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DECLARATION by APPLICAi{I: cnr}<s' !m s}sqr V{:

1 ) I hereby confirm that all delails in this Form are True to the best ot my knowledge. Any false statement will Gnder my Appllcalion & ongoing assistance, it any,

liable ror rejectiorrcancellation.
2) I solemnry ;nfirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated !n this Form, for whidl such assistance

was requested by me.
3) I her;by confi;n that I have nol & will not in future, avail of reirnbursement, in part or in full, ftom any other sout@/employer/insurance company, ot the amount

for which lhis assistance is requested.

l ) fi siwr 6rdl t f6 vs crsc t RA 'ri rrd Bqor +0 qr6rt * !r{qr E{ qri {d *r !R ci{ fr<q G cqz qmq qrql vr i d +t {ttr ftt{r ltt q mrff

2) li 6m nl s.Tm {fu "dRr6I st-r+fi", t d qr Itfr t, YF6r Eqq}'l rS 3t{q 61$ d m f6ql t'n, ql Ig r5c I q{I TcI tr
unr {i* fvr vrra<r tg qr nfir cl d t, E{ rtf{ 6r {frr6 cr srdfrwffi q.{ *{ift+o-6,4ql ae-{ tr ai fcql t qkld cfrq { ilrt

,.cREEl'rENT by APPLICANT ( lr{r 6m)
i){stu

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

AGREEI,ENT by HOSPITAL (EgdIE ERI 6(R)

Dr.
.rlr. Lakshmipathi NRECOMMENOED FOR ACCEPTENCE

+ ffiq ri<fd

on bohall of Hospital)

rls q Y( E{Tdlir iiftEi 3tfrr6lfrVa

MS
Bang
(A un+PY'

il{rr$i$trsr ot rosHlKA FoutlDATlotl ilt-dFfi sqch tE

SIGI'IATURE ol IRUSTEE 2

ar$ 6eril z

SIGNATURE ofTRUSTEE 1

urd rmm r

/

l?I :l

1) By affixing my signature or thumb impression on this'Form, I iApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

uie/oublisn/pr-rl-r-rp/reoroduce my name, address. photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not timited to verbal, print, electronic. for soliciting donations for Koshika Foundation and/or disseminating information about ifs

activities/achievements. Such use of nty photo & details can be made by Koshika Foundation before or after my troatment or fulfilment of the 'purpose'

for which assislance is being requested.

2) I (Applicant) ludher agree that any such use of my name, address. photo E details of the 'purpose", for which such assistance is rEquested/granted,

wi noi automaticaliy entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance wlll r8st solely

with the Trustees of Koshika Foundation, and their decision is this regard will bo final and accoptable to me.
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By af{ixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assislance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
i)if,;t ri n.itf,,i, 

"r" 
presently nor will in-future avail of financial assistance lrom another NGO or any oth€r source, for the same patienucase, as we are

rJquesting to get kom Koshiki Foundation. to the extent thal such assistance is granted by Koshika Foundalion. lf lhe requested assislance is not qranted

oiio"triil i,i*a"iion. in part or in fult. then the Hospital reserves it's right to mrke up th€ shortfall from anolher NGO or any other source This

c6ntiimation essentiatty st;bs that the Hospital will not avail any duplicaie assislance for the same patieivcase from any other NGO or any other sourcs.
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f|'orriKoshika Foundation is only financial in ;ature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

pitient, is based on the arrangement between thipatient & the Hospital, and is in no way influenced by Koshika Foundation Hence th€ Hospitalwill

i".rri 
"of" 

a io.pl"te .esp;nsibility of the treatment & it's outcome & sat€ty ot the patient, and Koshika Foundation will have no role or responsibility
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