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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1)l have fﬂqﬁd financial assistance from Koshika for treatment/surgery/medical Intervention for E'!‘ RNL ... whais related to
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behalf of the patient (beneficiary of financial assistance by Koshika Foundation)

2)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application &
ongoing assistance, if any, liable for rejection/cancellation.

3)| solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose’. a
for which such assistance was requested by me.

4)1 hereby confirm that | have not & will notin future, avail of reimbursement, in part or in full, from any other source/
employer/insurance company, of the amount for which this assistance is granted by Koshika.
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AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1) lagree to arrange my own funds for any follow-up treatment, if sorequired

2) By affixing my signature or thumb impression on this Farm, | on behalf of the patient (beneficiary of grant by Koshika
Foundation), hereby agree and authorise Koshika Foundation and it's Trustees to use/publish/put-up/reproduce the patient's
name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any medium,
including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating
information about it's activities/achieverments. Such use of the patient’s photo & details can be made by Koshika Foundation
before or after the patient’s treatment or fulfilment of the "purpose” for which assistance is requested/granted

3) | (Applicant) further agree that any such use of my name, address, photo & details of the "purpose”, for which such assistance
is requested/granted, will not automatically entitie me for receiving or continuing the said assistance. The decision for granting
and/or conltinuing the assistance will rest solely with the Trustees of Koshika Foundation, and their decision in this regard will be

final and acceptable to me.
4) | agree notto hold Koshika Foundation & it's trustees responsible, in case of fallure of treatment/death of patient, during or after the

surgery/medical inlervenlion
5) The amount of financial assistance granted by Koshika Foundation, will be payable by Koshika, after completion of the

treatment/surgery/medical intervention, directly to the Hospital where the lreatment/procedure is carried out, against bills raised by
the Hospital.
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AGREEMENT by HOSPITAL / DOCTOR  &fedfew /2f9eT arT Sfay

By affixing hereunder, signature of our Authorised Signatory for consideralion of this caselpatient for financial assistance from
Koshika Foundation, we (Hospital / Doclor) hereby affirm & accepl following:

1) That we neither presently nor will in future avail of financial assistance from another NGO or any other source, for the same
patient/case, to the extent that such assistance is granted by Koshika Foundation. If the said assistance is not granted by
Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shorifall from another NGO or any
other source. This confirmation essentially states that the Hospital will not avail any duplicate assistance for the same
palient/case from any other NGO or any other source.

2} The assistance from Koshika Foundatior is only financial in nature. The choice of the treatment/procedure advised/conducted
by the Hospital/Doctor 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/Doctor will assume sole & complete responsibility of the treatment & it's
outcome & safety of the patient, and Koshika Foundation will have o role or responsibility in the matter. The Hospital/Doctor
agrees o indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence

efc. in course of cammying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika
Foundabon.

ﬁﬁﬂmﬁmﬁmﬁmmﬁmﬁﬂ%mw%ﬂ;ﬂﬁ%mﬁmﬁmmﬂmmmﬁm
BT ) R ar en Pt @ ge o Wi a §

?ﬁﬁﬂﬁfﬁ%mmm%ﬂ@mﬁmm%mm%mmmﬁHﬂﬂmmﬁ
G T I A O T e adam § el T W den a1 org a @ mewar @ E ol 7 & wier & 3
qE AT T WerEd, FAE W H A 0ot w0 & S eEde d g 8 A T A wae @) 9e S A i

I T UE R O G e A A owra w0 A gt e 9w sedt B B ceoe od 9989 5
T A1 d9 8 Al e deraar ama @ S0

q}ﬁmmmﬂmﬁmﬁamhmmﬁiFﬁqaﬁmmmmmm%ﬁﬁ%w
HS Herre & ARl € qE I o w4 @ B § ool Bl s § S sete arg gue @
OfYe =@ &1 gWi SwER, oEd oo, St I @ gew = o0 o e = A S 5§ R @ e
FIEETA A B Prdert o gt T 8T S sEta w0 Pred e seme & v R, 9w sae /e
fefemi swin & 9, B O Brofe oftomy e Ruas @, o R sead @ s o) sewnd
A % o swgam /ey, R GE2E B gt @ 5 B A9 aeee 2

RECOMMENDED FOR ACCEPTENCE

gl $ o a@egia

-
e

Df--‘d;ﬁ 0 C-¢ Sﬁ"”?‘i’i}”"’“ Keorhu e Powe)eniah pen,
ﬁ N o
b Il ! “CI‘ .|| ﬂﬂu W 5{“"3&:’_“‘:‘\(;5 Py -1 U : L
o onF Y e
*Di.c,ﬁﬁ!’-- e L
. ye ]
.qtﬂf'-"l. ;‘I.-I.*. ":"""E'{Il -3'161 '|L|"r-.'ll :5
F.II{;,;'P.'E-‘-J"ﬁ ™o Alsr
(Néthe of Dr. M@H&E‘ﬂh Stamp) (Name, Designation & Stamp of Authorised Signatory
2P,  WE, BT, 6T @ Thio o on behalf of Hospital)
e &0 Wit SR ® M, 1w a et

FOR INTERNAL USE of KOSHIKA FOUNDATION #iFF BR29= & an=ifts awm & fae

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Il & sEmar (1) T B e (2)

v BAE




