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1) I hereby confirm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Apptication & ongoing assislance, 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 hereby confirm that I have not & will not in future, avail.of reimbursement, in part or in full, from any other source/employer/ingurance company, of the
for which this assistance,ib requested.

l) t dcqr 6rdr { f6 {s vmrr i frn 'ri {* f{dr',r tfr qlrd,rft * wg<n viq qs s6t tr qR +j{ f<q'{ur qq i6cri .irs6{ qrqr qril i d it ffirTdr f$ts di qr rr6ff

2)fi6rtrdqtrdr{rft"dF{r+lsrlr€yFr",r*dvtntt,cn-orsc+qqsrtrs+1 $tffit6qrqr+fi,dEnfirq{qnqcrtr
3){5fretn-{flr(fr'frsssrq-crtgwn{'*61 'rit,ve{rftmqfrr6sIvqafilsrFsSrFcft/Frdq€r$qtaffilqdFfrqttstrcdqfdq{t[l

DECLARATION byAppLtCANT: qr+(* An vlcon vtr, 
,

AGREEMENT hy APPLICANT 1 ETiI

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

lrFinltr * 6r f{flE

AGREEMENT by HOSPITAL (rtqors ERr q.tr{)

I
RECOMMENDED FOR ACCEPTENCE

+fmqffi
artr. LakshmlPathik

llanagrer Oufcecrt
(Namel3aigfurtE,lFr.sifi p dkttrdsd

r" nf f .,rUrttlngfsffigffius.'
t . I A,,. -r rnrqlp4\f6ffiififlfrdtonlqftc

Signatory

Area

;;#K,.,,,,avar
MBBS,MS,FPRS,FICO

Mt c{fl tdrft cn Plr duq EFftdf r ac t iv e
' -+*r:n"ffiftyq$6 

I fLz++

Date of Surgery
.dctffi 6i ilts

,3\ttpD
FOR INTERNAL USE of KOSHIKA F0UNDATI0N grlafiF sqchr E(

SIGNATURE ofTRUSTEE 2

qr$ mnn z

SIGNATURE of TRUSTEE 1

ersi mnn r

4fr{

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

use/publish/put-up/reproduce my name, address. photo & details of the 'purpose", for which such assistance is requested/granted, through any'
medium, ineluding 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 treatmenl or fulfilment of lhe "purpose"

for which assistance is being requested.

2) I (Applicant) furthei agree lhat 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 assislance. The decision for granting and/or continuing 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 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 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 sarne patienUcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in natLr!'e. The choice of the treatmenUprocedure 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 Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.
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