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DECLARATIOII by APPUCAITI iqr*<6 m dsqr r?:

1 ) I hereby confirm lhat all delails in this Form are True to the best ot my knowledge. Any lalse statement will render my Application & ongoing assistancs, lf any,

liable for rejection/cancellation.
2)l solemnly confrm that assistance, if received lrom Koshika Foundation, willbe usod only for the'purpose', ss stated in this Form, for whidl such assistance

was requested by me
afineriUy conRrm tnat t have not & will not in future, avail ot reimbuEemenl, in part or in tull, from any other source/employer/insurance company, o, the amount

for which this assistanc€ rs requesled
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,.GREEITENT by APPLICANT ( dll 6(R)

l ) By afilxing my signature or thumb impression on this Form, I rAppticanl) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishilut-up/ieproduce my name, add.ess, photo & details ol the .purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited lo verbal, print. electronic, for soliciting donations lor Koshika Foundation and/or disseminaling information about it's

activitieJachievements. Such use of my photo & details can be made by Koshika Foundation beforo or after my treatment or fulfilmsnt of the 'purpose'

for which assistance 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/grantod,

witt noi automaticalty enti e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest soleiy

with the Trustees ol Koshika Foundation, and their docision is this regard will be final and acceptablg to me.
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By affixing hereunder, signaturc of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation. we

(Hospital) hereby afilrm & accept following:
ll) that wi neither are presently nor will inJuture avail of financial assistance from another NGO or any other source. foa the same patienucaso, as we are

requesting to get from foshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

bykoshik; Fo-undation, in part or in tull, then the Hospital reserves it's right to make up the shortfallfrom another NGO or any other source. This

c6nfirmation essentially st;tes that lhe Hospital will not avail any duplicate assistance for the sam€ pstignt'case from any other NGO or any other source.

iittre assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospilal on the

pltient, is based on the arrangement between thepatient E the Hospilal, and is in no vYay inlluenced by Koshika Foundalion. Hence, lhe Hospitalwill

assume sole & complete resp;nsibility of the treatment & it s outcome & safety of the patient, and Koshika Foundation will have no rols or responsibilily

in the matter.

iqt qfil{i, (Rrcrt 61 $n{ C qr{dn}'fr qi "qtfrr6r sre3m" t fsfrc {tr{dl ig fissftyr 61 qS t. fird f,q (f,{q?ri) f*q ron I qrq c d6R 6{i tr
l) ?rtf6rdTdcE qtrl d fie { frfrq wT{dr ffi Jk srcrt {Tqn clffi e-{ dniTn t'ftrqtrd {di qId d}, +t ft'tr{ "qifll6l srr&tr"
I fiFErRyyffid d€ * sqq { "6tRr6r $r.ern" m cfi t{ F6 tr qR 'cifrmr "nc*ra" m ssmr tnfr aRm,'{fo tg rqr rfr ftqr crdl t n} i[s a
ffi q-< tn rncrt qel qr ffi rq r+rm t sf,Edr +t ql qfE6R !ftir rsdr tr Vq lft { eoz clr qrdl t ft .mqina ffftq c<( 3fi tl1,'qtq-d t{ fiFd

tr tgr*r0 rirqr qr ffi :r< trtn i 16 d'rdfrt

csdsa

l\
RECOMMENDED FOR ACCEPTENCE

ff + ff,q {<td
rYIf. Ldl\sllIIlryOl'In l!

Manager Outreach
r--r ,,16 r^r niahal.e l. Ev. (:rr3-

(A unir o{ SMdtla E}.. Csre Trut.)
* 16fi,Tl* nablr Rod, lrr Tmi Bctl Atga

(Name, Designation & Stamp ol Authorised Signatory
on behall ol Hospilal)

tFr s s( tpqdrd q,tq? sftslflr\z\

Date ot Surgery

oriciYti 6i
ar

tive

FoR INTERNAL USE of KoSHIKA FoUNDATI0N sndf(6 rcqh t(
SIGI{ATURE oITRUSTEE 2

qs rsm z

SIGNATURE of TRUSTEE I
qrd rRrcl( r

/

30-11-2024

AGREEi,ENT by HOSPITAL (6qdTi lRI 6(I{)

4-F


