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DECLARATIOTi by APPLICANT !EI*<6, Em dcql Yx:

1) I hereby confirm that alldetails in this Form are True to the best o, my knowledge. Any false statement willrender myApplication & ongoing assislance, if any'

liable for reiection/cancellation.
2) I solomnly lonfim that assistanc€, if received from Koshika Foundation, will be us€d only for the 'purpos€', as stak in this Form, for which such assistance

was requested by me.
siiltii"biii"fri, thrr I have not & will not in future, avail of reimbursement, in part or in tull, from any other source/employer/insurancs companv, ol the amount

for which this assistance is requesled.

r ) d ds"r 6rei ( f6 r{ qcq I fri rA q{ Rlrq +t sr*rt *
2) il r{ ql {utrdt rft "4ifiI6l $rd-*rtr', t d v r* t, rr*r
3) d ftu a'tdr i fr tc{ wrl. }g qr Y*{r 61 ri t, sc nft 6I

ird{R s-d qi cA tt qR 6ii frqlq G Tqq qre rrqr qm t ni tt s6rrrdl t<ts +1 qr {-d'& lr
Bcqi,r BS Bt{q d lfd * M f*,qr qrtrn, ri rs rrq { c{ ,rql tr
qnr6 ql [*,4 nrRI nr$ qq u]vft+qs/frql 6Erfi t I al frqr t dn I f qfre ;f ful

byAPPLIGANT (q*{d rru 6r()AGREEM

APPLICANT'S SIGIATURE OR LEFT THUiIB II{PRESSION :

!cr*G u ri$ ar filln

AGREEiTENT by HOSPITAL (Es a !m 6(II)

Manryrr OltcrcirRECOMiiIEI{DED F0R ACCEPTEiICE

ff+f{qffid

(l{ame, Designation & StamP ol Authorised

on behall ol Hospital)

Tq q Y( tsrdrd qft{d 3lfrrfiIt

d Slraddha CelrEyo Tru..* 1 G/u Rosd Ml!.r T..lt 116 Arsg
SignatoryHiBlt,rls,FPRs,Ftco

iyF fi.
If,rtffii ePlmo,la

t.'tgffio d.

orennavcrDrDate of Surgery

dqi{r si irtg

UA{
FOR INTERI{AL USE of K0SHIKA FOUNDAIIOi{ q-{ft6 3cd{ t(

SIGiIATURE ol TRUSTEE 2

qfr rmm z
SIGNATURE of TRUSTEE 1

qrd rmm r

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

use/publish/put-up/reproduce my name, address, photo & detail

medium, including but not limited to verbal, print, olectronic' for

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

(Applicant) hereby agreo & authorise Koshlka Foundation and it's Trustees to

s of the 'purpose', for which such assistanc€ is requested/granted' lhrough any

soliciting donations lor Koshika Foundation and/or disseminating Inlormation about it's

made bt Koshika Foundation belore or after my treatment or fumlment ot the 'purpose'

for which assistanc€ is being requested.

2l I (Appticant) turther agree-thai any such use of my name, address, photo & d6tails oI the 'purpose', lor which such assistance is requesled/qranted,

witt noi auto.iticatty enti e mo for riceiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trust€es ol Koshika Foundalion, and their decision is this regard will b6 final and acceptable to ma.
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By afliring hereunder, signature of our Authorised signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
that we neilher are Presently nor will in futu re avail of tinancial assistance from another NGO or any othsr source, for the same patienvcase, as we are

1)

req uesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granted

by Koshika Foundation. in part or in full' then the Hospital reserves it's right to make up the shortfall hom another NGO or any other source. This

confirmation essentially states that the Hospita lwillnot avail any duplicat€ assistance for the same patiEnvcase from any other NGO or any other source

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

patien t. is based on the arrangemen t between the patient & the Hospital, and is in no way influ€nced by Koshlka Foundation. Hence, the Hospital will

assume sole & complete resPonsibility of the treatment & it's outcome & safety of th6 patl€nt, and Koshika Foundation will have no role or responsibility

in the matter.
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