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1) I hereby confirm thal all details jn this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance
liaDlu [or rejection/cancellatron

2) I sc-rlentnly confirnt that assistance, if received from Koshika Foundation, will be used only for the "purpose , as stated in this Form, for which such
was requested by me.

3) I hereby confirnr that I have not & vrill not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the
for whrch this assistance is requested. 
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activities/achievernen[s. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 'purpose"

for which assistance is berng requested.

2) I (Applicant) further agree that any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not autonraticaliy entitle me for receiving or conlinuing the said assistance. The decisron for granting and/or continuing the assistance will rest solely
with the Trustees oI Koshika Foundation, and their decision is this regard will be final and acceptable to nte.
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By affixin$ hereunder, signature of our Authorised Signatory for recommending this caseipatienl for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granled
by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up lhe shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the lreatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the matter.

Ecri orirr{(, Egrsrfr Et oft t qrqdni,ft 6i'qiftrfl Ers+fl-{' t frfu wmr ig Mvt *1 qrfr +, ffi Eq (EsrilH) ftur rmn t qm q eton v.ri tr
l)c-6fsadc{qnqhcSqtqq{fqfrqwrq'trffiftqr6r0Sprnqrffierqda*r*{hfrrqtrd{dtqld{tt,+if6Eqi"slF{flrrrr€rrl'
t fficuffi cfi + wq d "friftrfl qr\r+Tltr Erq q<s tg f+ tr qR'Bifrrfl q1gdYH'6T{ rrErrfl ffid imqrsffid,fr gU r.f< rfr f{'qr qnr t d srmm

ffi erq +{ qrsrfr TpIr q1 forfr err{ ${iltrr t s6acr ti fi ,rfirfl{ g{ftnn rsdr tr vs f.fu d rqe frEr qil + f+' srffflH E-frq qfi BiF +rft/crqd & m
ft vr+rfr s+qr qr ffi orq qrrFr ii lfl d,ndlfrr

2. "sfftp5t $rs€{Hil t d Ti ggrqfl +6rf, frffi r{fr +1 tr ri'fr rri Ersrrfl ERr fr T$ qtn6 cr fd-t'ri srsn/rPfiqr q,r g{s {ht w
* fe ol fdsc * sil{ '6}RrfiI rm$-€{r" gRI ffi y+,R al E}$ €rs rd tr vsftri r+q-cm { +rfr + Wrq UGr ofu ffi qri Ei srfr

61d,fr ft '*ifrTqrl' di'st{ {k6r qr m Es cmd d 'nl&ftr

FOR ACCEPTENCE

tfiS riqfd
Date of Surgery

s,fqiw si iftc

oafve)*
(Name, Designation &

ilrqK
on of

ofir{fl
(Name of Dr. & Regn. No. with Stamp)

sFm 6r ilr s'ETdrqfi e {fr. L

FoR TNTERNAL USE of KoSHTKA FOUNDATIoN qmftfi rqdr i(
SIGNATURE ofTRUSTEE 1

qrfr amm t

SIGNATURE of TRUSTEE 2

qr$ annrr z

,{ 4frt

30.12.2019


