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DECLARATION by APPLICANTT xr+(6 {r qisr qi:

1) I hereby confirm thal all detarls rn thrs Form are True to the besl of my knowledge. Any false statement wrll .ender my Applicatlon & ongoing assistance. il any,

hable tor relectrcn/cancellaton.

2) I sotBmnly confirm lhal assislance, if recerved trom Koshrka Foundation, will b€ usod only for lho 'purposa'. as slatod in this Form, lor which such assistanc€

was.equested by me.

3) I her;by conli.m thal I have not & will not rn future, avail ol reimburssmont, in part or in full, from any other source/employe/insuranco company, of the amount

for which this assistanca is requ€sted.
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authoriso Koshika Foundstion and it's Trusto€s lo

use/publish/put-upkeproduce my name, address, photo & details of the'purpose", lor which such assistance is requested/granted, thtough any

medium, including but not limited to verbal, print, electronic, lor soliciting donalions for Koshika Foundation and/or dissEminaling inlormalion about it's

activitjes/achievements. Such use of my pholo E details can b€ made by Koshika Foundation belore or atter my treatmenl or fulfilmenl of th€ "purpose"

lor which assislance rs being rgquested.

2) I (Appticant) f!rlher agree lhal any strch use of my name. address. pholo & detarls ol the 'purpose" [or which such assistance is requssted/granted,

will nol automaticalty enlrtte me fo. receiving or conlinurng lhe said assrstance. The decision for Iranting and/or continuing the assistance will rost solely

wlth the Truslees ol Koshrka Foundatlon, and lheta deqsron is thts regard will be final and acceplabl8 lo m€
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By alfixing hereunder, signature of ourAuthorised Signatory lor recommending this case/palient lor financial assislance from Koshika Foundation, rve

(Hosprtal) her€by aflirm E accepl lollowrng
1) that we neilh€r are presently nor will in f!lure avail of financial assistance from another NGO or any other sourca, for the sam€ palienucas€, as we ars
requesling to get trom Koshika Foundalion, to the extenl lhal such assistance is granted by Koshika Foundatron. ll the requested assistance is not grantgd

by Koshika Foundatron, rn parl or in lull. then the Hosprtal reserves rl s nghl lo make up the shortlall lrom another NGO or any other source. This

confrrmatton essenlrally stales that the Hosp,tal will nol avarl any duplicale assistance for lhe same palrenl/case Irom any oiher NGO or any olher source.

2)The asststance lrom Koshrka Fo!ndalron rs only flnancra rn nature The chorce o1 the lrealmenvprocedure advised/conducted by the Hospital on lhe
patient, is based on the afiangement between the palrenl & the Hospilal, and rs rn no nay lnfluenced by Koshika Foundation. Hence. the Hospitalwill

assumg sole & complete responsibility of the trgatment & il's oulcomo & sal€ty ol lhe patrent, and Koshika Foundalion will have no rolg or responsibility

in the matter.

(ct qfu{d, r€I{0 6i qi{ { qrcdnhfl 6i "6tFrdr srs-&n' t frfdq (rnr tg fis5lftfl 61 crd l, firc rq (EFdrd) frq r-6R d qrq c Et6R 6{i tr

r) cr f6 ? nl EdcE qtr l i qfrq { frfrTq {llr ffi lh qrfit ttqlr cr ffi q< *r i s(l rinAcd { di cr d d t, i{ fr [ct 'dtff{6r srrim'
i firslft{vFnfr sR * s<q d "ciRr6r sr.+flr" ERr c<c i-( f6 tr qft "qtf{r6r $rr+fi' Em {rq-n tnfr urFmmoa tg c-$ rfl Eql sr t ii qsdre

FFql .r{ Jh sr6r0 cTqr qr ffi er< vqrrr rl qrco ti sI anren grfrra rwar tr vR lfr { EE 6rI qr t ft qsnnn Efiq q(q s6 rhfr/qrqd *q FF*

+{ s.{rfl dtqt qr f6d irjq mfi I rd dmddr

z. "q1firqr srrCrn" t d r{ {trfdr +Td frtcrq,r{td 61 tfrc{ rFnERr { da I qr H,rd srsrc(frqr sI grn tff qd rcina

* {-s 6r Ecq I at "clftmt $rreyn" lm ffi r6R

d d,i qk "6itm'+1 at{ lfq-fl q ffi rc qrqd

<nc rf *r iqH re-<w { r}ri * rara gro qt iid cn + s fuffi rtt qq rw<ro

ri'it

't0 03.2022

AGREEMENT by HOSPITAL (TE-dId m ffi)

f€A-Dale of Surgery

iriqim ii ilftE

44,

4-A

\


