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DECLAfIATTOT{ by APPLICAI{T: iqr+{6 ErO SiSqr V{:

1) I hereby confim that all details in this Fonn are True to lhe besl of my knowl€dge. Any false st8tement will render my Applietion & ongoing assistanae, il any.

liable lor rejectior/cancellation.
2) I solemnly confirm that assistance, if rgclived from Koshika Foundation, will bs usad only for the 'purposg', as stated in $ls Form, for which such aasistance

was requested by me.
gif ne;Ly 

"onn,in 
thar f have not & wilt not in future, avail of reimbursement, in pa.t or in full, from any other source/employer/insurance comp3ny, of the amount

for which this assistance is requesled.

r) d iiqqr 6rdr t td f{ sr6q q Rq 'rA 
qS Eq{q +A qr{6r0 + :rgrn wo rd rfl tr fi 6li &{{q qc rq-r qrf, qrqr fin t ii tt xuri[ firer d rI qfifr *r

2)itrmqlHtrqfl{ft.6tf{r6rsB-${r,,{(1qldt,6{1613cq}'r3sskqdfi*mf6qlqdr1,q}{sIT6q{c['rdtr
fr fq{ q6r5dr +E qr yr+{r d'ri i, s{ rfrr 6r ffi{r€ q €{id frRI ffi e.< rlarFrtsrr*cl 6q-i {taifrqrt qtr t qfrq{tnt

,,GREEiTENT by APPLICANT ( BRI 6fl)
i)dxfu6rdr{

APPLICANT'S SIGI{ATURE OR LEFT THUMB IMPRESSION

er+(a 6' EREfi qI e1i at fivl

AGREEMENT by HOSPITAL (Eg f, EM 6IR)

Mgnagcr OutreachRECOMMENDED FOR ACCEPTENCE

+ t6q {<fd
(A unit ol Shraddha

oni, f*rrnlan noeo'
(Name, Designation & Stamp ot Authoti$d Slgnatory

on behalf of Hospltal)
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TrusCarcE!.
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MBBS,MS,FPRS,FICO

sFE( SI q

Dr. L i Dorennavar

SerRUracrculvlvs-

Date of Surgery
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SIGNATURE ofTRUSTEE 2

qr$ rsn{ z
SIGNATURE oITRUSTEE 1

qld ERIfi I

1)By afilxing my signature or thumb impression on this Form' I

use/publish/pul-up/reproduce my name, address, photo & delai

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

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

for which assistance is being requestod

2) I (Apptican0 further agreJthaiany such use ol my name, address. pholo & details ot lhe'purpose", for which such assistanc€ is requesled/grantod,

witt noi auromiticalty eniile me for receiving or continuing the said assistance. The d€cision for granting and/or continuing the assistancs will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acleptablB to m8.

l) $ y* 11 eci 6615( qr si,rd alerq eqmr, d (qr*<ol qsn wcfd 61ftz 6t tcd'6fRr6I st iktr qk Tr+ qfr'ci liFti ltr,{nl tf6 *{ rlq'

va, std qk sl fdsror rs cq? I dfird t, T* "6ifi|6r' qs{ q$, {q, qlqrvqr (st rt{q t gsl ''frfrkd 6k zrdffi + fri ffi S ccR rlqq

t yrtfta cti + tdc qfr{n tr ii ,Tr 6I tiq{q li rarq * cd cl qR i 6{i + fdq "dfrr+l srsC€r' s qfr qfuTd tr

2) d (qla.(s) r{ q( i ]Irrd tt€ t{I nq, ,rdr, sta eit{ frs{"r s} f6 wrrdr * s<ipd d ffila t $ st: IIEIqi rn G;qR afi rnrfll Iqsdq{
'dRmr" wl Yrd <rM ftoiq .xtdq 3l[{ rtq6r0 r}'nt

By afiixrng hereu nder, signature of our Authorised Signatory for recommending this case/patient for Ilnancial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept lollowing
1)lhat we neither are presently nor will in fu ture avail of financial assistance frcm another NGO or any other source, lor lhe same patienucase, as we are

requesting to gel from Koshika Foundation to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

conlirmation essentially siates that the Hospi tal will not avail any duplicate ass istgnce ior tho same Patieivcaso from any other NGo or any othsr source

2) The assistance from Koshika Foundation is only financial in nalure. The choic€ of the treatmenuprocedure advised/conducted by the Hospital on the

no way influenced by Kosh ika Foundation. Hence. the Hospital will

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

ls of lhe'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating information aboul it's

made by Koshika Foundation before or after my troatmenl or fulfilment of the'purpos6"

patient,
assurne

is based on the anangement between the patient & the Hospital and is in

sole & complete responsibility of the treatment & it's outcome & safety of the patienl, and Koshika Foundation will have no role or responsibility

rd rsH rs<ro { tt + rflq grer !ft{ lcd sri 41 srt qir Egldrd

in the matter.
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