APPLICATION FORM FOR ASSISTANCE

BSEEGH

% [T fdes 9=

(Healthcare)
(T @)

Koshtk_a

APPLICATION NO. : & 95§
A

APPLICATION DATE : @ae &l fafer

N

O205[ D2

5]=|2025

Building bleck of life.

PATIEN

'S NAME : 2 @ T

AGH (YEARS)
oy (a9 #)

SEX
feT

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

WEIGHT (KG)
i (F.a.)

Md

Himavyat—

G-.?%.kﬁ,

NAME OF FATHER (or LEGAL GUARDIAN)
e (ar Fefees were) & -

i

M Hed q_a-l-a*ulfulv

NAME OF MOTHER {of LEGAL GUARDIAN)

| (ar Juifs ©EE) & T

_Mub Ro’?k ngp&oo‘vv

PHONE NO. OF FATHER/

E-MAIL OF FATHER/MOTHER/

MOTHER/LEGAL GUARDIAN LEGAL GUARDIAN
v /ar A Jufes e wren /e a1 dafs T
H G . F -0
2420 ?3.{-\"7 10 [
g2040tF0 L2
PAN OF FATHER/ AADHAR NO. OF FATHER/ | IDENTITY Yea
MOTHER/LEGAL GUARDIAN| MOTHER/LEGAL GUARDIAN [~ pAN Card (tick /) 7 Atiached | Aadhar Card (tick /) | CopyAtiached
e/ @ Jefe s | /R ar Sl G b @ (v i) Vgimm R F€ (v Fraw) | R des
>y :sr ﬁ; = S xwxx X ;r ' Voter Card (tick /) |, Copf Attached B e g,i;}‘"/, (o Attached
503+ o (. Fram)
FATHER'S ANNUAL INCOME (Rs)|  FATHER'S OCCUPATION | MOTHER'S ANNUAL INCOME (Rs) MOTHER'S OGGUPATION
e %t afifs ema fUeT = ==y ol &I affs s o F FauE
RA5 1,922,000 I?:aa, 5#'{‘@-6\.!%&. N A .vamu'ft’

PRESENT ADDRESS &A¥¥E® & 9ar

FAMILY DETAILS YRR &I faega e

33@,2, P‘O"' '__59 Pﬂ.ﬂlﬂa‘v\}' 54‘1\ .rna paa s ba.zu_,h]é
«)WJ} E’/’M R""‘J ' ﬂf\'\.el ﬂlnm P S

P 0! &MQQ_V\) P-s :_EML"‘N‘! "e"'}('n 1% Sole - ﬁ'mwm i rmbed
Diedr- :rwr--ﬂm TWto 2 - n’P J} 'hy ﬂnﬂtl} his _ngntn ( M tovn @
PERMANENT ADDRESS ¥l o i A n e, 0085—(

Soume. o oMve.

ECONOMIC STATUS &nfiti® Rafd e

Own House (tick v) Yes / No Vehicle Owned &9 J16 N =

FroeT & (v ) &1 /1 (specify) (e 2)

Total Family In Rs Any loan (specify Amount %15 @ ([ o

q%:l’{:;fm%ﬂ ;?;ne{ ) r‘v)@,_. Obbi"’ &f‘::rwhatzfromwhom] @T(Gﬁﬁﬁ‘m N F;-

( ~ Fram) J ')

(Avnuall
. BPL Card / @t from. A o Attached

;z:o:f;:;?r?: g:“‘;;} Aﬁd )( w( EWS Certificate (tick ) yomor oxy {f?;]ﬁl, ;;w?

ITRC tick Attached Any other (specify) 5§ a7 (Rt )

W%%ﬁﬁ}d{.- Fram) e K N A




BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE DIAGNOSIS RECOMMENDED SURGERY/TREATMENT
(Attach copies of Investigations reports like e
X-Ray, Echo, TMT etc) s aotd ge
A ol Iua S 1w REer
(a3, @1 A, s Ve Ml mr efre h
wire @ wRwr w) V‘B D TDevice
dopert (Vo)
V4% 5 T PO &LVQQDEV\/\RM Clo. rwis
{lr 0\‘ L e T T T\Aﬂr
A
(e 1) L
INVESTIGATION REPORTS ATTACHED ESTIMATED COST OF
- I (Tick attached) SURGERY | TREATMENT
(’Lb\? [ oL aﬁ(a-fﬁiﬁaw)% ol /gae @ SgAa &4
v = @l -
RA 1,956,000t
} SURGERY / TREATMENT TO BE
s -o""f 4 CONDUCTED AT (HOSPITAL)
Eebs A il /5T o s e S
= ’ Q{@D 5 Tp—
] oI
/ 3/2025 emapeceel
Hospi)) Howaa
SURGERY [TREATMENT TO BE
CONDUCTED BY (DOCTOR)
o /Zae W T SR B A
J)"’ A mifobhao_
e bodts Fmi lv\dwa .
FINANCIAL ASSISTANGE FOR SURGERY /| TREATMENT from OTHER SOURCES
ol /2ae & e o Akl § GerEl
Own funds Employer Insurance
s Y NA T N A Frer N A
gSl sk Ecm!-ls Govt. (specify
OH. .ol agency & amount)
N R N A N A
(o ST Wl =)

ASSISTANCE SANCTIONED / AVAILED FROM KOSHIKA
SR TR ¥ g / 9 ger TR

TOTAL AMOUNT OF ASSISTANCE
SANCTIONED BY KOSHIKA (RS)

e B a9
weal U (o)

PA

1,36+ 000

K. 1S, 600~ coitt La

e

Méiyﬁaﬁwmﬁm

AMOUNT PAYABLE BY KOSHIKA TO
{(WHICH AGENCY)

FifarEr &
fopa wodl B 3 #

Mm.qu .Sul\un s:f;e cﬂb%

Yosbitd,
*HM»J-\

Please see overleaf for terms &

A & & S ael geEd &

conditions of Koshika's assistance

Rrge ST 91 FUAT TEY U 0T 3




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

1)1 have requested financial assistance from Koshika for treatment/surgery/medical intervention forﬂk“MdH’ whtb is related to
meas... eV ... | further confirm that | am legally authorised to make this declaration & below-mentioned 'Agreement’ on
behalf of the patient (beneficiary of financial assistance by Koshika Foundation)

2)| hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application &
ongoing assistance, ifany, liable for rejection/cancellation.

3)| solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose’, as stated in this Form,
for which such assistance was requested by me.

4)| hereby confirm that | 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.
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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 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/g ranted

3) | (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
finaland acceptable tome.

4) 1 agree 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 Koshika Foundation, will be payable by Koshika, after completion of the
treatment/surgery/medical intervention, directly to the Hospital where the treatment/procedure is ca rried out, against bills raised by
the Hospital.
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AGREEMENT by HOSPITAL / DOCTOR  gfedied /ST &1 orges

By affixing hereunder, signature of our Authorised Signatory for consideration 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 10 indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence
efc, in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika
Foundation.
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