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DECLARATIOI'I by APPLICAi{I: sTka; I dqql rn:

'l) I hereby clnfirm that alldetails in this Form are True to the best of my knowledge. Any talse slatement will rgnder myApplicalion & ongoing assistance, It

liable for r€jectjorrcancellation.
2)i solemnty confirm that assistance, if received lrom Koshika Foundation. will be used only for the "purpos6". as stated in this Fotm, for whidl such a$sistance

was requosted by me.
iiif,e,tOi*nn,in rna t have not & witi not in future, avail of .eimbursement, in part or in full, from any other source/employer/insu.ance cfipany, ol the amount

for which thrs assistance ts requesled.

rl d is"r 6rdr {f€ ff, !r6q t fri ,ri (6 fr{Iq +0 qr{firt d a-{sR Fd qc Bd tr qR 6i{ frs(ll qc 5c-{ 3[&q 'llql 
qrltr t d tt llr.Rtr fc({.l 61cl rFirfr

2) tt !m qi (6wdr {fu '6tftr6r srr€lrl", e d q d t, rrtrr Bc+q rs Tkq al lfd +fr f+.cl vrtm, uiSarmr{ ro'rotr
3) dIft cra {f+ fte rrrq1r fuqry4+ql ,(t,3€ rft 6l cRrd q m-s nrw ffi e-{ B}d/FTqtdrrfrql 6e+ d 1d frqI t qtr 6 qfiq I {rl
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1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agrse & authorise Koshika Foundation arid it's Trust€es to

uselpuotis iut-uptieproduce my name. address. photo & detail.r of the 'purpose', for which such assistance is requested/grant€d, through any

meaium, inciuding but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fulfitmsnt of the 'purposg'

for which assistance is being requested.

2) t (Appticant) tu.ther agree that any such use of my name, address, photo & d€tails of the 'purpose", for which such assistance is requegtod/grantgd.

wttt not automaticatty enii e me for receiving or continuing the said assistance. The decision for g.anting and/or continuing the assistiance will rest solBly

with the Trustees of Koshika Foundation, and their decision is this regard will be final and scceptable to me.
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By affixing hereunder, signature of our Authorised Sagnatory for recommending lhis case/patient for financial assistance from Koshika Foundation' we

(Hospitat) hereby affkm & accept following:
iiit5t *6 

""itt,i, 
ur" presently nor witt iniuture avail of financial assistance frcm another NGO or any other source, for lhe same patignrcaso, as we are

iJqr"iting io S"t fro.'Xoshik; Foundation, to the extent lhal such assistance is granted by Koshika Foundation. lfthe requested assistance is not granted

ur-ioitrit"" fo"rnOat,on. in part or rn frrll, then the Hospital reserves it's right to m,ke up lhe shortfall from another NGO or ary otho. sourc€ This

a6"i"r"tio" 
"""""ti"ffv 

iu'tes tnat the Hospital will not avait any duplicai€ assistance for the sam€ patierucase trom any othEr NGO or any other sourc€.

2) The assistance from Koshika Foundafio; is only financial in ;ature. The choice of the treatmenuprocedlre advised/conductsd by the Hospital on the

ili;"i, ;;;;;il" ""int"r"nt 
u"t"""n thipatient & the Hospital. and is in no way influenced by.Koshika foundation, H€nce, tho Hospitalwill

iisu." sote & comptete resp;nsibility of the treatmenl & its outcome & safety of lhe palient, and Koshika Foundation will have no role or responsibility

in the mattea.

rqrt qfuEi, Emclt a orl{ t qrTd/tfr il "6tRr6r $rrdyH' { frfc< <urm tg fisEfi{ d qr$ t, fdi tc ({F.dt€) fiq v{R I qI? c €itdR 6d tr

t) T6 E r ni {dm 3 { q d qide { frfdq {rrq-dr ffi lk sr+rt risn qr ffi e-< qtd i En ri,imcd { di qr d ri t, *t fr rci 'dfil6l 5rs-*{r'

i fr$lfrwffi r* d s<q { "clRr6r sr.*flr" Em q< tg fd tr qR '+tfira vrr*rn" rm taq-a trcfr sfrm,qrs tt rtr rd frqr i ii nsillE

ffi iflq +{1Tr6rt Esrq ffi erq r+rtrr t str{ +t Er sffin g(frn {s'dr tr w1fr{xeuuwn|fu qs R R#c qqq Tta t'ft/qrr(i +{ fFd

*r sr+rt r{sr qr ffi lrq sFn t 'r0 +,n.&tt

2. 
,qtt|qir sr{-€w,' t d,rt sEr[dr +{d Ef q r{fa +1tr r},fr qt rmra d Ii EEr cl fFi rri 3q-qR/9Fql 6I T{q tfr Cd

* *e 6r fryq * st( "qtfttol srrew" rRI ffi mn cr qi{ <srq rfi tr reFd rstn { t'ff * rotq $qt dr liri cli d RI0

41 d,i sln '61ftr*r" d 6i{ 1tu6l ql f{ffi Y{ qrrd { d r}it
Eglirit

APPLICANT'S SIGNATURE OR LEFT THUMB IMP,qESSION :

sr+(6 + ((Tc{ t{fit?

AGREEMENTby HOSPITAL (ZSITO !M CN)

Msorgar Ouf..cftRECOiIMEI{DED FOR ACCEPIENCE

ffi + f{q {<rd
(A w*t oa Shr#l. EYI Ceru TrusJ

, 1e . T}* rd.h Rod,Ifl..Tark Ed
(Name, Designation & Stamp olAuthorised Signatory

on behall ol Hospital)

rFr s v( isdlE qFqa qtr+fi

ultant

Bangal

Dr. M

MS Cons

Date of Surgery

onqtn 6i ir0€

")')',<
Vasantha

FOUNoATloll ql<fr6 ilqj'l h
SIGNAIURE ofTRUSTEE 2

qrs Effim::qIS ERIfi I
SIGNATURE of

30-11-2024


