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1) I hereby confirm that all details in this Fom are True to the best o, my knowledge. Any false statement will rende. my Application & ongoing assistance. if any,
liable for rejectiodcancellation.

2) I solemnly confrm that assistanc€, if received trorn Koshika Foundation, willbe used only for the "purpose'. as stated in thls Form. for which such assislanca
was reqlesled by me.
3) I hereby confirm lhat I have not & will not in future, avail of reimbu.sement, in part or in full, from any other sou.ce/employer/insurance compsny, of lhe amount
for which this assistance is requested.
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'l) By afiixing my signature or thumb impression on this Form, I r'Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to
use/publish/put-up/reproduce my name, address, photo E details ol the 'purpose', lor which such assistance is request€d/granted, through any
medium. inctuding but nol limited to verbal, print, electronic, for soliciting donations for Koshika Foundataon and/or disseminating information about it's
activities/achievements. Such use of my pholo & delails can be made by Koshika Foundation before or after my treatment or fulfilmgnt of the 'purpose"
for which assislance is being requesled.
2) I (Applicant) furlher agroe that any such use of my namE, address, photo & details oI the 'purpose". lor which such assistance is requegtsd/granled,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistancr will r€st solely
with the Trustees ol Koshika Foundation, and their decision is this regard will be finaland acceptable to me.
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By affixing hereunder, signature of our Authodsed Signatory for recommending this case/patient for financaal assistance from Koshika Foundation, we
(Hospilal) hereDy atfrm E accept follow,ng:
1) that we neilher are presently nor will in future avail of llnancial assistance from another NGO or any other source, for the same pationucase, as we are
requesling to get from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granled
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfail from another NGO or any other sourc€. This
confirmation essentially states that the Hospital will not avail any duplicat€ assistance for the same patienucase from any oth6r NGO or any oth€r source.
2) The assistance from Koshika Foundation is only financial in nature. the choice of the trcatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henco. lhe Hospitalwiil
assum€ sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no rcle or responsibility
in the matter

6qn fir{n,6{arcrt ql dr t qrdd't 6t '6tRr6r slreflr" d fqf{q str{dr t{ ffiyr 61 crd i, fii rq (rqild) frq !6R i qra q dm +'<i tr
l) q[ i6 1 d {dqn ift r d qfrq { frfdq qtrq-dr FrS rtr sr+rt trqn ql ffi qq da t rm t'finrrd { dt qr d rt l, $* ft rci '6ifir6r srd-*{r"
I fimrftvffi cm d sqq {'6}fum sra.eltr" ERr q{< i{ t6 tr qR "Tltr6r i6rd-lw' !R TU[dr ffi qfrrd/sre t{ rdr rff fra t ni ,e{rqflc

ffi q-{ it( {.610 ritqr { ffi rrq v<trn t wradr +t 6r qFrdn Sftn {q-dr tr vs lfu { se cu qnr * f* *wrn Efrq q< r< i,frnrcd t{ fFd
lk {r6rt tpll qr ffi lrq snr t Td dflrdfir
z. "qtRrn qrr€w" t dd sucfl d{d fiffrc rqfa ct tr tfl x rema EIn {.ri tHrr qr H 'ra 3!-cRfifrqr sr 3nc tt qs'[Fdrtr

*+qcltcrqtrct{"6tftr6rsrrdfi"ERrf'$c'dR616l{<rrsrA rsHfiTa{ttdr<rrganahlNnlrdq1{rtffi$oritq{rtqa
d rtn 3ft'cliir6r'ql *ti qkfl qr f{ffi ve qrqd { a61 r},tr

APPLICANT'S SIG}IATURE OR LEFT THU[IB IiliPRESSION

rcr+<+, * ERrcT{ qr @ or trrm

AGREEMENT by HOSPITAL (EFTdId Em 6{R)

DED FOR ACCEPTENCE

+ fnq t-Efr

*l4w
Date of Surgery
sichr 6i irftq I

\
[,l3me of Pfu 6egn. tio. with Stamp]-t]m 

Er iTc d imtlt s ]ti q '

0'*UtrBf; ff SH. {tl$fr JrRllf,o,i..a sion,to,"
D I A BETrS & EilBrdl6teli;,il t-

lA u nit ol SErlffilHFFi,SEt @!!0r r;t i

Senior Manager

.""" ",ffrrrtTH${LWEi qffiffi*fragar 'ti;,' ,..;,.:. 1'1FOUNDATION

SIG|{ATURE of TRUSTEE I
qmi [Rlfi t

SIG ATURE oITRUSTEE 2

<td rmtt z

/

30-11-2024

4--F


