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DECLARATION by APPLICANT: i{I+{{ BRr Sqqr vr:
1 ) I hereby mnfirm that all details in tiis Form are True to the best of my knowledge. Any tals€ statement will render my Application & ongohg asslstanca, it any,

liable for rejection/canc€llation.
2) I solemnly conlirm that assistsnc,e, if received from Koshika Foundation, will be used only for the 'purpose', as stated in thls Form, for whlch such assistance
was.equested by me.
3) I hereby conlirm that I have not & will not in luture, availof reimbursement, in pan or in full, from any other source/employer/insurance company, of the amount
for which this assislance is requested
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,.G by APPLICANT (!ir+(6 ERr 6m)

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

use/publish/putup/reproduce my name, address, photo & details of the 'purpose", for which such assistance is requosted/granted, through any

medium, including but not limited 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 keatrnenl or fulfilment of the 'purposg'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & detaiis of the 'purpose". ,or which such assistance is requested/g.anted,

will not automatically entitle me for receiving or continuing the said assislance. The decision for granting and/or continuing the sssistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be fin8l and acceptabl€ to me.
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By affixing hereunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby atfirm & accept following'
1) lhat we neither are presently nor will in future avail of financial assislance from anolh€r NGO or any other sourc6. for the sam€ patient/cas€, as wE are
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in tull, then the Hospital reserves it's right to make up ths shortfall from anothor NGO or any othgr source. Thls
confirmation essenlially states that lhe Hospital will not avail any duplicatg agsistance for th6 sams pati€nucase from any other NGO or any othor sourco.
2)The assistance from Koshika Foundalion is only financial in nature. The cholc€ ofthe treatmenuproc€dure advised/conducted by the Hospital on the

Datient, is based on the arrangement between thc patient E the Hospital. and is in no way influenced by Koshika Foundation. Henc€. the Hospitalwill
assume sole & complete responsibility of the lreatment & il's oulcome & safety ofthe patient, and Koshika Foundation will heve no role or rgsponsibility
in the matter.

tqn afuta, tRwfl 41 *{ t qlrrA^},fr 6t 'qiftril srrCvn" i frFrq snrdr tg ffi'fl d qd t, H tq (rFkllo) fie rqn i qr< c 66t( 6{i tr
r)q6f6rii'dmetqfrqtqqiFfdqsurdrffithsmrfr{rqnqrffiq-{€titrftti4rTd{dicrtltt,trtfrtri"sifirrrsE-dw,
i ffinrffi r+ d qqq { "s}tr6r $ErdyF" fl q<q to ft tr qR "citr6r sraCm'm roqm Fzrfd qfrr6/T6ff tg c-$ rfl frqr t ii iFsdrs

trd erq ih smrt risr ql ffi er< s*rtr< t suc di ul efr*n grfra rum Vg lfr il srz rn wm i fr ceinq Eitc {<C an ttlwd tt trd
l[r m*rt {qr q ffi q-jq {rrr t Tff e,n.d,ffr

z. "qtRm qrs€w" t d 'r{ sErrdr +{d fsldq r{fr *1tr ri'fr w rmn w d 'ri 
qHr qI f{{ ra 3c-slvvFql EI 5]Is r},fr G f,Rrd

d*sottq{qtilt{"qlftrqrsr.evn"rmffir+ncrql{<<nrd vsHrean{tfr*rdrq$wqt{qriqri61{r{ffit'fiqtT.Irila
d rnfr s { "6tftror" u1 qli ltucr qr tqC<rt {s qrrd { lfr tiflt

APPLICANT'S SIGNATURE OR LEFT THUi/lB IMPRESSION

er&ca d rcw qr rt'p er fim

AGREEII,E T by HOSPITAL (6PTdIH 6m 6m)

RECOMiilEI{OED FOR ACCEPTENCE

rffi + fdq t<fd
Mr. LAf,Dnmlrar nt ''

Seniot lilanagar

O UEiEafiltilJtllGl*ffi Auhoriseo sisnatory

llfls:fi[E'ffi'Ehn*l&(
Date of Surgery
etctflr qi irfrs

, No.

.T5.1.FRS(
w4!lr'*hr
B.W r'!," 

" 
ir ',

FOR INTERNAL USE or xoi4xr you Homldk i;tffit#inEffiifi odor s.iz
S|GI'IATURE of TRUSTEE 2

qfr rmqn z

SIGNATURE OJ TRUSIEE 1

<nlrmrm rKMg 
l

gengalore-bz

No-91567

30-'11-2024

4--F


