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DECLARATION by APPLICAIT: iqr+(6 Em *s!n llr
1) I hereby confirm lhat all details in this Form are True to lhe besl of my knowlodge. Any false stalsment will rend€r my Appllcation E ongoing asslstanca, i, any,

liable lor rejectiorvcancellation.
2) I solemnly confirm that assistanc€, if received from Koshika Foundaton, willbe used only for the "purpose', as stated in his Form, for whidt such assistance

was requested by me.
3) I her;by confirm that I have not & will not in fulure, avail of reimbursement, in part or in full, from any olher source/employer/insurance company, ot tte amount

for which tnis assrstance rs requested

r ) q dcql q,cdl { td vs lrqq i Rd d {q1 frdrq +0 sn6r0 + ird€R q-s qd Ri *l qR at{ frcol qti 6qi qqg crqt sr t nl +t wlq ftr< d ct sfi
z) ii tm si {6lq.dl {l "6iRm FI3-+{R", { d vr rt1 l, cq-qir sqqiq 3S skq qil $ * f6i fdqr qr+'n, qi rq r|Tiq { c(l rrcr tl
3) dSfu6( tf6e(vnrm*gwntn+1 'rit,sqrlfll [frr6 qr [d'd irRI ffi q? 9)r/Ffi]q6r$qlsq{iIti ftqr t qt{q* qFltc il tnl

,.GREEI',ENT by APPLICANT ( BRI 6m)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

!Er+(6 * 6<rwt qr d$ o firm

AGREEiTEi{T by HoSPITAL (6{{dra Bm 6{R)

,.+ fnc riEfd
RECOMMENDEO FOR ACCEPTETICE

K\Y r *&Efu i$l f $l*$ 0ffi E&.seo si g n,ro,y' 
DIABETES*#ME di0sffrtTlA L

Senior Manager

qr{ha*tfu as a r. Bangalore'52

l/!S Consultant 0Phlha lrnolcgisl

(A (Name

i
);iI,t&eo.O, DI I9,L

EOR Ii'ITERNAL USE of KOSHIKA FOUNDATIOi{

Bangalore Diabeles & EYe tJcsPild

SIGIIATURE ofTRUSTEE 2
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By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for frnancial assistance from Koshika Foundation, we

(Hospital) hereby atfirm & accept following:
i; that we neither are presentlynor '/sill inlulure avail of financiai assistance from anolher NGO or any other source, tor the same pationl/case, as w€ arc

requesting to get from Koshiki Foundation, to the exteni that such assistance is granted by Koshika Foundation. lflhe requested assistanc€ is not granted

by Koshik; Fo-'undation, in part or in full. th6n the Hospital reserves it's right to make up the shorttall from enolhor NGO or any other sourc€. This

c;nfirmation essentially st;tes that the Hospital will not avail any duplicate assistance for the samo pati€nucase from any other NGO or €ny othor source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproced!.e advised/conducted by lhe Hospital on the
p;tient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence. lhe Hospitalwill

assume sole & complote responsibility of the treatmenl & it's outcoms & safety of the patient. and Koshika Foundation will have no role or responsibility

in lhe matter.

1) By afilxing my signature or thumb impression on this Form, I iApplicanl) hereby agree & authorise Kgshika Foundation and it's Truste€s to

use/oublish/put-up/reproduce my name, address, photo & details of th€ 'purpose', tor which such assistance is requ€stod/granted, through any

medium, inctuding but not limrted to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can b€ made by Koshika Foundation before or after my treatment or fulfilment of thB 'purpose"

for which assistance is being requested.

2) I (Appticant) fudher agrae lhat any such use of my name, address, photo & details of the "purpose", for which such assistance is rsquestod/granted,

will not automaticalty entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing lhe assistanco will r€st solgly

with the Trustees of Koshika Foundation, and their decision is this reqard will be llnal and acceptable to me.
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