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l ) I hereby confim that all details in this Form ar6 True to lhe best of my knovrledge. Any ,als€ slatement will render my Application & ongoing asslstance, lf any,

Iiable for rejectiorvcancellation.
2) I solemnly confirm that assistance. if reclived ftom Koshika Foundation, will be used only for the'purpose', as stated in this Form. for which suc-h assislence

was requested by me-

iiif,i,iuiconfi- tftat I have not & wilt not in tuture, avail of reimbu.sement, in part or in tull, from any olher source/employer/insurance company, of th€ a

for whiah this assistance is reouested

I) q dcqr 6ril t f6 f{ qrfl i k{'rE qS hrtrq +0 ql16rt + {{sI{Tflqii(6tr qR 6ti t{d{!r qc 6qr q(tq vqr qmtni*txfiq frra q1cr ffifl lr
2)tt!I(Iniwprdr{ft'dRtmsrr€{r{",iiflqIdt,<FrrmqhTSrkq61$+Hfr'qrqrim,cllsn6q{c{Tcltr
3) d SFE 6( if6 fr€ quq-dr t qr ytf{ fr1 ri t, w nRr ar cftffi qr (6d tRI ffi qq rlotrs*dqr qe'{ i a al fcql I ict{ r t qfre { {IIll

,,GREEiTENT by APPLICANT (!ir+(6 Br{ 6{R)

i6,r f{rr
APPLICANT'S SIGNATURE OR LEFT THUi,lA IMPRESSION

AGREEi,ENT by HOSPITAL (T$iMT ERI {M)

IN+ fqq ffid
ED FOR ACCEPTEIICE

aN

f,iffi's{Xft#'ffi

r
0 tS:lh m0 s0C ti u p

ia!tCSrl n
ii q

Date of Surgery

rfict{r 6i irts

,4'rt, 1K

l:T
anga

FOUNDATIOT{
ag

StCtltUnr ot nUSEe Z

qd wnn z
SIGi|ATURE of TRUSTEE 

,I

l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundatlon and ifs Trust€€s to

use/publish/-put-up/ieproduce my name, address, photo & details of the 'purpose', for which suct assistance is requested/granted, through 8ny

meOium, inciuding but not limited to verbal, print, electronic, for soiiciting donations for Koshika Foundation and/o. disseminaling information about lt's

activities/achieve;€nts. Such use of my photo & details can b€ made by Koshika Foundation betore or after my treatmsnt or fulfilment of the "purpose'

for which assistance is b€ihg requostsd.

2) I (Applicant) further agree that any such use of my name. address, photo & d€tails ol the 'purpose', for which such assistanc! is requeslsd/granled'
jtt noi automaticalty enii e me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistanc! will resl solely

with the Trustees of Koshika Foundation, and their decision is this rsgard will b€ fin8l and acceptablg to mo.
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By atfixing hereu nde., signature of our Authorised Signatory for recommending this case/patienl lor financial assistance from Koshika Foundation' we

(Hospital) hereby afflrm & accepl lollowing
1)lhat we neither are presently nor will in fu ture avail of financial assistance from anoth$ NGO or any other source, for the same patient/case. as we are

requesting to get from Koshika Fcundation to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshrka Foundation, in part or in full.lhen the Hospital reserves it's right to mak6 up the shortfallfrom another NGO or any oth€r source. This

conflrmation essentially states that the Hos pital will not avail any duplicate assistance lor the same patient/casg from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuproced ure advised/coxducted by the Hospital on the

patien t. is based on the arangement betwegn the patient & the Hospital, and is in no lvay infruenced bY Koshika Foundation. Hence. the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety of the patient and Koshika Foundation will have no role or rosponsibility

in lhe matter.
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