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OECLARAIIOI{ by APPLICANI qr+(6 lfT q}cqr vr:
1) I hefeby confm hat all details in this Form are True to the besl of my knowledge. Any hlse slatement will render my Application & ongoing a$istance, lf an,

liable tor rsjectiorvcancsllation.
2) I solEmnly confim hat assislanc.e. if received from Koshika Foundation, will be us€d only for tho 'purpose". as statad in this Form, for whidt sudl essblanca

was Gquost€d by me.
3) I irer;by confi;n hat I have not & will not in future, avail of reimbuGement, in part or in full, f.orn any other source/empby€r/insuranca coop€ny, o, the

for whlch his assistancs is requested.

l) t slsort 6GI t fr r{ $sc { Ra 'ri {s trqor +t rrr*rt + lqm re qc {d tr cft ati frc{"I qri rc wrernrwalalit rurqafimdrls6
2)iidflsi{nqillrfir"Etftt6l$rd*r?',idcIdt,BF6racq]'I3{TkqdS+ffifqqrsri'n,rl$rlsq{mrqlr

qr lr4{ d d t, r{ {ft 6r qfrr6 lt .6-a fiwr ffi r< rtndT+{6/{qr uq{ i r ri frqr I dtl r t qfrq il lttl3) { W 6{in tft fq{ wfitt iE
PLICANT ( Em 6T{)AGREE

APPUCAIfS SIGIATURE OR LEFT THUMB IMPRESSION :

!crt<6 d rR[s{ cl fii et firn

RECOMiiEIIDED FOR ACCEPTENCE

ffi+fdqffid

on bohsll ol Hospltal)

Tc ir q( f,ffila qm{d qfi$rt

nationDdslg

o rlManager iC1chhstit

Authotisedof& EignatoryStamp(NamoMBBS,MS,FPRS,FICT)
conqr*r8ffi r f,ft8f,.erf,,frdr61 it c. 

dGtffiile.Efift2itft q

Dr. L Dorennavar

Lzls I

oate ol Surgery

3rictflr ql irfrE

FOR lt{TERt{AL USE ol KoSHIKA FoUt{DATloN qrat6 rcclr k
SIGI,IAIURE ol TRUSIEE 2

4$ [Rrfi z
SIGiIATURE ofTRUSTEE I

ard ronn t

By afiixing hereunder, signature of ourAuthorised Signatory for reclmmonding this cas€/patient for tinancial assistanco from K6hika Foundation, we

(Hospital) h€rsby affrm E accept lollow'ng:
i)itrit wi neit r are presenly nor wilt inluture availof financial assislance from another NGO or anI olher sourc€, for th€ ssme patignt/case, as we are 

.

requesting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

Oy Xosftiii io-unaation. in part or in full, lhen the Hospilal reserves its right to make up the shortfallfrom anothor NGO or any olh€r sourc6. Thls

6nfirmation essentiatty st;tes that the Hospital will n;t avsll any duplicaao assistanc€ lor th€ samg pationt/case from 6ny olh€r NGO o. any olh€l Sourq9.

iifnJ assist"nce t,o,ri Koshika Foundation is only financial in nature. The choice of lhe lreattnenuprocedure advised/conducted by the Hospital on lhe

piti"nl]r-0"""0 on ifr" arrangoment botw66n th;patlEnt & tho Hospital, and Is in no way lnlluencod by.Koshlka Foundallon. HencE, lhs Hospltalwlll
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a *.ptete resinsibility of the treatrnent & it's outclme & sslBty ol the pationt, snd Koshlk€ Foundation rvill havs no role or responsibility

1) By afiixing my signsture or thumb impression on this Form, I (Applicant) hereby agroe & suthorise Koshika Foundation End ifs Trustoos to

use/iublistr.[ut-up/ieproauce my name, addrcss, photo & details of lhe 'purpose', lor which such asslslance ls requestod,/granted, thtough 8ny

medium, inciuding but not limited to verbal, print, electronic, for soliciting donations tor Koshlks Foundation and/or disseminaUng lrfotmeton about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or aner my trggtment or fumlment oflhe "purpose'

for which assistancr is being requested.

2) I (Appticsnt) turther agree thal any such use of my name, Eddress, photo & detalls otthe'purpose', tor whict such a$istancs 13 requ$led/granbd,

witt noi automaticatty entitle me for receiving or continuing the sald assistance. The declsion lor grsnting 8nd/or contlnuing lhe asslstan6 wlll rBst solety

with the Trustees of Koshika Foundation, and their decision is this regard will bo final and ac{eptable to m€.
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