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DECLARATIOa{ by APPLICAi{I: 3r}<s gm dlun vr:
1 ) I hereby confirm that all details in lhis Form are True to lhe best ol my knowledge. Any false statement will render my Appllcatlon & ongolng assistanc€, it any,

liable ror Oectiorrcancelletion.
2) I solemnly clnfirm that sssistance, if .eceived lrom Koshiks Foundation, will b6 us€d only for the 'purpose', as stat€d ih thls Form. for which such assislence
was requesled bY m€.
3) I heiby confirm that I have nol & will not in future, avail of reimbursement, in parl or in full, lrom any other source/employer/insurdnce @mpany, of thg amos
lorwhich this assistance is requested.

tl { dqqr onr tfu vs yrsq i kt iri {S fr{ro +0 qnsr0 + qprr t.f, qd {d !fi uH &s{q qc 6a-r*Ff, lrlt vm I n) tt trrm ffra d !l sfifr

2) tt ERr d gtrTdr {fu "dRlm srreytr', t d qr d t, 3$61 scql'l sSYkqd $+ffi fuql wt. r, $ 5* rrsr { rn T<l tr
3) l Sfu6{i[{f6fff enra tg vr rtlr d'ri t, ss {fuql [frr6 qr {6fl tRr ffi q-{ Ttd/Frqt{6rficl {rc-i t r a] ieql t dnrrl qfre{ttt

,,cREEirENT by APPLICA'IT ( lm 6m)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

qr+r+ t{Ym

AGREEi,ENT by HOSPITAL (Egdld lro 6{R)

[ 0,, -_ff + fdq riqfd
$.r"<y.1' (r

RECOIiIMETIDED FOR ACCEPTE}ICE

afil>s

Date ol Surgery

oifqiflr fri irfrE
"Y\--z'

'la ,' l

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

sEu, 6'nc s rfifi{ g fs r.

(Narne, oesignation & Stamp olAuthorisod Signatory
on beha[ of Hospital]

?Fr q v< Eqdrd ilFr{i qffi

SIGiIATURE oITRUSTEE I
qd rmm r

SIGI{AIURE ofTRUSTEE 2

arfl renm z

/

1) By affixing my signature or thumb impression on this Form, I iApplicant) heraby agree & authorise Koshika Foundation and lt's Trusto€s lo
use/publish/put-up/ieproduce my name, add.ess, photo & detalls of the 'purpose', for which such assistance is request€d/granted, through any

medium, inctuding but not limited to verbal, print, electronic, lor soliciling donations for Koshika Foundation ahd/or diss€minating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation bofore or aft€r my troatment or fultilmont of the 'purposg'

for which assistance is being requestod.
2) I (Applicant) lurther agrse that any such use of my name, addrsss, photo & dstails otthE'purpose', for which such assistance is rsquosled/granled,

wi not automaticaly entitle me for receiving or continuing the said assislance. Thg docision for granting and/or continuing the assi3tan6 will rest solaly

with the Trustees of Koshika Foundation, and their decision is this rega.d will be flnaland acc8ptablg to me.
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By affixing hereunder, signature ol our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundation, we
(Hosprlal) hereby aftirm E accepl following:
1)that we neither are presently nor will in future avail of financial assistance from anolher NGO or any oth€r source, for the same pationt/case, as wo ar€

requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistancs is not grant€d

by Koshika Foundation, in part or in full. then the Hospital reserves it's right to make up tho shortlall from another NGO or any oth€r sourcs. This
confirmation essentially states that the Hospital will not avail any duplicate assistanc€ for th€ same patisnvcase from any other NGO or 8ny othsr source.
2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement betw€en th6 patient & the Hospital, and is in no way iniuenced by Koshika Foundation. Hence, the Hospitalwlll
assume sole & complete responsibility of the treatmenl & it s out@me & safoty of the palignt, and Koshika Foundation wlll have no role or rssponsibility
in the matter
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