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DECLARATIOiI by APPLICANT: 3n}(6' Em dqln vr:

1) I hereby mnlirm thal altdetails in this Fom are True to the best of my knowledge. Any hlse statement willrender my Application & ongoing assislance, if any,

liable lor rejecliodcanc€llalion.
Zf iioi"raiip"n- tftat assistancr, if received lrom Koshika Foundation, will be used only for thg'purpose", as stated in this Form. for which such assistance

was requesied by me.
iiift*LUiao"n,in t"t I have not & will not in future, availof reimbursement, in palt or in full, ftom any other source/employer/insurance company. ofthe amount

for which this assistance is requested.
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RECOMMEN

ff
DED FOR ACCEPTENCE

+ fdq {-<fd '
air. Lakshmipathi N

Manai!ilr OulrBaart

} IERI.

&

ranneroDxLaID (lLFISRrFS
,ViRSfirrT)FPp4hlF tSq

Date of Surgely
qiqifi 61 drta

o<'[.t,-..t

F0R INTERNAL USE of K0SHIKA FOUNOATION q<ft6ild'rA

SIGIIATURE oITRUSTEE ?

qd rem z
StC,HlTUne ol TnUStt t

qrfr rsE{ r

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

ls of the 'purpose", lor which such assistance is requested/granted, th'ough any

soliciting donations for Koshika Foundalion and/or disseminating information about lt's

made bt Koshika Foundation belo.e or afler my treatmenl or fulflment ol lhe 'purpose'

for which assistanc€ is being requested.

2) I (Appticant) turther agreJthat any such use of my name, address, photo & details o, the 'Purpose", lor v(hich such assistanc€ is requested/granted,

*itt noi 
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entitle me for receiving or continuing the said assistance. The decislon lor glanting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation. and their d€cision is this regard will be final and acc€ptable to me.
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By affixing hereunder, Signature of our Authorised signatory tor recommending this case/patienl lof financial assistance from Koshika Foundalion. v,e

(Hospilal)hereby afilrm & accept lollowing
1)that we neither are p.esently nor will in future avail ol linancial assistance from another NGO or any othBr source, for the same patienucase, as we are

requesting to get from Koshika Foundation. to the extent that such astisiance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserves at s righ t to make up the shortfall fmm another NGO or any other source This

confirmation essentiallY statss that the Hospital will not avail any duplicate assistance lor the same Patisnt/case from any other NGO or any other source

2) The assistance from Koshika Fo!ndation is only flnancial in nature The choice of the treatmenuProcedure advisedlconducted by the Hospilal on the

pati6nt, is bas€d on the anange m6nt between the patient & the Hospital' and is in no way inf,uenced bY Kosh ika Foundation. H€nce, the Hospital lvill

assume sole & comPlete responsibility of the treatment & it's outcome & safety orthe patient, 8nd Koshika Foundation wiil have no role or responsibility
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