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1) I hereby confrm that all details in this Form are True to the besl of my knoyr'ledge. Any falss stalement will render my Applicetion & ongoing assistance. if any,

liable for rejection/cencellalion.

2) I solemnly confirm that assistance, if rec€ived from Koshika Foundation, will be used only for the 'purpose', as statod in ftis Form. for whldl such asslstanc€

was requested by me
iiir']Ji"-uv ii-"ii, ttr", I have not & wilt not in future, avait of rcimbursem€nt, in parl or in tull, trom any othBr source/employor/insuranco company' of t!6 amolnt

for which this assistance is requested.

r I d qis"[ 6rdl t fr Y( rrsc t Ri T i sS ft-{FI +t qrdrt +
2) lt ERr i {rI{(I {fu '6itT6I sl3-+w', t d cI Ia t, Esqr

3) l gE 6rdl tf6 firq vtrrm ll ra rt* +1 'ri i, ss {ft 6l

rrger lrf, qi <ti tr qft Et{ frs{"I cd 6q{ qra crql qrdl t nl +t rrrl-dr ffie +1 sI T6'fr fr

"o+n 
tO 

"tuo 
* fm + ffi frql qTtql, !i !r rrcc { c{ 

'rqr tr
erfrm qr r+e Fel ffi n{ *d,fr+rdr+ql 6q{dcdidqrldnrfqfre{{-nt

E{ 6{()AGREEMENT bY APPLICANT (

CI 6l+ FRIT{sn+{d
"r,I3

APPLICANT'S SIGIIATURE OR LEFT THUMB IMPRESSION

AGREEMENT by HOSPITAL (E{Irdrd ll{l 6{R

RECOMMENDED FOR ACCEPTE}ICE

ffrq ri<fd'

MT LAKSHMIPATHIN
Signatory

,.bb
Date of Surgery
oiciflr 6i ilfrq

FOR |I{TERNAL USE of KoSHIKA FoUNDATIo lloha El|s Garo TYU
i.i

s0

VasaSIGNATURE ofTRUSTEE 1

qIS ERI$ I

1) By affixing my signature or thumb impression on thrs Form' I

use/publish/put-up/reproduce my name address, pholo & detai

medium, including but not limited to verbal, pr'nt, electronic, for

activities/achievements. Such use ot my photo I details can be

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

ti oi tr" 'prrpotu;, rol',rhich s!ch assistance is requested/granted, through any

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

maOe b! Xoshlt<a Foundation before or after my treatment or futlilment ol the 'purpose'

for which assistance is being requested

2)l(Applicant)furthe.agreethatanySuchUseofmyname,address'photo&detailsofthe.purpose,,,forwhichsuchassistanceisrequestgd/granted,
wilt not automatically entifle me ror receiving or continuing ttre saia asiistance. The decision for granting and/or continuing the assistanG will rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' w€

(Hospilal) herebY afllrm & accePt following
1) that we neither are presently nor will in future ava il of financial assistance from another NGO or any other source, lor the $me patienvcase, as we are

requesting to gel from Koshika Foundation, to the extent that such assislance is granled by Koshika Found ation. tf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospital reserv€s it's right to make up the shorttull from another NGO or any othff 59u1c€. This

confirmation essentiallY slates that the Hospitalwill not avail any duplicate ass istance for the same Patienucas e from any other NGO or any other source.

2)Th€ assistance from Koshika Foundation is only financiat in nature. The choice of the treatmenuProced ure advised/conducted bY the Hospital on the

patie nt, is based on the arrangement between the Pati ent & the Hospital, and is in no way influenced bY Koshi ka Foundation. Hence , the Hospital will

assu me sole & complete responsibility of the treatment & it's outcome & safety ol the patient, and Koshika Foundation will have no role or rcsponsibility
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