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DECLARATION by APPLICANT: 3TT^ STO
1) I 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.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose", as stated in this Form, for which such assistance 
was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount 
for which this assistance is requested.
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AGREEMENT by APPLICANT grq wm)

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to 
use/publish/put-up/reproduce my 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/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose" 
for which assistance is being requested.
2) 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 is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (TORTO SIR RRR)

By affixing hereunder, signature of our Authorised 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 patient/case, as we are 
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested 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 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.
tot } siftiRjR, TOirat Rif 3t )t rto /M k "RitfTOT 3 M ir  wto  ^ frorfar Rft rir H, M to  (totori ) M i tor  ^ tor  r  M fr  rr ?) h
1) R? fRi R Rl R^Hli Slfa R r M r  t } fqfdR WTRRI fRRlt TRRTRt WRIR RI iRRl) 3RR TRtR TRR ^ ^ RT ^ ^ fRi TO^ “ RilfVlR'l  RnTO^TR"

^ MfiTfel/MfR  TOT ^ 'tRRR 4 “R^ftlRR RTO^TOl” TOI TOR fRT ^1 R^t “ ^IftTRJT SRI W1TO Rt’ llri Rlff^IRTTORRI ^ ^ fRIRI TOTI ^ Rt RTOIRTel

Mrt 3RR RTORt TRRT RI iRRlt 3RR TIRRRR ^ WTO ^ RR 3tfTOR WRT tl TO TW TTI TOIT t % RRRRIcI tSlftR TOR TOT tVH/HIMc) ig fRRft

TRRRft TORI RT Mh) TOR TOIR ^ Rift TOTT/kftl

2. “RTtfTOI RTTO^TIR" ^ k R^ WTO ^TOT fR^TR y^td R>) ^1 TE TORTM SRT Rf R  ̂WW RT fRR) R5}  RRRRAlfRRIT RR '^RIR T^R TORRRT 
^ 41R RR fRRR't 3}k “RTtfTIRR RRR^TTR" SRI fRRll TORT RR Rlfaf RR1R R?t ^1 TOtTO  ̂TFERRTcT k' <Vfl ^ TJT5IT 3lk TO} RTlk Ril TOft <V!1 I^R tSTRdld

R?t 3lfc "R>}f?ITl"  RT} RT^ ij|TOR RT faaktf TO TOk 4 R?t #ftl

RECOMMENDED FOR ACCEPTENCE

(Name ofDr.&Regn. ftp; With-Stamp)
#? ^ ^ Tk. 1

Date of Surgery
3iih }?h ^ ciKl<a

(Nai

$1 Sa^dewd;FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

7

30.05.2019


