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BRIEF MEDICAL HISTORY & INVESTIGATIONS DONE
(Attach copies of Investigations reports like
X-Ray, Echo, TMT etc)
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Please see overleaf for terms & conditions of Koshlka's assistance
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DECLARATION by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1)1 have requested financial assistance from Koshika for treatment/su rgery/medical Intervention fof ...

MBS oo veerenensens H further confirm that | am legally authorised to make this declaration & below-mentioned

behalf of the patient (beneficiary of financlal assistance by Koshika Foundation)

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

3)1 solemnly confirm that assistance, if received from Koshika Foundation, wi

for which such assistance was requested by me.
4)1 hereby confirm that | have not & will notin future, avail of reimburse ment, in partor in full, from any other source/

employer/insurance company, of the amount for which this assistance is granted by Koshika.
Gl % & ga-Rer @ daft @ o dE g

... SCT.... 3, S orgder § sl
A2 forar STET BT B

sene Who s related to
‘Agreement' on

y Application &

I be used only for the “purpose’, as stated in this Form,

?.ﬁw%mﬂgkﬂxﬂ%ﬁ(}ﬁswwﬁmmﬁamﬁﬂgﬂW%
s ol & o 7 weran (afk g
a.#m@;}kmim,qﬁmw@mﬂmmm
ia@wt,mmma%m#mdﬂraﬁm
u.ﬂm%mg&mmﬁiﬁﬁﬁmmmﬂwémmnﬁ%mﬁiiﬂmmmmm
ﬁ,mwwmﬂ,qﬁmMmemtmaﬁmﬂMM|

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

for any follow-up treatment, if so required
bimpression on this Form, | on behalf of the patient (beneficiary of grant by Koshika

shika Foundation and it's Trustees to use/publish/put-u p/reproduce the patient's
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1) lagree toarrange my own funds
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name, address, photo & details of the "purpose”
including butnot limited to verbal, print, electronic, for so
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before or after the patient’s treatmentor fulfilment of the "purpose” for which assistance

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
andlor 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) | agree not tohold Koshika Foundation &it's trustees respon sible, in case of failure of treatme nt/death of patient, during or after the

surgery/medical intervention
5) The amount of financial assistance granted by Kosh
treatment/surgery/medical intervention, directly to the Hospital where the treatment/pr

the Hospital.

9.ﬁmﬂqﬂtﬁaﬂmthﬂﬁaﬁﬁﬁﬁmmﬁwil
a.mﬂﬂwm%mm/d@%ﬁmﬁmﬂm(ﬂmm%wﬂamﬂm
@, B & T ar s s ®

ika Foundation, will be payable by Koshika, after completion of the
ocedure is carried out, against bills raised by

mm.mmmmm'hm%mmﬂ,mmmmwwwﬂh
; Em,@,ﬂﬂwaﬂmﬂ%mwwmﬂmmmm

mmmmmmmﬁéw
¥ somor %1 R @1 g/ @y B R

a
g
3
!
]
E
|
%
2

mmmmmﬂﬁmmml
&.ﬁmmmwmmﬂmmmﬂmmﬁwm%mmmwm%

mmwmﬁﬁm,wﬁmmwtl

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

s & wemr @1 Wl st W P \
21 A9 L e (W Q@J —Fm.ttxzfu)




AGREEMENT by HOSPITAL / DOCTOR gfefied /Sfeey a1 g

By affixing hereunder, signature of our Authorised Signatory for confidential of this case/patient for financial assistance from Koshika
Foundation, we (Hospital / Doctor) hereby affirm & accept following:

1) That we neither presently nor will In future avall of financial assistance from another NGO or any other source, for the same
patient/case, to the extenl thal 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 shortfall from another NGO or any other source. This confirmation essentially states that the Hospital will
not avail any duplicate assistance for the same patient/case from any other NGO or any other sotirce.

2) The assistance from Koshika Foundation 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 no role or responsibility in the matter. The Hospital/Doctor
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence

elc, in course of carrying out the treatment/surgery/medical intervention for which financial assistance is granted by Koshika
Foundation,
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