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oEcLARATlol{ by APPLICAIT: rqri<6 Em q]sqr vr:
1) I heoby contirm thal all details in this Fom ar€ True to the best ot my knowledge. tury false slalement will rend€r my Application & ongoing assbtanc€, if any,

liable for rejeclion/cancsllation.
2) I solemnly;nfirm that dssistance, if received from Koshika Foundation, willbe wed only for the 'purpose', as siated in this Form, for whidl such asslstance

was requested by me.

3) I her;by conlirm that I have not & will nol in future. avail of reimbursement, in part or in full, from any other source/afiployer/insurance compsny, of the amount

for which this assistance is requested
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,,GREEIIIENT by APPLI (ar+<6 !T{ 6m)

1) By affixing my signature or thumb impression on this Form, I iApplicant) h€reby agree & authorise Koshika Foundation and it's Truslees to

use/pubtish/pulupkeproduce my name, address, photo & details of the 'purpos€", for which such assistanc€ is requested,lgrantgd, through any

medium, including but not limited to verbal, print, electronic, fo. soliciting donations for Koshika Foundation and/or disseminating info.mation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fullilment ot the 'purpos€"

for which assistance is b€ing requested.

2) I (Applicant) fudher agree that any such use of my name, address. photo & details o, the 'purpose', for which suctt assistanca is requgsted/grantod.

;ll not automatically entitle me for receiving or continuing the said assistance. The decision for granting 8nd/or cutinuing the assistance will rsst solgly

with the Trustees of Koshika Foundation, and their decision is this rogard will be linal and acceptable to m6.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital)hereby affirm A accepl followrng:
i;tnit wi neitnjr are presently nor will inluture avail of financial assistance from another NGO or any other source, for the same patisnucasg, as we are

r;questing to get fiom Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

U-y"io"nif"" Fo--unO"tion, in part or in full. then the Hospital reserves it's right to make up thB shortlall from anothgr NGO or any olhor sou.c€. This

c6nflrmation ess€ntially st;tes that thg Hospital will not avail any duplicate assistancg tor the sam€ patienucsso from any ofher NGO or any other sourca.

ijif,e 
"is,stance 

tro|.,iKoshika Foundatio; is only financial in nature. The choic€ of the treaimenuprocedure advised/conducted by th€ Hospitalon lhe

plti"nt, ii u"ieO on tf'" arrangement betwsen the patient & the Hospital, and is in no way infiuenc€d by.Koshika foundalion Hence. the Hospitalwill

tssume sole & comptete resp;nsibitity of the trealment & il's outcome & safety of the patlent, 6nd Koshika Foundation will have no rolo or .esponsibility

in the matier.

tqt qfu{i, rctrt ql 3t( i qrcd"t'fr 6t "6tfrrrl vrcirn" t fsffl str.rfl t( ffifl d qd l' fird f,c (f,sl €) f<q mn i cr{ s *6R 6{i tr

l)q[fr?dTdwiftrAqfrq{Ffdqwrrflffilkqmrtriqnqrffie-{alntEffitd/qlcd{diqrnril,idfrIrci"lifrtt[lsrd-arF'
i Fgsrftrvffir r* d req { '61ftrfi srf*fi" rm r<< tg te tr qR 'clfiI6r $E*{r' E{ qrlrfi furfd vftmFoa *g :rd{ 10 frqr qm t d trenrc

ffi lrq lk qrcTt trqr qr ffi r< s<rqr t srradl ti 6r qnr6t gftrd rdil ir w 1fr { we rrr *n t ft qsna titq q< 3*t ttqqa *g **
tr vr+rt den qr ffi :rq slE{ t rS dftd.frt

2. 
.qiRr6r sr5€{r" * d d slrTdr Srd t{idq rfa d Sr rifr c{ f,Fdlo Bm t rI{ €ffi cl fr.a 'ri 3c-durfrql 6I gnc tO qi r{Toe

d *s 6r racq t Bft "6iRrdr sreCw' gm ffi r+r xr d{ <<n qd tr F{H rs e { t'i d rerr grm qt lcri sri 61

d tfl qtr'oiftffi'd d{ 1frqr ql ffi tt qlrd { nA *frt
tff c< rsdrd

AGREEiIENT by HoSPITAL (6{cill6 m 6{K)

Mr. LAKSHMIPATHT N6ffr + ffiq riErd
OMMENDED FOR ACCEPTENCE

OUTPIACH BANGAiOfi[

0ram0 B&S{diii & SEIE di8ilFf'flLsignatory

r

(A unit oi lj Irust)(Name oi Dr. & Regn. No. with Slamp)

sFE{ fi g q tRnn s rh. ?.

Date ol SuIgery
ortqtYH 61 irfrs

\o\'M
FOR INTERNAL USE oI KOSHIKA FOUNDATION 3il<fr.6

S|GI{ATURE of TRUSTEE 2

qrs rmn z
SIGiIATURE ofTRUSTEE 1

qS rmm r

{

30-11-2024

APPLICANT'S SIGTATURE OR LEFI THU B IMPRESSION :

!cr+<6 * r6ls( ct @ et ftrm

scqht t(

4-F


