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1) I hereby confirm hat all details in this Fo.m are True to the best of my knowJedge. Any false statement will render my Application & ongoing assistrnce, if any,

liable for rejectiorvcancollalion.
2)lsol€rnnly clnfirm that assistanc€. if received lrom Koshika Foundation, will be used only lor the'purpose', as stated in this Form. for which suc-tl assistance
was requested by me.
3) I hereby co{ irm that I have not & will not in future, avail of reimbursement, in pan or in full, hom any other source/employer/insurance company, ol the amount
lor which this assisbnce is requesled.

l)idsq6rdr{fry{q6c{Rq'rAssfs{{!rftqr{6rt+q$R{-{qiTA qR6riftcMqiqqrqncrqrqrcrdlInltfi{6l{dtftrsdsr{.dittr
2)lldtlds[I{dI{fr"6itmsrr+fi',{dqrrdt,s{r6lBcqhTsrkq6lS+Hf6,clcr}ql,!iwcr6cdc(Tqttr
3) t Stu 6r tfr fq{ wmr tE w rfi q1 

'r{ t, rs nfrr qr qrEm qr rq-a Bsr FrS q-q rtfrf{+q6r*n 6q{ i r d frql t qt{ a fr qfrq { tlt
AGREEMENT by APPLICANT ( 3n+(6 fi 6fi)

SIGNATURE OR LEFT THUMA IMPRESSION

d1i er f<rm

RECOMiIEI{DED FOR ACCEPTENCE

dq-d + fnc {iFgfd

Jg [*["+

Dale of Surgery

mqtYn 6i irftq
WY

Dr. L?ixmi Dorennaver
MBBS,MS,FPRS,FICO

/:rnltltEf,lrltilE&*vif 6frtrt i v?
3FEI6I{q q EKIIffi q Tq. 1

,r/lr. LakshmiPathi lr

tlt"*R$ffi ffi 3ilffi ttuFsed sisnatory

.,'*r,**ffiffiH#ffi#,.'.,'
FoR |NTERi{AL USE ot KoSH|KA FoUloATtoN 3,rnfr6 iqqh t(

SIGNATURE of TRUSTEE 1

qid Emfi t

SIGI{ATURE ofTRUSIEE 2
qrd 6Rm u

/

'1)By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, address, photo & details of the 'purpose", lor which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, etectronic, for soliciting donations lo. Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can b€ made by Koshika Foundation belore or after my treatmeht or fumlment of the 'purpose'

for which assislance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', for which such assistance is requested/granted,

wilt not automatically entiue me for receiving or continuing the said assislance. The decision for g.anting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will be final and acceptable to me.
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By afllxang hereunder, signature of ourAuthorised Signatory for recommending lhis case/patient for linancialassistance from Koshika Foundation, we
(Hospital) hereby afllrm & accept following:
l)that we neither are presently nor will in futurc avail of financial assistance from another NGO or any othor source, lor the same patient/case, as we are

requesting to get l.om Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. ll the requested assistance is not granted

by Koshika Foundation. in part or in full, then the Hospital reserves it's right to make up the shortlall hom another NGO or any other source. This
clnfirmation essentially stat€s that the Hospitalwill not avail any duplicatB assistanc€ lor th€ sam€ patienl/csse lrom any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature, The choice ol the treatmenvproc€dure advised/conducted by the Hospital on the
patient, is based on tha arrangement betweon th6 patienl & the Hospital. and is in no way influBnc.ad by Koshika Foundation. Honce, the Hospitalwill
assume sole E complet€ responsibility ot the treatment & il's outcome & salety of th6 pationl, and Koshika Foundation will have no .ole or .esponsibility
in the matter
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