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11 I hereby confirm that all delails in thrs Form are True to the best of my knowledge. Any false statement will render my Application & ongorng
liaDlc for relectlon/canceitatton

2) I solentnly confirrl that assistance, if received fronr Koshika Foundation, will be used only for the "purpose'. as stated tn thjs Form. for which such a
was requested by me.

3) I hereby conflrnl that I have not & vrill not tn future, avarl of rejmbursement, rn part or in full, from any other source/employerlinsurance company, of the
for whrch this assistance rs requesteci
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MENT by fiR)(

by HOSPITAL (Efi-dlE Et{rAGREEMENT

for recomrnending this case/patient for financial assistance from Koshika Foundation, we

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 ;;ili";;;;;bt iiuni"aby Koshika Foundation, in part or rn full. then the Hospital reserves it's right to mike up the shortfall froftl another NGO or any other source. This
confirmation essenlially states that the Hospital will not avail any duplicaG assistance tor 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 Hoipital on thepatient, is based on the arrangement between the patient& the Hospital, and is in no way inftuenced by Koshika Foundation. Henie, the Hoipital will
assume sole & complete lesponsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or r.iionrioitity
in the matter.

Eqrt erfir{fl, E{ilrcrt 61 *{ * qrrdi+,ft q} "qiftr+t srsd{Htr t frftq voq-cr it fr'rrRvt d qfi +, ffi w (gwrro) fiEr IEFR ri qrq q rf+n qri tr
l)T6fdcdT{cH3I\qSqBq{fqfrqq-5s61f*rfitr{qrdrfrssnqrffisrqdnte-*+,ftiqrre{dtqrt{Bt,+fF6Eri.dfl{rrrrrrrr€{Frn
t ffi{I/ffi r* * sqq {'qlftmr rrrs*Htr Enr rrqs t-g fo tr qR "6iRI6r wstwtr gnr qtrrdr ffi sTfrr6/e6f, ut rS{ irt fficr qnr t d emrcre

ffi erq *t scort $RII {I finS srq v*ttIl t wr.rdr ti al elfkoR g{fuc rcdr tr vs f,ts { se *a qil t f6 !r+q-cta frffic rqq 3-.ftt tt/qrrd tg ffi
t{ sr6rt €{qt qr fr{t sFr {rr?R r{'rrt drnr&frr

2. "6tRrsr 5;5d51't d Ti rrr+cr **e frfrl r{ft ql tr rtfr w Esfiil?r ERr { Ti scfl6 sr f$i rri srcrfih+t rrr Eilq rhfr w rmm
d *q EFr f{sc t }il{ "siRrfil srs€{Ti" gm m,ys.r or at{ <qlq rfl tr rsffi E{{dR- { tr,fr * rorq gair oit{ fi+ qr+ 61 qrt ffi
6i Etri *{ n*ATsrr d El{ {kfl qr m {s qn-d d rd dfrr

rhft w rgcm

By affixing hereunder. signature of our Authorised Signatory
(Hospital) hereby affirm & accept foilowing:

2bII23 ,0

Date of Surgery

orichn 6i drftq

gFE( fr'ITFI S ERIqI S 1&.

(Name of Dr. & Regn. No. with

(Name, Designation Signatory

Eg-dITI

on

ilIqT(
FOR INTERNAL USE of KOSHIKA FOUNDATION 3I-{ft6 M,I t.(

SIGNATURE of TRUSTEE 1

qrs anftTr r

SIGNATURE of TRUSTEE 2

qrs rmltR z

t

30.12.2019

,

photo & details of the 'purpose", for which such assistance is requested/granted, through any
electronic, for soliciting donations for Koshika Foundatron and/or disseminating information about it's
details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requestedlgranted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or oontinuing the assistance will rest solely
with the Trustees oi Koshika Foundation, and their decision is Lhrs regard will be final and acceptable to me.
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