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DECLARAION by APPLICAi{T: qri<fi m dllll vr:
1) I hereby confirm thal alldelails in this Form are True lo the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable lor rejectiodcancellation.
2) lsolemnly confrm that assistanc€. if received from Koshika Foundation, will b€ used only for the "purpos€', as statod in this Form, for whk'r sudr aasistance

was requested by me.

3) I horBby confirm that I have not & will not in future. avait ol reimbursement, in part or in full, from any of)sr sourcs/employer/insuranc€ company, ol the

for which this assistance is requost€d.

r ) I Ss"n 6m t fd {{ cr6q i fri 'd (4 fr{{q it qr{6[t +
2) lt Em S qnrdr rFr "Eifrrfl sr3-tfi', t d q {[11,3€6I

i) d sfr 6rdr (fr fq{ ctrra ft w rf+ d d t, <q llf{ 6l

rtsR [d qi (fl tr cR ati t+ertl q{ 6qc qro rrqr qrdl I it tt {urdl ftrs cl qI 16'&

Bcch Es Ekc 61 $ + M frql !rin, d rs $5q { cr rqr

i[F{rd qr m€ f6*r frql rr< rhFrdcrrfiqr qq{ t c ii ffiql t st{ I f qfrtc il frit
AGREETTENT by APPLICANT ( !cr+(6 !T{ 6tr{)

APPLICANT'S SIGI{ATURE OR LEFT THUiIB IMPRESSION :

.{r+(6 d 6RrcR ?I d1E et fim

AGREEI{ENT by hOSPITAL (TgE${I 6(R)

RECOMMENDED FOR ACCEPTENCE

ffi+f€qffid

DTABEt

Signatory

x
Senior Manager

Date of Surgery
iict{H 6i ilfrs

INTERNAL USE ol K0SHIKA F0UNDATI0N

SIGI{AIURE ol TRUSIEE 2
qffi renn z

SIGNATURE oITRUSTEE I
qd wm r

t!,!tIt

'l) By afiixing my signature or thumb impression on this Form, I

use/publish/pulup/reproduce my name, address, pholo & detail

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 requested.

2) I (Applicant) further agree that any such use of my name, addrgss, photo & details ol the 'purpose", tor which such assistanc€ is requestedlgranted'

wi not automaticaly entifle me for receivtng or continuing the said asiistance. The decision for granting and/or continuing the assisiance lvill r6st solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acoeptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/palient for financial assistance from Koshika Foundalion, we

(Hospilal) hereby affirm & accept followingi
lii#i ;; ;;ii#,;* presenity nor witt in-future avait of linancial assistance from another NGo or any other source, for the same palienucase, as we are

requesting to get from Koshika founOation, io tlhe extent that such assistance is gEnted by Koshika Foundation lflhe requested assistance is not granted
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confirmation essenlra y states tnat tne xospitil wi n;t avail any dupl;"r[" 355;516nssior the same patienucase fiom any other NGo or any other source'
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r,ori xosnika rounoatiofiii1"iv r,""r-ii i" ,i"tr,! rhe choice of the keatmenuprocedure advised/conducted bv the Hospital on the

patient, rs based on the arrangement between ihe'patient & the Hospital. and is in_no way rnfluenc;d by Koshika Foundation' Hence, the Hospitalwill
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resp;nsibility ot t;; treatmenl E it's outcomo & safety of the patlent. and Koshika Foundation will have no role or responsibility

in the matter.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

i of the 'purpose", for which such assistance is requested/granted, through any

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

made bi Koshika Foundation before or atter my treatm6nt or fullilment o' lhe 'purpose"
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