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1 ) I hereby coflfirm thal all details in this Form are True to the best of my knoudedge. Any fals€ statgmsnt will render my Apptication & ongolng agsistiance, if any,
lisble for rejectiorrcancrllation.

2) I solemnly confirm that assistance, it rec€ived from Koshika Foundatlon, will be used only fof he 'purpose', as statod in this Form, for whidl such assistanc€
was requested by me.
3) I heleby confinh lhal I have nol & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance cornpany, of the aorcunt
for which lhrs Eqsistance rs rcquesld.

r) dffir anr ti+ vs vrsr i firi,ri q{ fr{tot +0 qn6rt d qd€R rg qixfitr fi oit tcol qr'cqa qre vqr qrdr t nl *0 {lrc f{6dvsfifrtr
2) iiaRri {rl{dr {ftr "6if{r6r $rr€fi', t d qr Id t, csfi 3cqh ts st{q d tff + ffi f*qr cr+'[, d f{ yrsq { c{ 

'Tcr

3) d Stu 6rdr tf6 tqR <nro iE rr nf* d d t, sq IIf{ 6r cftr6 qr s-rd tRr ffi q{ dnfrdqs/l1ql sry{ i c n} fdqr I qh r fi qfr'q { tTl
,.GREEiiENT by APPLICANT ( Em {fi)

DECLARATION byAPPLtCalr 3n+<-* Am dqon vr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
glri(d + fl iiYni

Mr LAKSHMT PATHI N
RECOMMENDED FOR ACCEPTENCE

+ ff,q riq1f(

!o \
\-\\a{

Date of Surgery

rictn 4i drls

(l{ame of Dr. & Regn. No. with Stafip)
eI{{ o rc q Ekllq{ s tfr, r

l- ^,. - -..,.1, ,rrorr<tQ0l,
rH BAr{cr:lonF

(tJqng,besisnation & ffi E l06ffi9nrto,y

,l*;oil,#Iffifla: iry.,r
FOR I1{TERNAL USE ol KoSH;KA FOUNDAT;O;1 .3ffift6 t a.frr k1

, - -,.EEsrg.o<

SIGNATURE ofTRUSTEE'l
qr$ i-6rs{ t

SIGI{AIURE ofTRUSIEE 2
qrd ERm z

/

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, w9
(Hospiral) hereby a(rrm & accept lollowing:
1)that we neither are presently nor will in future avail of financial assistance from anolh€r NGO or any othe. sourc€, for the same patient/case, as we are
requesting lo gel lrom Koshika Foundation, to the extent that such assistanc€ is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from arothar NGO or any other source. This
confirmation essenlially states that the Hospital will not avail any duplicat€ assistance for the same patienvcase from 8ny oth€r NGO or sny other sourc€.
2) The assisiance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/clnducied by the Hospitsl on tho
patient, is based on the anangement betrveen the patient & the Hospital, and is in no way influenc€d by Koshika Foundation. HEnce. the Hospitalwill
assume sole & complete responsibilily of the treatment & it s outcome & safqty ol the pati€nt, and Koshika Foundation will have no role or rggponsibility
in the matter.
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, lhrough any
medium, including but not limiled to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disserninating information about it's
activities/achievements. Such use of my photo & details can be mada by Koshika Foundation b€fors or aftor my hgatm€nt or fulfilment ol lhe "purpose"
for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & delails of thg 'purpose', for which such assistanc€ is roquostod/granlod,
will not automatically entitle me for .eceiving or continuing the said assistance. The decision fgr granting and/or conlinuing the assistsncr will rest sololy
with the Trustees of Koshika Foundation, and their decision is this regard will b€ linal and acc€ptablE to m6.
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