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DECLARATION byAPPLICANT: slr+(fi BRr $qu1 v,;

1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for which such assistance

was requested by me.

3) I heriby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.

l) { *sql 6rdr df6 vs rr6q t RA rn q* ffitgl tt qrrd,rt * qen riq cq vS tr qR +T$ fu{"I !F i6.sr{ sFr6q qrql qm t d +fr qEr{dt f{{d q1 q vd,fr tr

2) it ERr d sozro ilRr "61f{rfi rfinr€{FT", ri tfi sr rfr t, rtr+r ss.{h TS strq a1 1fd * ffi fo.qr qr}qr, d qq rrsc d ,Tfl ,rcr tr

3){W6rcrdP6f$Hffirq.dr?gc6ntdlrulrri+,vq{fufieftffiqIw*'oBrfiffie-qdr/Fr+rfirtrqrstarfrtrdfrqItgftrdqtu{trnr
AGREEMENT byAPPLICANT (urtqo gm 6{i{;

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

ora<q. + rtrrqn rrr .tTI[} ol ftqm'

AGREEMENT by HOSPITAL (69{ilrf, 6Rr fiR)

1
RECOMMENDED FOR ACCEPTENCE

+frq
Date of Surgery
,SctYn si drfrq

"r\ro\-f
-rr. mA(Porennavar
-i 

N; il Etsgl hts" n P Bfi s.tsp
^ o n ffitffrt+ *}uso Gh.Rgfractive

*lr. Lakshmipathi ir
Managor OJfoacfi

# 1E/M,

Signatory

r6dYtrr$ril'ilEt utE #'ktsHrxn FouNDATtoN qrffis Bcqtr rE

SIGNATURE of TRUSTEE 1

qrd fffrqR t

SIGNATURE of TRUSTEE 2

qrs rsm z

/

1) By affixing my signature or thumb impressiorr on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce mi, name, address, photo & details of the 'purpose", for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the 
-purpose"

for which assistance is being 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 automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby afiirm & 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 granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenVprocedure 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 responsibilig
in the matter.
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