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DECL IIAIIOI{ by APPLICAilT: qr+(6 Em dcqr v{:

1) I hereby confirm lhat all details in this Form are True to lhe best of my knowledge. Any false stiatement will render my Applicstion & ongolng asslslan@, it anv,

liable for rejection/cancellation.
2) I solemnly confirm hat assistance, if received lrom Koshika Foundation, will be used only for lhe "purpose', as stated in thls Form for whlct such assistrance

was requesled bY me

3) I hereby contirm that I have not & will not in futurc, avail of reimbuGement, in part or in full, from any other source/employer/insuran@ c!{npany, of the amount

for which thls assistanc e rs requesled
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'prrpos";, to, *hich such assistance is requosted/granted, through any

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

made b-y Koshifa Foundation before or after my treatment or fulfilment of the 'purpos€"

for which assistance is being requested.

2) I (Appticant) further agree that any such use ol my name. addrcss, photo & d€tails ot the'purpose". for which such assistance is roqugEted/granted'

will not aulomatically entitte me for receiving or cont'inuing the saio asiistanc€. The decision for granting and/or continuing the assistanc! wlll rest solgly

with tte Trustees oiKoshika Foundation, and their decision is this regard will be final and accsptabl€ to me'
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By aifixing hereunder, stgnature of our Authorised Signatory for recommending this case/patient lor linancial assistance from Koshika Foundation' we

(Hospital) hereby affirm & accePt following

1)that we neither are Presently nor wilL in future avail of financial assistance from another NGO or any other source, for tho same patisnucase' as we arc

requesting to get lrom Kosh ika Foundation. to lhe extent that such assistance is granted by Koshika Foundation. lf the requested assistanc€ is not granted

by Koshika Foundation, in Part or in full, then the HosPi tal reserves it's right to make up the shortfall from anolhsr NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicats assistance lor the same patient caso from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choic€ of the treatment/proced ure advised/c!nducled by the HosPital on the

palient, rs based on lhe arrangoment between the Patient & the HosP ital, and is in no way influencod by Koshi ka Foundation. Hence, the Hospitalwill

assume sole & complete resPonsibility of the lreatment & it's outcome & salety of tho patlent, and Koshika Foundetion will have no role or responsibility

i#"ffij.** " 
..k t qr*d,itt 6i .u'tft*, $r.-e{R, i feifl 

".rrdr 
tg fissfiu, ux qrd t, fid rq (to- a) i{q nu'* t q< s €t6R 6{t tr

l) q.6fr r i qtqn slll q El qEq{frfdqq[Tq-drffilt(TGir({snqffirr<q}adr*r}ticlqd{diqrndt,trdtotci"Etff'6lsr"J{i'
t fs$lf€uffid Tn d qEq { ,6iftr61 ErT€ln, Em r< tE f* tr uR "e}Rro srrcrn" m rtrq-n finfr ofrm,1sco tE rgr lf frql qI t nl ert-dn

ffi erq tr qr+rt den qr ffi ir{ v{Nr i HlTq-dl di sir qFr6R $fun {s'dl tr W 1fu d ee ca uin t ft e[Fdr€ fttq q< ER Ii'tAIqd *[ fFS

Jk gcdrt tpr cI f6S erq snn t <6 i'nrd'flt

z. "otRr+r qrsirn" t d T$ qEr{ +{d idFdc Jrfd +1 tr tfr qr rwtn gm { 'd lrdlf, ql H TA 3q-sruffiql fi T{tc

d {-s 6r tsm t st{ "siRr*l vrr3m" snr ffi r+n +r q+{ <sls Tff tr r{ffi rw<ro { r}fi * rar< grm 3tR rcri qri

d d,fr ort "EiR!6r' +1 ott ltu*r ql f ffi w qrd { ld rhflr
liir.

rit !?rrsaf,

"f,rM qq rgon

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

fi+<+, d EFI${ ql wP at fir'n

AGREEIiIENT by HOSPITAL (T,{{ A EM 6{R)

RECOiIMEt{DED FOR ACCEPTENCE

ff*fdqffid lm utr b. OLbdc. A Ep Cart
UaEg.r OJfrucrt

(Name, Oesignation & StamP olAulholEod
on behalf ot Hospital)

fl s K Esnrd qE{a qFr6r0

r ia/M, Tnimdrh Rcd. Mllhr Tant Bed Arca

SignatoryMBBS,MS,FPRS,FICO
Dr. L i Dorerinava-

c ftsft)aRdhdoo0,rt'ttW

Date ot Surgery
3ictm 61 irfrs

FOR INTERI{AL USE ol KoSHIKA FoUNDATIoN slnft6 Bc+t t(
SIGNATURE ofTRUSTEE 2

q$ rsm z
SIGNATURE of TRUSTEE 'l

ars 6RtiR t

30-11-2024


