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TTECLARAT|ON by APPLTCAi{T: qlkr tm dlqr cl:
1) I hefeby conlirm hat all delails in lhis Form are True to the besl of my knowledge. Any false statemenl will render my Application & ongolng assislsnce, il any,

liable for rsjecton/cancallation.
Zt isofernfiiprm- ttrat assistance, if rsceived from Koshika Foundation, will b€ used only lor the 'purpos€', as stated in this Form. lor whlch sudl assistanca

was requosl€d by me.
iiif,&li.i"ni, f,a I have not & wilt not in future, avaal of reimbursement, in part or in tull, hom any oth€r sourc6,/omployer/insurance company, o, the amouot

for which his assistance is roquested.

r I { qiclrr fi t tu ttr vrrq { fri 'rq T{ Fqu t0 cr6rt * rtrn Eiq {c' rfi lr cR

2) ii E{ cl {[rrfl fi "6tfiI6l sr3-+rr{', i ti cI ii l, EIsr scci'r aS 3q{q d lfr d
3) { Stu 6w tfr tu{ €sEnr }g qt r+{ 61 'll t, ac {Rr 6l qiRI6 cI vra frRl i6S

6i frqEr qi Tqc qrrq qm q l +t xrlq trr*r * cl {5d tr
H frqt !dn, cl w srq { q{ 

'rql tr
qq ul ftdqrr+qt 6q{ t r rt fr{ I qt a fr qftq { tfl

by APPLICANT ( srt<6 lRr 6,m)AGRE

qric6 * o ri'!} er firn
APPLICA}IT'S SIGNATURE OR LEFT THUMA I PRESSION :

AGREEMENT by HOSPIAL (rwdr8 Em 6(R)

Signatory

I

L.!,

trir IAKSHMIPAIHI II

h9,
tri

IltwdH

aN(

tJ'
BS.Dr. M. P

RECOMiTEt{DED FOR ACCEPTENCErffi+frqffid
Date of Surgory
Sqtflr d ilfr€

Va sa n th fifl E ${Fr$ih$S etUcE9txr rouriofi rory affitr{ilr ed 
1 ! 

aj_l,_: 
:,1i: 

tjlo,\

IasdurcHruffrdfttusfrEu' - --
qS rmm I

SIGi{ATURE ot TRUSIEi N0'u I ru 'qd rmnr{ r

/

By affixing hereunder. signalure of our Authorised Signatory for recommending thi8 csse/patient tor linancial assistanc€ from Koshika Foundation we

(Hospital) heroby affrm & acc€pt lollowing:
ififrlt *i neithd, are oresentynor will in-future avail of financial assislanc€ from snothgr NGO or sny oths. sourq6, for the ssme pstlsnucas€, as wa are

uiqr"iring to ;"t f.rkoshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistanc€ is not granled

O-y io"frifi, i,i.,nO"iion, in part or in futt, then the Hospital reserves it s rlght to mtke up the shortlLall tom anolher NGO or any other source Thls

i6nfiimation essentially sdtos that tho Hospital will nol avail any duplicaie assistanc€ tor thB same pati€nucasg from any olhgr NGO or any other source

iift i asjistince froni Koshika Foundalo; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospitsi on the

;;tis;L i; based on the arang€m€nl b€tw€sn th;pa ent E th€ Hospital. and is in no w.y influoncod by Koshika Foundation. H6ncs, the Hospitalwill

issumi sole & comptete resp;nsibility of the treatm€nt & its outcomo & sal€ty of the patient, 8nd Koshika Found6tion will have no role or rasponsibility

in the matter

1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address photo & detai

medium, including but not limited to verbal, print. eiectronic' for

activities/achievements. Such use of my photo & details can be

for which assistanca is being requested.

2) I (Applicant) further agree that any such use of my name, address. photo & dotails ol tho 'puDos€", lo. whlch such assbtance is requ$ted/9ranted.

witt noi automaficatty entiue me for receiving or continuing the said assist8nce. The decision for granting and/or continuing lhe assisiance will rest solely

with ths Trustees of Koshika Foundatlon, and th€ir decision is this .8gard will b€ linal and acceptabl€ to m€.

l) Iq rq? c{ rf,yl rs|I{( ql ii,ri d uq E,ns1, I (qri(6) qr{ €[cft 6 Sf€ 5,(nl (t!'6ift6r qrd+fi +( w+ 4*qI 'ri efr{ir m {ft fu rn,

Tfl,5H !ft( r] t€{q !{ ccr { s}frn t, Tt 'ctir*r" qq =qrs, <n, q-fl/qr {qt B,(*q t {d} llfifrft?if 4k scflFsil + f6i tr€l (l sqn qlqq

i ysfiir qd + Rcq .m$ tnil lvr rr fr<rq tt rorq * qd lr rr I cti * fuc "61finl srdts{" c RIS qftt

2) { (qdq6) rs rRr t xrc (ft i{ Tc, ! , stA dh frqol i fr {lrqll * Bt(IcI f ff&t l $ Frn: €rFm fl urqR lfi rqm Iq {ih il

"dfitrr' qc1 rF+ ?tM rt FIdc emrq q'[r rlqcrt rint

[cn qfrTil, tRRr0 61 !ci{ { qrcd^hi 6} "6tftl.rt srT+rn' * frirq sfi{'I tg ffil d qffi l' &i rq (rmrn) frq c6R i cr< I *{R 6d lr
l ) c[ fr i ri qdqn q]r c f fiq { frnrc esw tF{ lk gr6rt {tqrr rr FFd q< * i BTI tt/qtqi il tfl qr t r} l, id nrrqi'Tlfrr+r srg-&rr'

t imftfirrfd 6H * s<c il 'ciftm srr*rn' ur q< tg fr tr cR "ltrftql srr+rr{'E{ wrc fifift qfrrdrwo tg rgr r0 trcl {ill t ni qfiils

ffi q-{ {k ({6rt {tqr q ird q-q r+m { rnqm ti cr afucn nrfur rvn tr re 1ft { ee uu mr t m qgan tntq q< a< t'ttwti tg ffi
Jh rcrt der q ffi *q trqr i qfl d,Md,fft

z. "dtrq vrrCm' i d d srrm tcB frCrq Itfrr +1 tr ri'fr c{ f,RitIlI w { rr{ refi cr fri 'ri sTqlrffiql dI TrR ttt q{ f,I{tl6
d{s6rfrqqIqtl"6tRr6I$r.Cnr"!Rfr$vtlrurcl{<nci refirirt{dla{t'frtrsrc$$at{sAlrldsilfirffittGrgdrv
dl fi dtr "6tFr6r" d tt $fi !l lcCqlt I{ qlqd { rfr ri4r

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the'purpose", for rvhich such assistance is requested/granted, through any

solicitin0 donalions lor Koshaka Foundation and/or disseminating information about its
made by Koshika Foundatlon befo.e or atter my treatmenl ol fumlment of the 'purpose"
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