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DECLAIiAno}I by APPLICAIJT: qli(6 tr{I tisqr rH:

.1) 
I hgreby confirm that all detalls in lhis Form are True to lhe best ot my knowHge. Any false statement will rend€r my Applk;ation & ongoing assistanG, if any,

liable for rejeclion/cancellation.
2) lsolemnly clnlirm that assistance, f rcceived fiom Koshika Foundatjon, will be used only for the'purpose'' as slated in thls Form' for which sudt assistance

was requesled by me
3) I hereby confirm that I have not & wilt not in future, availof reambursement, in part or in full. from any other source/employer/insu.anc€ company. othe amount

for which this assistance is requested
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,,GREEiIENT bY APP ER 6{R)

1) By affxing mY sig nature or lhumb impression on this Form. I iApplicant) hereby aqree & authorlse Koshika Foundation and it's Trustees to

for which such assistance is requgsted/granted, through any
use/publish/PUt-uPheProduce mY name, address, photo & details of the'purpose",

medium, including bul not limited to verbal, print etectronic, for soliciting donations tor Koshika Foundation and/or disseminating information about il's

activities/achievemenls. Such use of my pholo & details can be made by Koshika Found ation before or after my lreatment or fultilm€nt of the'purpose"

for which assistanca is being requestad.

2)l(Applicant)furtheragr6ethatanysuchuseofmyname,address.photo&d€taitsoltho.purpose".fo.whichsuchassistanc.eisrequested/granlod.
wilt not automatically entifle me for receiving or continuing the said assistance. The decision ior granting and/or continuing the assistranco will rB3t solsly

*ittr ttre trustees ot'roshika Foundation, a;d their decision is thrs regard lviil be linal and accEptabla to me
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By affixing hereunder, signatu re of our Authorised Signatory for reclmmending lhis case/patient for financial assistanco fiom Koshika Foundation we

(Hotpital) hereby affirm & accept following

1)lhat we neither are Presently no r will inluture avail of financial assistance from another NGO or any oth€r source, for the sam€ pati€nucas€ , as we ale

requesting to get fiom Koshika Fcundation, to the extent that such assistance is granted by Koshika Foundation. lf the req uested assistance is not granted

full, then the Hospital reserves it's right to make uP the shortfall flom anothor NGO or any oth€I sourc€. This

the Hospital will not avail any duPlicet6 assistancs for the same patienucase from any other NGO or any other sourcebv Koshtka Foundatlon in part or in

c;nfirmation essentially states that

2) The assistance lrom Koshika Fou ndation is only financial in nature The choice of the treatmenuproced ure advisedlclnducted bY th€ Hospitai on the

patient, is based on the arangament between the Patient & the HosPital. and is in no way influenced bY Koshika Foundation. H€nc€ . the Hospital will

assum e sole & complete responsibility of the treatment & it's outcome & safety of the Patient, and Koshika Foundation will have no rols or responsibility

in the matte..

Iqn!Nfr{n,f,Rlclfra1*{dcrrdrt,fi6l"dRt6Isrs3flr,ifsFdqqErTdItEfigsfivdqfrt,ffif,q(EEirI€)frqI-{r{iqrdqFnl{R6{itr
l)qEfrrniq-dq|ri{hqdqFqqfrrdq(llq-flffi+nT({10{tqHqlffirqratirir<r}inndldiqrtrit,iifrrqt"itfiIsr$r6i*'r,
i ffivffi e* * sqq {'"ifr*r *-;;; *n t f. t, cR '6tf{6l sr'-*xr' Ertl q[rl-dl tnRr iclRr6/<.e8 *g c'd{ rt frqr cRr t ii ![si{(

ffi q-{ lk s{6rt {tql * fr,o n-* ***.J *'# *i * 'nttt stfrt t* tr re lE { Re 6 wdl t fa qsffi Rfrc qcc !*I t'fuqld *( tFfr

rn cr+rt drqr q ffi rq ttrta t Td A'n'/+flt

2. 
,,qtfrF'r $3-+yrq,' i d 'ri s[rrdr +ad frffl r{fr +1 lr r}fr c(

* cl" qt fscc t gik "qiRr6l $rd*Ylr" rm ffi r-qn rr tii <<n

61 d,i s*{'itftr6l" 61 qt{ ltutr qr filffi $ qrrd { ed r}'frt

rwrra m d 'r{ mn q H 'rn sc'qrnlB,ql fi llls tt qc' le-drd

qA ir yRfr aF E i t't * roru gnn qt( qri qTi d {rt firffi rifl qi reitr€

rqlA-{6 d (Rrm
APPLICANT'S SIGNATURE OR LETT THU}IB IMPRESSION

HOSPITAL 5mEMEwllilREEiiENTAG by

FORACCEPTENCE

frq d<fd
RECOMMENDED

:l i. n ior Mana0er

iih'&s$a0bf idfre$8Desigi'aN me,
0n AL

q.s c( Egdrd

ist
pital
fust)

rDate of Surgery

oiqt{n 61 irfrg

*lnlv<-
FOUNDATIONH larrn$iiI ,,i3ngalore-52

SIGilATURE oITRUSTEE 2

qrfi ERrw( z
SIGNATURE ofTRUSTEE I

qrs ERIC{ t

30-11-2024

Signatory
phtlultanttNlS

ilu

tA


