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liable for reiection/cancellalion n, fo. whidr suct assistanco
2) I solemnly confrm that assistance, f recoived frcm Koshika Foundation, will be used only for the 'purpose', as stated in this Fom

atheme ofwas ranceby su companyrequested rce/emsouother ployer/introm ainotinre bursement,tmavai of parttnnol Ethat haveconfirm3 hereby
nce uesleda sistath s reqwhichfor (ffidi{Rtfrtqrdl n]qrqrq$dli62FItfior6f{ qqqRtrsfr+ qclrdlqr{6rt+0tq-d{vl{S ir{qR.dq9t5r1 kqf6?F{iIIqNrn qc{ rrqlqnid 9r5Cqdqt YStrd f6qrdTkqBd $3cqirtJ+liSIqId .6i+tfrr+tft{EI{tt ET( iqtdqdR E1fdqr drrt6q-ff{td,fT+q-6,4qtffiIl?itlqIsffitiri6TT{I41 .dq6fqqf6 Tr6rrdl6adl igI ftu

6{r{3m3nt{6APPLICANTbyAGREEi/lENT

APPLICA}IT'S SIGNATIJRE OR LEFT THU$B lr,lPRESS|ON

qriro d fiflr

HOSPITAL 6m(rs dNTEREEMAG by

RECOMiIET{DED FOR ACCEPTENCE

ff+fdqffd
Jr. LatshmiPathi lr

'l(^qil
(l{ame, oes

Date ol Surgery

sid{r 6i irfrs

FOR INTERI{AL USE ot KOSHll$ FOUtilDATlOti

Srcrnune ot nusrce z
qrfr rmm tSIGNATURE of TRUSTEE 1

qr$ rwm r

:"i 1ffffi:iliilT":rT,'::;T'"""1Tr" *e o, my name, address, photo & derairs or the "purpose', ror whi6r such assistance is requestedisranted,

will not automatica y entitte me ror rece,r,ni-o-r titinrrg tte sa,o assrstance. rne oecision ior grantrng and/or continuing the assistance will rest solely

with the Trust€es of Koshika Foundation, a;d their decisi;n is lhis regard willbo final and acceptable to me

l) ys gcr c( srcl rRM( qr :i,rJ rfl srq ffnq'l, fi (qr+q6) lqrn sEqfr 61 :fr arm (qi "ffircl $rit{n qk ss+ qrtr " qi lcF{lr 6cl tt6 i{ '

wr,qralckriF+q{qEqqsr{dfudi,st"6itr6r'qqqr$'<r'crfl/ql$isliYqtVA'Ifdfifdqi(3q€td{dtdffifirsSc{rqrqq
t e{rRi 6rt * fdq qtu{a *r tt vrr tn ftc{ol li lqlq * crd cI T< i s(i d frq "qtRl6r srcgm" c ?I{ qftqll tl

2)l(:cr+c6)vgrniwmtfrtnm,vm,qtzidt{ft-{{qqif6{(I{iIl+3(tlcldfiitntEfiI|Tltrk[r!lf,({i6rrnrrgeq{qiI

1) Bv affixing my signature or thumb impress ion on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
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requesting to get from Koshika Foundation, 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 Hospital res€rves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states that tho Hospital will not avai I any duplicate assistance for the sam6 patienUcase from any oth€r NGO or any other source
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patient, is based on the arrangement between the Patient & lhe Hospital, and is in no way influonced bY Koshika Foundation. Hence , th€ Hospital will

ass ume sole & complete responsibil ity of the treatment & it's outcome & safety of the Patien t. and Koshika Foundatio n will have no role or responsibility

an the matter.
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