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1) I hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false stalement will render my Application A ongoing asslstanco, lf any,
liable f or rejectiodcancelbtion.

2) I solemnly confirm hat assistanc€, if received from Koshika Foundation, will be used only for the "purpose', as stated in thls Form, br whi.h such asslstanca

was r€quested bY me.
3) I hereby confirm that I have not & willnol in future, avail of reimbursement, in pad or in full, from any other sourc€/employer/insuraoce cornpany, of lhe amou

for which this assistance is requesled.

l) { s}cql 6rdr tf4 v( $Ga t Ri qn q{ ftdrvr t0 qr6r0 + srJsR v€ q'i {d tr qR c+i frfl"r G trq-<. €s vql qm * ni +t €rtcu fnel al ql *0 tr
2) it ERr iii wpr rrf{ "6iRr6r $rt*sr', { dqr rd t, Blr.rr BYqh Td gkq 61$ + H tdql *tn,d5t nrr { rn'ro tr
3) d Sft E dr t t6 td{ Rrrdr iE qt n+{r 61 qtt,s{nfuTr cfrr6 q r{id frsr ffi lr< uiarFrfc-6/*ql 6q+ tr ai teql t qt{rfr qfrq{dnl

EI{I 6m)

APPLICANI'S SIGT{ATURE OR LEFT THUMB IMPRESSION

fl fa5rr

AGREEi,ENT by HOSPITAL (Eqdld !K 6{R)

RECO[IMENDED FOR ACCEPTENCE

ff + f€q {<Fd r\A

Mr. LAK !PATHII'I
ol Authorised Signatory

quI EqdrdT(

Date of Surgery
dqt{ti dr irfrg

\0\6'\"( f\r lt i ,(thme ol 0r, & Resn. itd..trt$fl5ht)

n., . .. r - sr€{ 6r rrq a rwm a $,_j9,11r1

S,Dr.M F

FOUTIOATION

SI

rcqh t(

qrd rw$.:rr,-,.-,. i "i I
I SIGNATURE ot TRUSTEE 2 i"-S?qri ERIrs( 2

(j:r !tii: i. FORIt{IERilALUSEort.t$U|lfA

/

By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patienl for financial assistance from Koshika Foundation, we

(Hospital) hereby arfrm E accepl followrng:
i; that we neittrer are presently nor will in future avail of llnahcial assistance trom another NGO or any oth€r sourc€, for thg same pati€nucasg, as w€ are

requesting lo get from Koshika Foundation, to the extent thal such assislance is granted by Koshika Foundation. lflhe requested assistance is not granted

by koshik; F;undation, in part or in full, then the Hospital reserves it's right to make up the shortfall hom another NGO or any othor sourca. Thls

confirmation essontially statos that the Hospitsl will nol avail any duplicate assistance for thB same pati6nucass lrom any oth€r NGO or any other source.

2) The assislance from Koshika Foundation is only financial in nature. The choice ot the treatmenuprocedure advised/clnduct€d by lhe Hospital on the
p;tient, is based on lhe anangement between the patient & the Hospital. and is in no way iniuenced by Koshika Foundation. Hence, tho Hospital will

assume sole & complote responsibility of the treatment & il's outcome & satety of the patient, and Koshika Foundation will have no rol€ or rssponsibility

in the matter.

'l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authoriso Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details ol the 'purpose', for which such assislance is requested/granted, through 8ny

medium, including bul not ljmited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of thE 'purpos€"

for which assistance is being requested.
2) I (Applicant) further agree thal any such use of my name. address, pholo & details of the "purpose', for which such assistance is requested/granl9d,

will not automaticalty entitle me for recaiving or continuing the said assistance. The decision for g.anting and/or continuing the assistsnce will r€st Eolely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable tc me.
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