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DEGLARATIoI by aPPL]CANT: cri<{ !m dqqr Yr:

1) I hereby confim that a details in lhis Form are True to the best ol my kno{iiedge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejectiorvcancallation.

Zl i rof"."fii"nf'rm tf,at assistance, if rgceived ftom Koshika Foundgtion, will be used only for the 'purpose', as slated in this Form for which such assistance

was requestcd.Py me.

Oiif,"|'irOv -"i i. tf,rf I have not & wilt not in fulure, avail of reimbursement, in pad or in full, from any olher source/employe/insurance company, of the amount

for which this assistancs is request€d.

tl I qlq"n orm ifqvsn6q i Rt ,rA Rd frq{ll *t qn6rt * qtenreGsElir cR +ti frsol qd Eqr qrs crql q * ii +t ll[r.rdr fit{n +1sr 1rd'A ir

2) it BT{ sl {irrdr {Rr'qilRr{il q'Ir-+m", i d qr {ff l, Eq-qil scqh tS 3kq a1$ + fr frql qrt'n, qi I( rrsq I ctr 
'rql 

tr

frEraru<mtg<nftl+1.(t,3s{ftmqfir6lr(sdtetfiFdu:trt{FT+{6/*qrirt{iilaifrqltdnrfrqBe{{ltt3) dW6tilrt
AGREEMENT by APPLICANT (alrt{{ Eru 6({)

RECOMMENDED FORACCEPTENCE

ffi+fdqrtqid
Mr. L N

(
I t9'

rl ShdluA
I mri

Signatory(

(Name of 0r. & Regn. No. rvith Stamp)

3-€{ 6r rFr q E{dRn s fn. r.r8 l0 L)I I

Dale of surgery

efqtflr si irts

FOR TNTERNAL USE ot KOSHTKA FOUNDATTOT{ on<Rs lcqiq t(
SIGIIATURE ofTRUSTEE 2

qrd 6msfl z

SIGIIATURE of TRUSTEE 1
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l) By affixing my signature o. thumb imp.ession on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

use/publishlput-up/ieproduce my name, address, photo & details ofthe'putpose', for which such assistance is.equestqd/granted, through any

medium, inciuding but not limited to verbal, print, electronic, for soliclting donations for Koshika Foundation and/or disseminating information about il's

activities/achieve;ents. Such use of my photo & details can be made by Koshika Foundalion before or after my trealment or fulfilment of the 'purpose'

for which assistance is being requested.

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

wil not automatica y entitle me for reoeiving or continuing the said assistance. 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 aflixing hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financialassistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:

1) that we neither are presenlly nor will in future avail ol financigl assistance lrcm 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, lhen the Hospital res€rves it's right to make up the shortfall hom another NGO or any other source. This

confirmation essentially statss that the Hospital will not avail any duplicate asslslanc€ for the same patienvcase from any other NGO or 8ny other source.

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

patient, is basod on the arrangement between the patient & the Hospltal, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & clmplets responsibility of the treatment & it's outcome & safety of the pati€nt, and Koshika Foundation will have no role or responsibility

in the mattet
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