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1) I hereby confrm that all details in this Form are True to the best of my knowledge. Any false statem€nt will reoder my Application & ongoing assistance, if any,

liabl€ for rsjection/cancellation.

a i-.liri"ri-iii,]ii"itrii assistanct, it received from Koshika Founda[on, will b€ used onty for the 'putposs', as ststed ln this Fom. fo' which suct assistanco

byrequested the amountothe compa nyrt tuln lrom antrseme orintn ava reimbuof& nol panfirmco thal have3 hereb v
ce s uestedich th s a sistanfor req df{{Ia FrfrqI *rtt {6Frdlcrqlqrrdl iqrifc{([r t6cnqR qcIIdI {fl EiisS.d +a qqfqcNrc!T6il Ra rlr{HR6{,siqqr {qI { 'FII

q{I +n IT6qtr+ f6cr ws$ 61qIs T{FEI Bkqsrs-+{tr {r1 $6ifrr6rffilit {(Irncm qicq tfdqld t sftr 66q-{ tif:I Eiftfricq/+qrg{'fl trslv{I .6I qIoTfiT6!t*{r 61 t {firfjrc cF ni16' IIEI{dIrF(II t(3 !.]e
PAP LICANT IRIiir+<+ 6m)AGREEMENT (by

APPLICANT'S SIGIATURE OR LEFT THUI'IB llliPRESSlON :

!qr+G + f,Rrsfi

AGREEiTiENT by HosPlrAL (6€rdlc lr{I 6(R)

RECOMIIEIIDED FOR ACCEPTEiICE

ffi+frqffid Sh m

t1

e

Eya

0n
rn q [( 6gi[!l

of Hospltal)
qt&i qFl6[tn,,'MPfltil*f,.{nP.fiSE}$o

lbirlrtlt*rt qEhnrq fi . Befractivc

Dr. L i Dorennevar
<\+try

Date ol Surgery

dfctYn 6i iItE

q<ft6 Ecd,t t(
slcllATURE ol TRUSIEE 2

qffi rmm z
SIGNATURE of TRUSTEE 1

qrd rsnn t

1) By affixing my signalure or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detai

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

activities/achievements. Such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

ls oithe 'purpose", [or which such assistance is requested/granted, through any

soliciting donations fol Koshika Foundation and/or disseminating information about it's

made b; Koshika Foundation before or after my treatment or futfilment of lhe 'purpose'

for which assistance is being requested.
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wi not automaticalty entiue me for receiving or continuing the said asiistance. The decision lor granting and/or continuing the assistance will rest solely

,arith lhe Trustees of Koshika Foundation, and their decision is this rEgard will be linal and acceptable to me.
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By aflixing hereundor, signature of our Authoris€d Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

(Hospital) hereby afiirm & accept following
othff source. for the same patient/case, as we are

1) that we neither are presently nor will in future avail ol financial assistance from another NGO or any

requesting to get from Koshika Foundation, to the exten t that such assistance is granted by Koshika Foundatlon. lf the requested assistanc€ is not grant€d

by Koshika Foundation, in Part or in full, then the Hospital r€serves it's rjght to make up th€ shortfall from another NGO or any other source. This

conllrmation essentiallY states that the Hospital will not avail any duplicate assistance ior the samo patient/case from any other NGO or any othsr sourca

2) The essistance from Koshika Foundation is only financial in nature. The choice of the troatmenuprocedure advised/conducted by the Hospital on the

patient. is based on the arrangement between lhe patient & the Hospital. and is in no way infllanced by Koshika Foundation. Hence, the Hospital will

assum e sole & complgte responsibility of the treatm ent & it's outcome & safety of the patient, and Koshika Found ation will have no role or responsibility
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