KG) 

Vehicle Owned G4T AIET 
(specify) (aq ) 

EWS Certiflcate (tlck ) gu qaT) 

Any loan (specify Amount (bI/b fY 
& for what & from whom) 

Any other (specify) Æ g (a4ro ) 

Koshika 
foundation 

Building block of life. 

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

Aadhar ard (tick v)l Copy Attached 

Patient's Birth 
Certificate (tick ) 

Hause Wibe 

MOTHER'S OCCUPATION 

NA 

NA 

Copy Attached 

NA 

Attached 
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EATMENT RECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT) 

alhave requested financial assistance from Koshika for treatment/surgery/medical intervention for. who is related to 

I 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) 

2hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & 

me as... 

ongoing assistance, if any, liable for rejection/cancellation. 
3) solemly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, 

9 

for which such assistance was requested by me. 
4)l hereby confirm that I 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. 

... 

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, lon 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 soliciting donations for Koshika Foundation and/or disseminating 

information about it's activitieslachievements. Such use of the patient's photo & details can be made by Koshika Foundation 

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

3) T(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 automaticaly 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 anount offinancial assistance granted by Koshika Foundation, will be payatble by Koshika, after completion of the 
treatmenU'surgerylmedical 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: 

(Fatter ) 



AGREEMENT by HOSPITAL/ DOCTOR 

By affixing hereunder, signature of our Authorised Signatory for consideration of this case/patient for financial assistance from 
Koshika Foundation, we (Hospital / Doctor) hereby afirm & accept following: 

1) That we neither presentily 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 aval any duplicate assistance for the same 
patient/case from any other NGO or any other source. 

Date of Surgery 

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. 

Dr. SUNIL SHARMA 
MBBS, MS (General Surgery) 

e/afeT aT TY 

RECOMMENDED FOR ACCEPTENCE 

MCH (Cardlo Thoraclc And Vscular Surgery) 
Consuttant-Cardiac Surgery 

Reg. No.: 20267 
Narayana Mutispeciality Hospitel, JAIPUR 

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

SIGNATURE of TRUSTEE 1 

BALWINDERSIYGH WALIA 
Facility Ditector 

Nana Muiti_peciality Hospital 
tPUR 

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

FOR INTERNAL USE of KOSHIKA FOUNDATION tfTG h3YT 3HIaf% JyT fAU 

SIGNATURE of TRUSTEE 2 


