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DECLARATIOT{ byAPPlrA r: qd<6 Em sicql rx;
1 ) I hereby coofrm 0tat all dehils in hls Form are True to he best ot my knodedge. &ry hlse statement will render my Application & ongoing assistance, if any,

liable for €jsclbry'cancellalion.
2) I solemnly confirm tltat assisl,ane, if received ftom Koshik€ Foundation, will b€ used only for the'purpose'. as stated in this Form, tor which such assistance
was requestEd by me.
3) I heroby confirm that I havo not & will not in futur9. avail of reimbursement, in part or in full, frorn any other source/employer/insurance company, of tle amoont
for which t s assisbnce is requested.
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AGREEI{ENT by APPLICANT ( ERI 6m)

1) By alfixing my signature or thumb impression on this Form, I (Applicant) hereby agroe & authoris€ Koshika Foundation and it's Trustees to

use/publish/put-up/rep.oduce my name, address. photo E details of the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print. glectronic, tor Eoliciting donatons for Koshika Foundation and/or disseminating infomatlo{r about lt's

aciivitievachievemenis. Such use ot my phgto & details can be made by Koshika Foundation beror€ or afier my treattnent or futfilment ofthe'purpos€'
for which assistance is being requested.
2) I (Appticant)tudh agree that any such use of my name, address, photo & detaib ol the 'purpo3e'. lor whici suci assislance is requ$ted/granted,

will not automatically entite me for receiving or conlinuing the said asslstance. The decision tor granting and/or continuing the assistanc€ will rest solely

with the Trustees of Koshika Foudation, and their decision is lhis regard will be final and accaptable to me
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gy aflirino he.eund€( signature ofourAuthorised Signatory for recornmending this case/patient tor linancial assistance from Koshika Foundation, we
(Hospital) hereby afilrm & accopt lollowing:
1)that we neither are presently nor will in future avail of financial assislance from anothor NGO or any other source, for the same patjenvcase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is nol granled

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall frlm another NGO or any othe. source. This

c;nfirmation essentiatly states that thg Hospital will not avail any duplicat6 assistancs tor ttls sam€ pati€nt/casB from any other NGO or any othor source.

2) The assistan@ from Koshika Foundatjon is only financial in nature. The choice of the treatmenuprocedlre advised/conducted by the Hospital on the
patienl, is based on the arangomont between ths pationt & the Hospital, and is in no way influsncad by Koshika Foundation. H€nc€. lh9 Hospitalwill
assume sole & complete responsibility of the t.gatrnent & its outcome & safety ot the patient, and Koshika Foundation will have no .ole or responsibility
in the matter.

rct qfir{lr, [Rrcrt 61 q\ t cTqd^],n 6t "dftfi srr*rn" t frfrq q[rr tq ffirr el rrd t, fir{ Ec (rsi[6) ftq mn { qr< s 66R 6{A tr
\ qRtu?nl T{qr{.qt( i fr qfqq { frfrc elrc ftS lk {r6rt dmr ql fr$ rq da t sRr ritAcd { rit qr drtl, ti frf,ci'dftcil $rJ-*rl1"

APPLICATT,S SIGNAIURE OR LEFT THUITIB IiIPRESSION

qr*r+*tarmu;illimfim

AGREETIENT by HOSPITAL (f,RiITd Em 6'{R)

tr5lRwirfi Tfi * {r.q il "6tfirfl srs-&H' ERr q<< k f6 ct '+lfirei vre*rn" ar wrq-a ftnfa urRwrre tg r5r cA f{tll qit t ii E{{Irda

ffi rq rn q<+rt qsr ql ffi :rq r+rrr { xnrm ti.a iqftr+n trka rg-m tr w 1E { ee eu wn I fr *q'are Ertq q< BR tt/{rd tg ffi
Itr qrcrt r{rqr qr ffi q-{ slq{ i ?d dqr+'tr .'
z'qlRrersrr*rn" i e] q{ srrc +Td frftq rqft +1tr r},ftc{rrroraEtrd ll{ sar rI H ri Brrr frcr6t3nc tfr q{ EFdIs

**<cIfrcqIqt"dtr+rsrrCr{'a{ffir+r<crel{qmafi rsHf,Fdrfl{tfr*6rugurqhqdqdd{rtffitfrqcf,Ftrd
q1 tht dR 'df{rn" d +i( 1fq6l q ffi vc qrrd il afr *flt

A
RECOI{1{ENOED FOR ACCEPTENCE

ff + Fdc ri<fd W^h
,vtr. LakshmiPathi N

['laia!er Oulreach
(t{amt€iIoortdril.rpdfi ltofi*slgnalory

(A unir or gh.iccftft5gipp TrusJ
: ic;M, Thqg'.Fi8frG[#qil{Fqnfri(l ic; a'e .'

IDd (rt

oate of Surgery
3ir'qi'ffi d irfrE

L (Name ol0r. & Regn, No. with Stamp) :..
3rq.q 1tr 1.ryq6jr4+

W
FoR |I{TERNAL USE of KOSHIIG FOUNoAnOil qnft'6 icft t(

SIGIATURE oITRUSTEE 2

qld ERN( :
SIGNATIIRE of TRUSTEE'l

ad rmn r

/

1'144-2024

4-F


