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DECLARATION by APPUCANT: slrrf(r ER sisql r7l

1) I hereby contirm hat alldetails in ttlis Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance, if any.

liable for reioctbdcancellalion.
zf illilr-,rri-[-"ii-ni trr"iissislance. ,t,eceivea ftom Koshika Foundation, will be used only for the'purpose', as stated in this Form lorwhich such assistance

was requested by me

3) I hereby confirm that I have not & will not in future, avail of reimbuFement, in part or in full, kom any other source/employer/insurance company, of the

lor which this assistance is requested
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'l) By afllxing my signature or thumb impression on this Fom, I

use/publish/put'up/reproduce my name' address, photo & detail

medium, including but not limited to verbal, print' electronic, for

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

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

s of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminaling information about it s

iaOe ui xosnifa foundation before or after my treatment or fulfilment of the 'purpose'

for which assistance is being requested.

2) I (Applicant) funher agree that any such use of my name. address, photo & details ol the 'purpose', lor whict such assistance is requested/granted'

wi( nol automatically entitle me for receivin! or continuing the said asiistance. The decision ,or granting and/or conlinuing the assistanc€ will rest solely

wilh the Trustees of Koshika Foundation, and th€ir docision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory lor recommending this case/patient lor llnancialassistance lrom Koshika Foundation' we

(Hospital) hereby afflrm & accept lollowing
1) that we neither are Pre sently nor will in future evail of llnancial assistance lrom another NGO or any other souace, for the same patient/case, as we arc

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

by Koshika Foundation, in Part or in full. then the Hospi tal reserves it s right to make uP the shortfall from another NGO or any other source. This

confi rmation essentallY stat€s thal the Hospital will not avail any dupl icato assistance for the samo patient/case from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuprocedure advised/ conducted by the Hospital on the

pati6nt, is based on the arrangement between lhe patient & ths Hospital. and is in no way inllugncsd by Koshika Foun dation. Henc6, the HosPitalwill

assume sole & complete responsibility of the treatment & it's outcome & salety of the Patien t, and Koshika Foundation will have no role or responsibility

l#".ffij.*" 
" 

ck t c*d^!fr 6i '6ip'fl qrr*m" { frfcq sr* tg fiswft{I d rrd t, 1o1 .q ('**drf,) f{Er rq* t crq s *66* 6{a tl

l){tfrrri{dc|rs{rfrqfrq{frftqwlqfindlks{6r{{grrqrFrs!r{g}iiBfttff/clqdltiqrrirtt,*ifrrqi"Eltl6rsr'*8"
I ffi{vfnf( B-( + {Rq i'"ft* *j|;;; cq( t{ f6 tr qR 'ctfirn sE*n" !r( slT{dr torfd afim"v+o ft rgr rd fqqr qnr t ni *q-tro

firs qa rn srqrt {gt, t o * *o* i".*+ er onmn g{fr? rEfl tl ts1&{eecrqin t f6 qgdls trfic c<< Tfi t'fr/cgd *( ffi
lk nr*rt {er qr ffi r< sltfi I d ery+tt

z. "+rfrmr qrr*m, t d 'ri {f,I{dr +df, fqfdq r{fr +1*r ri'r1vr rmn fo { d (fir ql f(rt TA 3r{v!frcl613Tc t4l qi f,Rird

e fs ., Fcq t dn "*1p*, q*4,1q. 6r{ ffi ror er ct{ <rs ad tr r{fua tsrrs {tfidrereg{a qt( !fft qrt d srt ffiqrfr t{ G rs<ra

q1 tl,fl qt'6if{m" d qi{ {frm qI fiffi W qrrd {'tti *fit

ICANT ( m 6q{)AGREETTENT bY APPL

APPLICAI{T'S SIGNATURE OR LEFT THUMB IMPRESSION

AGREEiIENT by HoSPITAL (FFkrfl lRr 6{n

RECOMMENDED FOR ACCEPTEI'/CE

ff*frqtrd
,Vlr. Lakshmipathi N

Mai''31€,i Outraadl
( Nhfl itsEiiil'atio n'e"ttin$.F/-ftffi qd sisnatorv
(A unit ur r on Ueha[ of Hospltdtll]l . -^ .

* 16/M, Thimo#qg qBwn-d s6dtf,Et+it '^'"
aon tivt,

i Dorennavar
Date of Surgery

orici.{n 61 ittc

tfltobt.
er{fr6 scclrt t(

N L USE of K0SHIXA FOUNDATION

S|Gi{ATURE ol IRUSTEE 2

ard iRm ?
SIGNATURE of TRUSTEE

qrs 6m( t

'11-04-2024

Dr.

1


