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YATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)
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e SO | further confirm that 1 am legally authorised to make this declaration & below-men ﬁm reement’ on

half of the patient (beneficiary of financial assistance by Koshika Foundation)

he reby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application &
‘ongoing assistance, ifany, liable for rejection/cancellation.

3) ' solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose®, as stated in this Form,

- forwhich such assistance was requested by me.

4)| 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 so required

2) By affixing my signature or thumb impression on this Form, | 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 butnot limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating
information aboutit's activities/achievements. Such use of the patient's photo & details can be made by Koshika Foundation
before or after the patient's treatment or fulfiment of the "purpose™ for which assistance is requested/granted

3) I (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 entitle me for receiving or continuing the said assistance. The decision for granting
and/or continuing 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) lagree not to hold Koshika Foundation & it's trustees responsible, in case of failure of treatment/death of patient, during or after the
surgery/medical intervention

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 treatment/procedure is carried out, against bills raised by

(L the Hospital.

9. af% smazgFEa et & A orqadt gomer & faw § ot Al A mmew w3 @ wewm €

2.70 Fd 97 oA sran /st & fiae s f ft ((Hew weda & orgam & amandl) & ol @ PR s
aar TE =gttt wr wenfa Zar § aar wfaga wn § B A it & am, 9, O qar & ar st werwE @
XAAT W, T wrEzas & o A winr oA i Susiert ofv nfafafedt @ gaenedt ®ome B & Rig,
ftr, gz aar gAaE onfr ff f waw @ ara I, gEaE a1 sefaster T aed ¥

.8 (amTE) g0 A O @ gewa § 5 AT, 9@, 91E aar gu g9 S RETr & 99 |9eTEa § 9 S 9 o
T N eFE AL & AT e @ Wgd & aararn ard W@ o ot e SR eede @ i
F1 rm, shT gn fam o gea fadta oifer ohe M fe g B

4. B ogw A & fam ama % gemr anth iy seda o am g @ Rwen @ gw A @ gy & R
A Fridas oo 3ad sauhat B e g swadm

. IET FrIRaeT mra e anfdE e, gemn /At Mt s & g e O, s W e T Rt §
fams 9 3 serems wY & onah, ol e woar T ¥

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
m:? & wrmne o and stqd ay Py

< "1/0-?}30.?3




PITAL /DOCTOR  ETefieet /2taex mTq;.,\

horised Signatory for consideration of this case/patient for ﬁnanm L i
Trog.
Gy,

) hereby affirm & accept following:

AGREEMENT by HOS

By affixing hereunder, signature of our Aut
Koshika Foundation, we (Hospital / Doctor
avail of financial assistance from another NGO or any other source, for the samg

ance is granted by Koshika Foundation. If the said assistance is not granted by
es il's right to make up the shortfall from another NGO or any =
e assistance for the same

1) That we neither presently nof will In future

case. to the extent that such assist
then the Hospital reserv
lly states that the Hospital will not avail any duplicat

patient/
Koshika Foundation, in part or in full,
other source. This confirmation essentia
patient/case from any other NGO or any other source.
The choice of the treatment/procedure advised/conducted
based on the arrangement between the patient & the Hospital, and is in no way

ce. the Hospital/Doctor will assume sole & complete responsibility of the treatment & it's
dation will have no role or responsibility in the matter. The Hospital/Doctor
4verse outcome, quality claims & claims on account of medical negligence
edical intervention for which financial assistance is granted by Koshika

2) The assistance from Koshika Foundation is only financial in nature.

by the Hospital/Doctor on the patient, is
influenced by Koshika Foundation. Hen
outcome & safety of the patient, and Koshika Foun
agrees to indemnify Koshika Foundation from any a
ete. in course of carrying out the treatment/surgery/m

Foundation.

mmammﬁmammwm%mﬁmmmﬁwmmﬁm
ﬁmw!usﬁmmﬁrﬂiﬁﬁﬁg‘zmwm%:

mmmmmammmmm&mmwamm
ﬁmﬂwhﬁmﬂmmmﬁaﬁmm%mqﬁqﬁwﬁﬂﬂ!
ﬂmgﬂ?mﬂmwﬁmﬁmaﬂéﬁﬁtﬁtmﬁwmﬁmﬁs
gtz sifarda: a5 Fedl & B ewware @ /e &

3) iy o i @ fam
€ ¥ 39 A1 A% A @ FE
ofx w5tft 7€ wergan, offE w9
nm@ﬁmmﬂammﬁmmélw
Pt o B @ el onfd® wErwar st qE HTN |

a)ﬁ&wr&m‘imﬁmwwmmﬁm%umﬂmmﬂ'ﬁ%m:ﬁm/ﬁmmmmzm
Pt meme & omdl & gz AW ofY remam @ & @ fawa ¥ ofw B Wt w9 A Aifirm wedwe @ wenfaa A
s‘.ﬁaaﬁtusﬁf@rqmr,aﬂ%w,mﬂ'ﬁaﬁgnnwwcﬁamwmmmﬁwﬂﬂﬁm
Grides @ Fr¢ Prdarh ar it Té et S e ar Pred R wera & v R, 9w Aty
Pty ety @ 2ne, Re W RgdE oo e fAwas wman, of fafeadm st & ser s s

iz & B eear /2T, R SE2eE & gt @A $ R d e ?)

RECOMMENDED FOR ACCEPTENCE ‘@

iy & e gxgfa
Dll‘! of Surgery A
smAaa | ANLDIA Db &
. ~
) A \:;(\a—va (:b——zf:. DR' DEBASIs DA

16.01% o >

) Rnior Consultant Cardiac Syrgen,

egn. No.- 68712 MBMQ(?;Y
(Name of Dr, & Regn. No. with Stamp) (Name, Designation & Stamp of Authorised Signatory
on behalf of Hospital)

EHRT F H, GEM, T 7 Pro o

FEA & g S A, 9 7 e

FOR INTERNAL USE of KOSHIKA FOUNDATION #IR B39 & il Svdm & R

SIGNA
W?EE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
rEm (1) et & wEm (2)

-y FA B




