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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement wrll render myApplicatron & ongoinq
rraule [or re]ectron/cancellatrorr.

2) I solemnly confirrn that assistance, if received from Koshika Foundat on will be used on y for the "purpose , as stated in this Form. for which such
was requested by me.

3) I heret:y oonfirnr that I have not & viill not rn future, avail of reirnbursement in part or In fuli frcrn any other source/employer/insurance
for whrch this assistance s requested
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activities/achrevements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatrnent or fulfilment of the "purpose'

for whioh assistanoe is being requested

2) I (Applioant) further agree that any such use of my name, address photo & details o[ the "purpose", for which such assistance is requested/granted,

will not ?rulomatically entitle me for recetving or continuing the said assistance. The decision for granting and/or continuing the asststance will rest solely

with lhe Trustees oi Koshika Foundation, and therr decision is lhrs regard will be final and acceptable to nte.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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By affixing hercunder srgnature of our Authorised Signatory fcr-recomn:encJing this case/patient for financial assistance from Koshika Foundation, we
(Hospital) irereby affirm & accept followingr
1)that we neither are presently nor will in future avail of financial assrstance lrom another NGO or any other source, for the same patienycase, as we are
reguestrng lo gel from Koshika Foundation to the extenl that such assislance is granted by Koshika Foundation. lf the requested assistance is not granted
byKoshtkaFoundation inpartorLnfull,thentheHospital reseTVesrlsnght tonrakeuptheshort[all fron]anotherNGOoranyothersource.Thrs
conftrmation essentiaii.v- slates that tno Hosprtal will not avail any duplicatc assistance for the same patrent/case from any other NGO or any other source.
2) The assistance front Koshika Foundation is only financial in nalure The choice o{ the treatment/procedure advised/conducted by the Hospital on the
patient is based on the arrangenlent between the patrent & the Hospilal, anC is rn no way influenced by Koshika Foundalion. Hence, the Hospital will
assunte sole & conlplele responsibility of the treatnlent & it s outccme & safety of the patrent, and Koshika Foundation will have no role or responsibility
rn the matler.

Eqrt oIRn(, ERIsrt si 3{i i qrcdnr,fr 61 "+iRlfrr srd-€vri'* BFrq wrclr tg iswftfl d qrfi +, fird rq (rstr"o) tr:a ron t qrq q d-+n +'ri tr
l) {6 tfi r d TdqTl sft r Ei qfqq { fqFtrq qElqdr ffi iI qrdTfl sem qr ftrfr.rq da i r* +.fr/qtc-d { dt qr d (t t, +d f6 6qi'siftm srrdflt'
t ffitsvffi sm * qqq d "qlRr+r srs-+{Ti" EIrt ,r< 3g f+ tr qR'6tfrr+l g-rs-g{n" Er( q6r{dr ftnfr erfrr+,rroe tS T{r rfr f*-qt qrdr t d er{drd

ffi erq t{ scfit q€{ cr ffi sr-< F{rqr i stTTdT ti sl s{f?r-fiR gft< rcm tr gs {fu d tqe +'a qm + to or€rfld Fd-c qq< rq( +rfrrqrrd ig frnfr

t{ srorft {el qr ffi srrr HTrn g 'rd drTrrd,frr

z. "+1Rro .FI-'r€{T1" { iif ,rd qEIqfl +{f, Ffrq v-{fr q1 tr rirfr tR Ewnf, Er{ Ei T{ qflr6 qr fs-a rri vnqrwi*qr ql Eils tfi qq rcrcra
q-A *r Effir4 E{.rfl-d d tfi + rdrq $H B*{ aili qri *t *ni ffi ri,t qs Esdrf,* qls ql tds'l t 3ft "EiftT+r -Fr-$+{F" gm trd yfi1 61 6}f qqrq

61d,fi '*r'6iRrdr'd s]{ Tfrsr qr fq+flt w qrrd d rd rifrr

rclzlzc

Date of Surgery

orT\ifli 6i Tftu iriBB.e,, $$i$. i'i;o
Tr.,- lr-,
l:.r9, N.'r,

(Name of Dr. & Regn. No. with Stamp)

srE{ 6'r Tq s'FRIqfi q fq. r.

\\
(Name, natoryof

on behalf of Hospital)

3:rftr6lfrlFI S C(

FOR INTERNAL USE of KoSHIKA FOUNDATION qrfrR6 3!dr i(

qrfr am&R r

SIGNATURE of TRUSTEE 2

qd rqTcn z

30.12.2019

assistance.

Koshika Foundation and it's Trustees to

AGREEMENT by HOSPITAL (rwrre Arfl 6'{R)

FOR

ftrs

t


