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1) I hereby confirm that all details in this Forrri are True to the best of my knowledge. Any false statement will

liable for rejection/cancellation.
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3) I hereby oonfirm that I have not & viill not rn future, avail of reimbursement. in part or in full, from any other source/employer/rnsurance company, of the
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activities/dchievenrenls. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

lor which assistance is being requested.

2) I (Applicant) further agree that any such use of my nanie. address, photo & details o[ the "purpose", for which such assistance is requested/granted,

will not automatrcally entitle nre for recerving or continuing the said assistance. The deciston for grantrng and/or continuing the assistance will rest solely
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance isrnot granled

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall kom another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any dupllcate 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 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 will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshaka Foundation will have no role or responsibility

rn the matter.

EqtqfrrE(,rgrsrfr+lqhiqrrdni,fiel"Etfrrqrs'rr€{rq"tffiqwrqartgftslfutdqfr*,ffirq(r+rcre)fuffiKtqrqq*onoritr
l)TdFrdrdqnqhldqf{q{fqFrqwrqilffi+rsrqrts{ffiqrEilffirqdatrmtft/crqd{dtqrdri*,+tf6Eqi"dfrr*r\nst{rq"
t ftrtnrfuyffir sm + qqq d "6]Rrfl $rs+{ri" Em c<c tg f+ tr qR "6iR[fii ws'eyH'ERI rlrlqrilr ffid qft6, rEFfl tg r{( rfr f6qr qil t d !rcqilfl

ffi srq ft sr+rt s+qr qt ffi erq gqrwi t qErq-fl +i 6r qfir+R gGrn rg* tr ve f,fu { ere q.6r qil t fs sT{rflH Efic qcK v.r tft/crrd ig fdrfr

ft iTr6.r(t g1g1 q1 ffi 3ret qTrrt g -{6I f,rfirf,tn

2. "Etftr+l g,sdyn' t d ,r{ wr+or **e'fcfdq r-{fr n1 tr ttfr c( Erqinf, urtl ci {t sqr6 qI f6'a ,ri swrvrfsqr rrr yils frfr w r+q.cm

* *e ql fqsq * 3*{ "s}RTsT sl-s-+{Ti'6Rr ffi rFFr{ al E}{ rqrq rd ir vsFr} w rsomrfl!il+ 3il{ qrieTr+ ffi +rfrsl srftw{Irpmra { tfr

assistance from Koshika Foundation, we

61 Eirft 3+{ u6iRr6r'q1 q,r{ rfnr-fl qr ffir {s crrd { rd rtfrr

(Name of Dr. & Regn. No.

L
orlr olza

-c*-35572

of Authorised Signatory

Hospital)

ortr6rtSFET 6T TII S ERISR q

Date of Surgery

orictflr 6i ilrfrs

(Name,

FOR INTERNAL US/of KOSHIKA FOUNDATION iirf,ft+'ffir t(

SIGNATURE of TRUSTEE 1

qrs aann r

SIGNATURE of TRUSTEE 2

qr$ aam z

{ 4-gt

30.12.2019

,

c(


