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DECLARATTOT{ by APPLTCANT: ed<6 A( siclll Cr:

1) I hereby confirm hat a &t ls in this Form are True lo the best o, my knowledge. Any false slatement will render my Applioation & ongoing assislance, if any,

liabl€ for rejsctiory'cancellation.

zf i aAiiifv itani" tai assistance. if received ftom Koshika Foundation, will b€ used only for the 'purpose', as staH in this Form tor which suc+r assistance
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APPLICAI{T'S SIGI{ATURE OR LEFY THUMB If,PRESSION :

AGREEITiE T by HosP[AL (rsdlE d{l 6tr{)

neconueloeo ron IccEPIENCE

ffi+frqffid ,rrlr. LakshmlPathi k

lnstituto fo,r Diabetc. & EF Cd!
(A unit ol Shraddha EYo Csrc Tru&)

(ll6d{.t8c$mcEam Uaottrl*AOhr
on bohatl ol Hospital)
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FOR |I{TERNAL USE ol KOSHll$ FOUi{DAT|ON qt<t'd Bcqt{ t(
SIGIIAIURE of TRUSIEE 2

qdremzSIGNATURE of TRUSTEE 1

qrd rmnn t

1) By afiixing my signature or thumb impression on this Form, I

use/publish/put-up/reprodJce my name, address. Ooto & detai

medium, including but not limited to verbal, print, electronic, for

aclivities/achievements. Such use ot my photo & details can be

(Appticant) hereby agree & authorise Koshika Foundation and its Truslees to

ti oith"'pr.po""', fol. *hich such assistanoe is requested/granted' through any

soticiting Oonations tor Koshika Foundation and,lor disseminating information about it's

male U! fostrifa foundation belore or after my treatment or fufilment of the 'purpose"

for which assistancc is being requested

2) I (Appllcant) turther agree that any such use of my name, addrsss, photo & details of the 'purposo'' for which such assistance Is requested/granted'

will not automatically entile me for receivtng or continuing ttre saio assistance. The decigion for granting and/or conllnuing the assistance will rest solely

with the Trust€es ol Koshika Foundation, and their d€cision is this regard will bs finaland accaptable to me'
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By aflixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial asshtance from Koshika Foundation' we

(Hospital) hereby afirm & accept following
1)that we neith;r are presently nor will in future avail of financial assistance lrom another NGO or any othof sourcs. for the samg patignucase' as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foun dation. lf the requested assistancl is not granted

by Koshika Founda tion. in parl or in full, than the Hospita I reserves it s right to make up the shortfall from another NGO or any other sourc€. Thi6

confi rmation ess€ntiallY states that the Hospital will not avai I any duplicale assistanca for tho same palienucase from any other NGO or any other sourco

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/conducted by the Hospital on tho

and is in no way iniuanced by Koshika Foundation. Hence. the HosDital will

in the matter.
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patient, is based on the afianaemsnt between lhe patient & lhe Hospital,

resp;nsibrhty ol lhe treatment & it s outcome & sat€ty ot lhs patie nt, and Koshika Foundation will havo no role or responsibility
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