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1 ) I hereby conlirm thal all delails in this Form are True to the best of my knowlodge. Ary talse stal8ment will render my Appli6tion & ongolng asslstancs, if any,
liable for rejectiory'cancellatjon.

2) I solemnly clnfrm that assistanc€, if receiv€d from Koshika Foundation, will b€ used only Ior the 'purpose', as statod in thls Form, for which such asslglance
was requested by me

3) I hereby conlirm that I have not & will not in future, availof reimbuGement, in part or in full, lrom any other source/employer/insurance company, oltle amount
for which this assistance is requested.

l)fidcol6tarttrE€rTFqtkAd<{frc{qttqlr6r0+lrd€RR-f,qri{dtr cR 6i{ frq{q qq 6rr{ q€R lrql qr trittsrl{ frrel * cr strff *r

2)itEr{Isjsrr[dl{ft'6iRl6rsl-*fi",idcrrfrt,-s6ricqhudTkqd$*Hkqrcrfu,sirsrTsq{q{I'rcl
3) { Stu 6rdr if5 fq( {Erctrt t{ qr !r+{r d d t, Es {fu fl cfir6 cr {6'd ftRr tfi'fr rrq rla/Fr+€/$qr 6q-{ ir ti fcqr * qt(r* qflq il dFt

ERI 6IR)

AGREEiIENT by HOSPITAL (E{Tfl€ m 6m)

RECOMMENDED FORACCEPTENCE

+ fdq dc6fr

(Name ol0r, & Regn. o. Yrlth Stamp)
gr€{ 6t itrt s ERtw{ ? Ifu. 1

Scnior Manager

^ryX$Sf,tffi#d,#tf;fu"*.(A unit cftEtrofiiifir nqs'(!fiFfrus0
u\q\rr

Dale of Surgery
qfqiflr 6l drfrs

FoR INTERNAL USE of KoSHIKA FoUNoAfloN qrdfthsolilh ; aSar, Ban g alcre-52

SIGilAIURE ofTRUSTEE 2

qrfr 6mfi z

SIGi{ATURE ol TRUSTEE 1
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1) By afflxing my signature or thumb impression on this Form, I rAppllcant) h€r€by agree & authorise Koshika Foundation and it's Ttustoes lo
use/publish/put-upheproduce my name, address, photo & details of the 'purpose', for which such assistance is requosted/granted, through 8ny
medium, including but not limited to verbal, p.int. electronac, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activitievachievements. Such use of my photo & dgtails can be made by Koshika Foundation betorE or after my troatment or lulfilment of the'purposE"
for which assistance is being requosted.
2) I (Applicant) turther agree lhat any such use ot my name, address, photo & details of the 'purposs', for which such assistanc€ is rsquost6d/grantod,

will not automatically entille me for receiving or continuing the said assistance. The decision for granting aM/or clntinuing the assistanc€ will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptabl€ to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospilal) hereby affirm & accept following:
1) that we neither are presently nor will in futurc avail ol llnancial assistance from another NGO or any oth€r sourc€, for lhe same pationucase, as we ar€
requesting lo gel from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves it's right to makg up the shortlall from anothor NGO or any othsr source. This
conflrmation essentially states that the Hospital will not avail any duplicat€ assislranc€ for ths same pati€nucas€ lrom sny othsr NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choicE of thg treatmenuprocedure advised/conducled by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henca, tho Hospilalwill
assume sole & compl€te responsibility of the treatmenl & it's outcome & safety of the patient. and Koshika Foundation will have no 1016 or responsibility
in the matler.
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