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1) I hereby confim lhat all details in this Form are True to the best of my knowledge. Any talse stalement will render my Apptication & ongoing assistance, if any,
laable for rejectio.Vcancellation.

2) I solemnly coofirm that assistance. if received from Koshika Foundation, will be used only for the 'purpose'. as stated in thas Fonn. for whi:h such assistanca
was requested by me.

3)l hereby clofinn that I have not E will not in future, avail of reimbursement, in pad or in full, from any other source/employe/insurance company. of the amount
fq which this assistance is requested.
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AGREEMENT by APPLICANT ( qr+(6 Em 6m)

l) By aflixing my signalure or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's T.ustees to

use/publish/pul-up/reproduce my name, address, photo & details of lhe 'purpose", for which such asslstance 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

activitres/achidements. Such use of my photo & details can be made by Koshika Foundation belo.e or after my trealment or fulfilment of the 'purpose"

for whrch assistance is being requesled.

2l I (Applrcant) fu(her agree that any such use of my name, address, photo & details of the 'purpose'. for which such assislance is requested/granted,

will nol aulomatically entitle me for receiving or continuing the said assistance. The dedsion fo. grantng and/or continuing the assistance will rest solely
wrth lhe Trustees of Koshika Foundation, and their decision is this regard will b€ final and acc€ptabl€ to me.
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AGREEMENT by HOSPTnL (EsdRr EI{r 6(R)

8y atlrxing hereunder, srgnature ol our Authorised Signalory for recommending this case/patient lor financial assistance from Koshika Foundalion, we
(HosoitaiJ hereby aff,rm E accepl followrng:

1) that we neither are presenlly nor will in future availof financial assistance from ahother NGO or any olher source, for the sarn6 patient/case, as we are
requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the reguested assistance is not granted
by Koshika Foundation, ln pan o, in tull, lhen the Hospital reservos it's right to maks up th6 shortfali from another NGO or any oth€. source. Thi!
confrrmalron essenlially states that the Hospital will not avail any duplacate assistance fo.lhe same patienl/case from any gther NGO or any othgr source.
2) Thc assistance from Koshika Foundation is only linancial in nature. The choice ol the keatrnenuprocedure advised/conducted by lhe Hospital on the
patient, is based on the aftangement betlveen the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, th8 Hospilal nill
assume sole & compleie responsibility ol the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiliiy
in the matter.

6qrtqfufd,rRrqrt6i3firtcrd/t'fld'EiFr6r$E-{m"tt+dqmrrmfufiroftndrdt,Grdrqtrmra)fierqntrr<c6{Rfii
l){if{idTdqnqkrdqfrq{fqfdqstrrdrffiftqrqrtr{enqqrffiq-qetr{rrri,ftnlTd{diqrdrtt,+tf6tsi'qielqr$rf&n'
t figsrfinffi r*r d qqq I "siftrfr srcr+{r" Em q< tA ft tr qR "elRmr src€rH' rq qtrq il1fd slfrlalsd'€ td 1r:{I {fl f+qr snr I nl qwdrd

ffi r,q llr srmn rirqr q ffi rq r*rn i strq-o +i 61 qFr6R tmrd rq-dr tr W lE il se ra srdr I f+ qsrn Efrq q< Tn iti,qrtrd t{ tF{
tr qr+ri rim qr ffi erq slur i {fr +flrd'frr

:. "qftmr qrrd'{r" t d'ri urq-m d-+a Fstdq r{fr ol tril w rwaro g{r <1,ri s-drr cr H TA strsR ftrcl sl E{s +i qd aFr R

d qtq oiqyct sil{ "6ifrr6r srCrn'cm ffi r+n or oti fls rd tr EsH rmm { rifl d rorq {rm dt{ qn sri d srfr ffir}frwrwtn
d 6r,ir q}' '61ftrsl' al oti qh-fi a Fqi<rn Eq crqd { rfr fifrr

\\t^
RECOMMENDED FORACCEPTENCE

ff + fdc riEfd

aofafac

Date o, Surgery

ortrF fr1 drfro

g;'4ir'';;.;t: I N

Conrultarrt, Mici;.1 :rl,..tlorinia.roitrl'

Coanae, Catataci ;: ; lstractivg .qurgel",

JlllWi?{?ii$utHxsfr 61ft ffnfo ,"'(ffift4rfl.8J;E$illw.r.

N
M

#1

Area

Signatory

FOR INTERNAL USE of KOSHIXA F0UNDATION srmft'* i!d,r t(

SIGiIATURE of TRUSIEE 2

qS rmm z

SIGi{ATURE oITRUSTEE I
qrd 6R1q{{ t

/

23.09.2022

APPLICA r'S SIGi{ATURE OR LEFT THUMB IMPRESSION I

qrd<+ d tewr qr d{} 6r f{{m

zilBs."

(A unit of

4--g


