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) I hereby confirm that all details in this Form are True to the best of my koowledge. Any false statement w ii render my Application & onqoing assisrance. if

lraory lor releclron/carlcellatiol

was requested by me.

3) I hereiry conftrnt that I have not & vrill not rn future avail of rermbursement, in part or n fu from any cther source/employer/insurance s6mpan! of the anrount

for whrch thls assistance is requesteci
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activities/achieverrenls. Such use of my photo & deta ls can be rnade by Koshika Foundation before or afler my treatment or fulfilment of the 'purpose

for which assistance is betng requested.

2) I iAppticanl) lurther agree that any such use of my name address, photo & details of the "purpose", for which such assrstance is requestedigranted

wtli not automaticaily entitle nre for recerving or continurnE the sa d assistanoe. The decisron for granting and/or continurng the assistance will rest solely

with lhe Trustees oi Koshika Foundation. and their decision is ih s regard wlll be final and acceptable to nle.
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by HOSPITAL (6efle 6Rr 6'{R)

By affixing he rcunder, signature of our Authorised Signatory for recomrnending this case/patient for financial assistance from Koshika Foundation, we

(Hospitat) hereby affirm & accept following:
'1 )that we neither are presently nor will rn future avarl of financial assistance from another NGO or any other source, for the same patient/case, as we are

requesting lo get irom Koshrka Foundaiion. to the extent lhal such assrslance is qranted by Koshika Foundation lf the requested assistance is not granted

by Koshrka Founoatron, tn parl or in fuil, lhen the Hospiral reserves rt s rjgnt io nrake up tfre shortfall kon] anolher NGO or any olher source. Thrs

confirmation csse ntiaily slates that the Hosplltai wili not avaii any duplioate assrstance for the same patienticase from any other NGO or any other source.

2)The assistance kr-rnt Koshika Foundatron is oniy financial in nalure. The choice of the ti'eatment/procedure advised/conducted by the Hospital on the

patient. ts based on the arrangenrent between lhe itatrent & the Hospital, and is in no way inf!uenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrplete responsibrlity of the treatmenl & rt s outcome & sa{ety ol the patrent. and Koshika Foundation will have no role or responsibility

tn the matter

rni uruqi, r<rerfr +i 3rn * qTq-dnrrfr +l "Et&m rp6;!lt-1u i frftq voq.n ig fisFrRfl si qtil +, frq Ec (6wdte) fte v-on d qFq q *+n ort tr

l)zr€F6rdq-dqnq\rdqB6qdfdF{qrrrqmffi*{rT6Ttgemqffiirqet<*r**,ft/crc-ei*tqrd{dt,+CtfiEci"dfrr+rrnlir+$til
t Mrryffio BK q| rrqq d "fitftral sl-s-d{Tr" ERr rrfi dg fr'tr qR "sifrffiI q,rg-€rTl" 6K v6t{fl ffit slrRr6/s6-d t'g q-{i rut toqr srdr t d qmre

ffi erq t{ q{srfr {pa q ffi erzl F+nw t s6lzrdi d'i 6r eftltr'R grtwc iucr *r w {floz d sq +-a qm + f+' er{4-drd Ffi-c r< BIFI +rfrrqrc-d fg ffi
ft vr6rt qsr qr ffi or;q TITTFI t{'rfr rtnrd,frt

z. "qlfrrsr tr6gs1' t d'd sErrdr d{fl icffi r{fr q1 tr tfr T{ Esnro ERr fr TE wrr qI fri ,rA srsltslfiql trl E;IFr t'fr W rwars

* ds Er f{sq t 3il{ "qtftrqr rris+{n" EKr FS w,n q,r *t$ Fqrq rd tr vcfu+EWre { +,fr + Ef,M E{HI sit{ glr+ qri si srt fqlffi
d d,fr *{ xqfftB1" ot'sii tfi6t qr ffi qs qrc-A i rd dfrr

rtfr Ss Ewdm

Admrntstrator
Dr. Ashwini Kum

+ f€q €lqfd

(Name, Designation & Stamp

on behalf of

TCTIK
tolulzo

Date of Surgery

qiqt{H 6i irfi's
No. -66C28

\1

(Name of
gFE{

withNo. Stamp)Regn.

6'I qTTII g i.fqERH{

FOR INTERNAL USE of K0SHIKA FOUNDATI0N ondft+ scqh tq

SIGNATURE of TRUSTEE 2

qfr rwsi{ zq'S ums{ r

Of TRUSTEE 1

30.12.2019

FOR ACCEPTENCE

I


