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DECLARATIO byAPPLICANT: qr+(6 Em dqa,Il rrd:

1) I hereby confirm that all details in this Form are True to the b€st of my knowledge. Any false statemenl will render my Appllcation & ongoing assistanca, if any,

liable lor rejection/cancellation.
2) I solemnu;nfirm thal assistance, i[ recsived from Koshika Foundatioh, will be us6d only for the "purpose', as siated ln this Form, for which such assistahce

was requested by me.
iiif,",iUy io"n,ir ltrt I have not & willnot in future, availof reimbursement, an part or in full, f.om any other source/employer/insurance company, ot the amount

for which this assistance is requested.
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l ) By afiixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and il's Trustees to

use/puotisl/iut-up/ieproduce my name, address, pholo & detaiis ofthe "purpose', for which such assistance is requested/granted, through 8ny

medium, incir-rding but not limited lo verbal, print, electronic, for soliciting dofiations for Koshika Foundaiion and/or disseminating information about it's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundation before or afler my treatment or fullllment of the 'purpose'

for which assistance is being requested.

2) I (Applicanl) furlher agree that any such use of my name, address, photo & details of the 'purpose", for which such assistance is requested/grantsd,

wilt noi automaticatty enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the sssistanc€ will rest solely

with lhe Trustees of Koshika Foundalion, and their decision is this regard will be final and accaptable to me.
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in lhe matter.

a+ 
"n"t", 

a*oA "i 
git( i qrTd,ta 6i "Elfrrrt !iri-31R" t fsifl qnml t{ fic'flfuI d qdl t, fn{ tq (rwdrd) f{q xqiR i qr{ a *cn iirt tl

r)q(f6rdu.d.q,q3t{q6qFq{frfdqq[r{drffilh1T(6rt{rq?crftrdq<qttirqatflnrqdiiiqrdril,dttf*tci'dftIqtErd-*lr'
I ffirl/ffi Tfi d seq { ,,+iRr6I srr€rn" EIII q< t{ t6 tl qft 'qiil6l qrg-tfi' Em {-fi{dr trfi qfrl6,l:g-6H t{ q-d( rdl fcql cr t qg-dls

firs q<,n srcri *tqt qr ffi qd n.FFn i {Ertrfl di m qF*n grf(a rsr vs lfe {eecu cr lfr sTR q Eitc c<q 3F tfr/crqd igffi
ln scort t*qr qr ffi r,q qrn t ai +{r/+fit

z. "qtRmr qrs*n" t d d {tfTdt *{d fsfdq r{fr cl tr td c{ rwdr( A 'I{ {-dE cI H 'rA 
3c-crv'Fficl 61 3ne ttn

* *s ql iccq t dR "Elfrtct vrr3m" Em ffi !r6R el eii <<rs'rd tr tgM rwdla { +t qt ratq gw 
'ct{ 

lqn sTt 61 qs f,Fdrd

d d,i .rh '6tFrfl" 61 +t{ ltutl ql 6 CRrfr rq qrrd { lti ddt

(Hosprtal) hereDy affrrm & accepl tollowing
1t rhar w. nFirhpr.re nresentlv nor wtll rn luture 6vail of financial assislance from another NGO or any other source, for the sams patienvcase' as we are 

.
jJ.iljlltl,i I lli riir'i".i,il i"'r"J",i"'i, ti rrre exlent rhat such assistance is granled by Koshika ioundation. lrlhe requested assistance rs not sranted

;?[]i];,'r;"'il;;;'i" p"i 
", 

i" ri,u. 1ri" p,e noipirat reserre' it s risht to m;ko 
'rp 

th; shortfall from another NGo or anv other sourc€ This

i6"tiiiiriii" 
"Ji"]imriv "iJt"s 

rn"t y," xo+itit witt ntt avart any oupticaie assistance for the same patienucasa from anv other NGo or snv other source'

ii it 
" "iriiti""" 

rro"i xoshika Foundatioriii onty fininciat rn narure. Ttre choice of the treatmenuprocedure advised/conducted by the Hospital on the

iltient,-li-urseo on tne arrangement oetween ihe'patient & the Hospital. and is in no way influenced by Koshika Foundation. Hence lhe Hospitalwill

iliu." 
"ol" 

a 
"o.p'",e 

resp-onsibitity of the treatment E it s outcome & salety ol the paient, and Koshika Foundation will hav€ no rols or responsibilrty

rsirfl

AGREEMENT by HOSPITAL (ECETf, lm 6(R)

RECOiIMEtIDED FOR ACCEPTEIICE

ffi+rdqffid
OulreachManager

la,CaE& yeDiabete6

{l,lame, Designation & StamP olAuthorised
on behall of Hospital)

q q Y( Eslifld etfrr{i srFtEIS

AreaTank
ye

BedMilbrRoad,
1s

SignatoryMBBS,MS,FPRS,FICC
consrweffisFf#r, a

orenna!r^ -

t4,lll

Date of Surgery

ofqiflr 4i drfrs

qr<ft6 iq+.r ?rl

SIGNATURE ofTRUSTEE 2

qrs Emq{ z
SIGNATURE oITRUSTEE 1

qrd rmm t

30-11-2024

APPLICAiIT'S SIGNATURE OR LEFT THUIilB IMPRESSION :

qr+<fi t E<tqrr qr a$ a frm

t

Dr.

FOR INTERNAL USE of KoSHIKA Fouf'lDAT|oN

4.-F


