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DECLARATIO by APPLTCA T: qrt(6 Em slcw yr:

1 ) I hereby confirm that all details in lhis Form are True to lhe besl ol my knowledge. Any falsg statement will r6nd€r my Application & ongoing assistancs, if any,
liable for r€jection/cancellation.

2) I solemnly confirm thal assistance, if received from Koshika Fourdation, will be used only tor the "purpose', as sl,ated in this Form, forwhidr such assistrahce
was requestd by me.
3) I hereby confirm that I have not & will nol in future, avail of reimbuEement. in parl or in lull, from any other sourcdemploye./insurance company, oflhe amount
fo.which this assistance is rcquested.

l){s}cqr6attfrrqyrgqiftt'ris{fqq.vr*0qr{6rfr+fJsRRqiTitr cfi 6tt frqlq qri 6T{ i[Rtq lrcr qlllr t ri +t (rI(Il frrer d qr {fit tr
2)lt6Rrrl{fiTdrrrftr"dfirfl$rr+{r',tdqrdl,tcergcqhBS.t{cd1Gl+Hf+qrqri'n,qi1ersq{mqqrtr
l) { ytu 6rdr tf6 i{s ru<ar tg ar lrf* al rr{ t, se fir 6r rifrrd q mc tgr ffi q-a rh/ft+n/+qr rq{ i c d frqr t CR a fr qEq illfur

AGREEMENT by APPLICANT (!flr+(d Br{ 6(I{)

OR LEFT THUMB IMPRESSIONAPPLICANT'S

AGREEMENT by HOSPITAL (tFdr{ lRI 6{I{)

, RECOMMENDED FOR ACCEPTENCE

/l^, ___,ff * fe< ffid
r{r. Lelshmlprthi }r

llfia|r{ Orrfo.dl
Date o, Surgery
3ri,{Yn 6i mfrs

&\.Vo

.rr. Lrrffibcltrvar
MBBS.rI3J?13'rICO
unrr.n e lf,ma *finfm?ti'''

cTEtr@ltiFli&tft. "

. _ _ 
(A_rr*t d Shra(bt: eyr C*r fnJ. ;

ri,l,ilBr J!*limtt[#d flffi J,iltliidr,E
on b€hall of Hospital)

t ati pClr

q q Y( EFNFI 3rtr6rt

FOR INTERT{AL USE oI KOSHIKA FOUNDATIOII ffaft-d 3!,ih t(
SlGl,lATuRE of TRUSTEE I

qd rwm t

SIGNATURE ot TRUSTEE 2
qrd ERrsT{ z

l) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address. photo & details of the 'purpos€', tor whlch such asslslance is requested/granted, thrcugh any
medium, including bul not limited to verbal, prant, electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or alier my trealment or fullilment of the 'purpose'
lor which assistance is being requested.
2) I (Applicant) furlher agree lhat any such use of my name. address, photo & details ofthe'purpose', for which such assistance is requested/grantod,
will not automatically entitle me for receiving or continuing the said assistance. Th€ decision for granting and/or continuing the a$islance will rest solely
with the Trustg€s ol Koshika Foundation, and their decision is thig regard will b€ final and acceptable to mg.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
(Hospital) hereby affirm I accept following:
1)that we neither are presently nor will in future avail of flnancial assistancr from another NGO or any other sourcg, for the sam6 pataenucass, as w€ ar6
requesting to gel lrom Koshika Foundation. to the extent that such assistance is granted by Koshika Foundation. lf the .equested assistance is not granted
by Koshika Foundation. in part or in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other source. This
confirmation essenlially states that the Hospital will not avail any duplicste assistancr for the same patient/case from any other NGO or any other sourc€.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the l.€atmenuprocedure advised/conducted by the Hospital on the
patienl, is based on the arrangemenl between lhe patient & the Hospital, and is in no way influenced by Koshika Foundation. Henc€, the Hospital will
assume sole & complete responsibility of the treatmenl & it s outcomo & satety of the patient. and Koshika Foundation will have no rolg or responsibility
in the matter
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