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OECLARAnOI by APPL|CAN?: qr*6 !m $sqr yr:

1) I hereby confinn that all detalls in lhls Form are True to th6 best o, my knorrledge. Any fahe statemont wlll render my Application & ongolng asslslance, if any,
liable lor rejecliory'cancsllation.

2) I solemnly confim that sssistsnce, if received ftom Koshika Foundation, will b€ used oniy lor the "purposg", as stated In this Form, hr whldi Euch assistanc€

was requested by me.
3) I hereby confirm that I have not & will not in future, availof reimbursement, in pad or in full, from any other source/employer/insurance company, of lhc amount
for which this assistance is requested.
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,.G APPLICANT ( lTo 6m)
'l) By afiixing my signature or thumb impression on this Form. I r'Appllc€nt) hergby agree & authoris€ Koshika Foundation and lt's Trustoes to

use/pubtish/pu!up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through 8ry
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation 8nd/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation bofore or after my treatment or fulfllmgnt ol the 'purpose"

for which assistance is being requesled.
2) I (Applicant) lurther ag.ee that any such use of my name, address, photo & dgtails ofth€'purpose', lor which such assistanc€ is rsquostod/granlad.

will not automalically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing ths sssistsnc€ will r€st solsiy

with the Trustees ol Koshika Foundation, and their decision is this regard will b€ finsl and acc€ptrabls to mo.
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By alfixing hereunder, signaiure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby afilrm & accept followingi
1) that we neither are presently nor will in fulure avail of financial assistance from another NGO or any other sourc€, for the same pationrcas€, as we ar€
requesting to gel lrom Koshika Foundation, to the exlent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not g.anted
by Koshika Foundation, in part or in lull. then the Hospital reserves it's right to make up the shortfall lrom another NGO or any other source. This
confirmation essentially stalos that the Hospital will not avail any duplicatg assistanca for thB samo patienucase f.om any other NGO or 8ny other sourc€.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenvprocedure advised/clnducted by the Hospitalon thg
patient, is based on the arangement betw€gn the patient & the Hospital, and is in no rvay influenced by Koshika Foundation. H€nce. the Hospitalwill
assume sole & complete responsibility of the treatm€nt & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility
in the matler.

6ct.ifufd,rRrsrtdrn{tql{d,ttd"{iRr6rsrr€yrr'ihfrqsEFdrtEffifl61qdt,H(q(f,wdrf,)frqr-6nicr{cdrR6{itr
l)T{ffirdqdqnglRtfrqke{frfrcwl{drffitnq(srttFqrcIffiqqqhtzmtflnmd{diqrdrtt,iifrwi'iiffrnsrd-*n'
t Mnyffi e* d <<q { "ajftrqr qrs-dm' m q< *u fo qR "sitrd $|Tim" E{ surifi fnft afrmlv+e ]g r51 rfr EcI rm t ni qfifls

ffiq',qtrsr*rt{+qrqrffiq-{t-*rqri€f,rlrdr*icrqir6ntftn{qnl wltu{seruqrnIfrqeirmkriqq<at;},fuvriit1ffi
t{ qccrt den ql ffi erq sltr{ t ad dftdfir
z "6ift|sr r6rrq{F" t dd sn*n *a-o frlcq r1fr al rit n rwo'a rm { dE-fl?cI f5.t rd arcRirfucr t613 q ttt cq'E{qimr

d *s i6r f{cq I # "+ifrrer srr+{r" lRr FrS rqn rr at <<rc rd tr veH uF a { tfl * ron g(ll at< qA cd al srt fitr} tff c-r tFdR
d d,t et{ 'dRr6r" d qii $16l qr fqCqrA !R qqd { rd dflr

AGREEMENT by HOSPITAL (EFflfl !r( 6m)

RECOMMENDED FOR ACCEPTENCE

+ f€q {<fd

I l+try

Date ol Surgery

otci{r 6i f,rfrs
I

^*B ,qltEm$Hr#ffiff1k-$ffi 
,,nnno,

{lr, t:nii ill Billfd{flafirc,Sfu frustl

Senior Manager

FoR II{TERNAL USE of KOSHIKA FOUNDATOTT qrdfrd,'idr{,ana!iir IjirqaIcre-52

SIGNATURE of TRUSTEE I
<rsl rwqR r

SIGilATURE of TRUSTEE 2
qIfl ERlsR U

/

30-'11-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

or*r+*rrmsRqwr1}6rt{flH

$

(Name ol Dr. & Regn. No. wlth Slrmp)
trm +r {q q 6m{I s Ifr. 1

BAI


