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1) I hereby conlkm that alldetalls in this Form are True to the best of my knowledg€. Any false slatement will render my Application & ongoing assistance, if any,
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was requested by me.
3) I hereby conlirm that I have not & will not in fulure, avail of reimbursement, in part or in full, from any other sourcr/employer/insurance comp6ny, ot fle amount
foa which this assislance rs requesled.

l)qdsq6rdrtf6EsqrsqiRiTErS&qorttqr6rttirdsrrwf,G{dtr qft qii fr<r"r qq Eqr qs vqr qr t d t0 rnqrn ftr*r +1 cr ttft
2) ti !m d s[rr rfu '+iRr6r srcdfi", i d cr rd t, cs6r dc+,r rS styq 61 $ + H frql crtn, cl !{ !r6q { m rm tr
3) d yfu 6(dr t i6 fis <nr<r fu w vfi +1 ( t, vs rtfyr 6r cfrrtr qr {sfl irwr ffi rr< dd/Fr+{6r{qr 6rq-{ d r d fcqr t qk r * cEq I drttt

, GREEi,IENT by APPLICANT ( rro s'{r)

a w$ er f<rm

AGREETENT by HOSPITAL (6gTdTa Em 6{R)

RECOMITlENDE0 FOR ACCEPTEI{CE

rffi + r€q {qFd
Date ot Surgery
dctm +i ilfr€

to\g\"f l. t (t{ame ol Dr. & Regn. No. with St{iCl
rr_ , gtiEr qt ;rFI s rRlH s rq. 1, " ,lal

HIN
14BBS.

llgq

olAuthorised Signatory

irtrdri

Mr I Li(-q
(Narn€. Des'g

(A unit s ro SeotK0StltqFOUNDAnOil I3mfr6
(4. -, ircll

rcqh h
-- --------E tt-

4-szstGilATLnSof;InUSIEE I .. -:';"xt
qrd ERrcfl 4iii:u ir,.r-v i 56 j

/

l) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pLrt-up/reproduce my name, address, photo & detail! of the 'purpose', for which such assistance is raquestedigranted, through any
medium, including bul not iimited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/o. disseminaling information about it's
activities/achievements. Such use of my photo & details can be mad€ by Koshika Foundation before or aflor my treatment or fulfilmsnt of the 'purposg'
for which assistance is being rgquested.
2) I (Applicant) further agree that any such use gf my name, address, photo & details of the 'purpos€'. for which such assistanc€ is requested/grantod,
will not automatically enlitle me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistanco will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linaland acceptable to mo.
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By affrxing hereunder, signature of our Authorised Sagnatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hosprtal) hereby afrirm E accept following.
1)that we neither are presently nor will in tuture avail of flnancial assistance from another NGO or any other source, for the samo patienvcase, as wo aro
requesting to get from Koshika Foundation, to the extent that such assistance as granted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Foundation. in part or in full. lhen the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
conflrmation essentially states that the Hospital will not avail any duplicat€ Essistanca ior th€ same patienucas€ from any other NGO or gny other source.
2) The assistanc€ from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/conducted by the Hospital on ths
patient, is based on the arrangament bohlaan the patient & the Hospital, and is in no way inf,uencod by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & il's oulcome & safety ot the patient, snd Koshika Foundation will have no rol€ or responsibility
in the matter.
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