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1) I hereby confirm that all detalls in thrs Form are True to the best of my knowledge. Any false statement will render myApplication & ongoing assistance. if any,
ltaDle for relectrort/cancellatiort.

2) I solenrnly confirnr that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistance

Yi;J:ril?::1*Ifrr r nuuu not & vrilt not rn future avail of rermbursement. rn part or rn futt, from any other source/ernployerlinrrrrr'lr" company, of the anrounr
for which thrs assrslanoe is requested.
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11By aflrxing my signature or thurnb impression on this Form, l(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publishlput-up/reproduce my name, address, photo & details of the "purpose", for which such assrstance is requested/granted, through any

medrum, including but not limited to verbai, print, electronic, for soliciting donatrons for Koshika Foundation and/or disseminating information about it's

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

for whrch assistance is being requested.

2) I (Appticant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

wrll not autonratrcally entitle me for receivrng or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees oi Koshika Foundation, and their decision is lhis regard will be final and acceptable to nre.
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AGREEMENT by HOSPITAL (E-fiRTTd 6RT fiR)

By affixing hereunder, signature of our Auihorised Signatory for recommending this case/patient for financial 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 the same patienVcase, as we are
requesting to get from Koshika Foundation, to the€xtent that such assistance is granled by Koshika Foundation. lf the requested assistance isoot granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This

confirmation essentially states thal the Hospital wili not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature, The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

Eqrt e{ti{i, rwrsrfr 61 efu t qrqdff.fr q} "+iRrfir rnire{n" i frfrq vtrqnr fu fi[wftvt 61 qil t, ffi rq (ewtre) fte r*,n { qq q rf+n o,i tr
l)T6fdqdq-dqnqtrldqf{e{fqftqs6r+61ffi+rscdrfrdrqnqrf*,*qqsia'Sr*+'fr/crrd{*iqrd{t*,+if6E{i"dfrrfl.F'E+{H'
t ffivt/ffi ffir + {qq { "Tlftrfl xr-rsd{H" ERr Fq< tg f+ tr qR "61RrfiI q1sftrt'Em vrrril Fffi erftroffiqt-€ €g ql[r fti fucr qrdr t d qffim

ffi srq a sq6rr s+qr qr ffi srq s=grrl s E6r{fl e-l or srftrfiR gfrm twr tr vq ErE 
q se +gr srdr * f6 srstm fmtq q(q Bffi (Irfricrrd tg ffir

t{ $r+rfr qpn qt ffi or.zr {ilffi { -'rfi frnr&frr

2. "61frr-q,r rrt-r€{Hil t d'd Tr6rq-ar *+e fsfrrq r{ft q1 *r rhfr w Esrilfl rRr fr T$ s?r6 qI tqiE ,ri scsrvcfsqr fi grq rhfr W rsam

* de ql fqw t s*{ "6}ftrn'T sr-s+{rc" Em ffi !q,r{ 6,r Et{ <qrq rfi tr vsffi rtq(m { +,fr + rf,M E{sil oit{ oili qr+ si srfr

d d,fi qk,ffi1sr" q1 6ti qkfl qr ffir Ec crrd { rrt dfir I i

RECOMMENDED FORyucrffi1fr + ftTq

ACCEPTENCE

riqfd

f,io. - 584i 7

Date..""-""":""'"'
(Name of Dr. & Regn. No. with Stamp)

gr€{ 6T lrq q €-RIqI{ s {h. r.

(Name,nil

EffidTfl

B.B.S., M

of

Date of Surgery

oiiqiw si ilrfrs

,o?"ilo

FOR INTERNAL USE of KOSHIKA FOUNDATION qrf,fr+'wdFr t(

SIGNATURE of TRUSTEE 2

qrfi rw${ z

SIGNATURE of TRUSTEE 1

qr$ r*mm t

/ 4-F
30.12.2019

n\fgfm*ir*ffi,, }'{3r. Priva

I


