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'l) I hereby mnri m that all details in this Form are True to lhe best of my knowiedge. Any false statement will render my Application & ongdng assistance, if any,
liable for Ejeclion/carrcellation.

2) I solemnly coofirm that assistrance, if received from Koshika Foundation, will be used only for the "purpose'. as stated in this Form, for which such assislan@
tvas requeltd by me.

3) I hereby confirm lhat I have nol E willnot in future, avail of reimbursement. in part gr in full, Irom any other source/employer/insurance cornpany. of the arnount
for which this assistance is requested.
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AGREEMENT by APPLICANT ( EM 6(F)

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

use/publislrput-up/reproduce my name, address. photo & details ot the 'purpose', for which such assistance is .equested,/9ranted, th.ough any

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

activitaes/achievemenls. Such use of my photo & details can be made by Koshika Foundation befo.e or afler my treatment or fulfilmenl of the 'purpose'
Ior which asslstance is beang requested

2) I (Applrcant) turlher agree that ahy such use of my name, address, photo & details ofthe "purpose', for which such assistance is requesled/g.anted,

will nol automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or clntinuing the assistance will rest solely

wilh the Trustoes of Koshika Foundation, and thei. decision is lhis regard will bs llnal and acc€ptablE to m€.
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AGREEMENT by HOSPITAL (6g d ERI 6m)

By aflixing hereunder, signature of ourAuthoriscd Signatory fo. reclmmending thas case/patient for financial assislance from Koshika Foundation, we
(Hospnal)hereby aflrrm & accepl Iollowing:
1)that we neither are presently nor will in future avail ol financial assistance lrom another NGO or any other source, for the sarre patiEnucase, as we are
requesting to gel lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not grant€d
by Koshika Foundalion, in part or in full, th€n th€ Hospital res€rvos it's right to make up the shortfallrrom another NGO or any other source. This
conlirmation essentially states that the Hospital will not avail any duplicate assistanca for tho sane patjent/case f.om any other NGO o. any olher sou.ca.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the t.eatmenuprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement bettyeen the patient & the Hospital, and is in no way inlluenc€d by Koshika Foundation. Hence, the Hospitalwill
assume sole & complele resporEibility of the treatment E it's outcome & safety of the patient. and Koshika Foundation will hav€ no role or .esponsibility
in the matter.

?qt qtuf(, iRrcrn d srir t clcd^},fi Ei "df{El vrr*rn' t fsfdq q6r{dr +{ frfiRrl d srfl l, fird aq (EFnltl) f{q r-{R t qq c EtsR 6{i lr
l) rrtturni{dcn iihr?i q&q { frfrq F{rq ffi tr qr*rt {rqn qrffi er< etir i r< t frnrrd ildtqrdrt*, it fo tci "aiftrfi $rfallc"

i imrftrffi r* d sqq { "+iftrfl srrdltr" 6m c< *{ f6 qR'qitrct srcdm'au srcdr furfd rr&mrrro tE r5r rfi foqr enr t ni qw q

ffi rq rnqmrt rirqr q ffi 3rqr{Iqr t q[r{drdi 6I afu*n grlw rua tr w 1& {eecu qratft qsaa Efrq q< v< tdAqd tg ffi
tr qr*ri {sr qr ffi q-q qrn i n* d,nr&tr

z. "erfir6r ss-eyn' t d,ri snffir i-+e fetdq ffi al tr tfl w rwcm gm t.r{ TGn cr H d grqrwtsqr 6r ync tft qd Ewdrd

d ctq 6r tccq t qt{'tiRrfl sr:-*flq' rm ffi r+n cr cti r<n rd tr vsffi rw<ra { t'r1 * rcrc Etqr dr{ qn qn 41Ert M ti w rg(m
d d,fr otr "qtfr'il' d 6ii t*ffi rc crd i rfr d'frr

RECOMMENOEO FOR ACCEPTENCE

rffi + f{c ffid
tw

Mr. Lakshmipathi N

rised Signatory

, 16/ , Thimm
(A unit of

oate of Surgery

3iiqan 6i nfts

aofolaa

- \, Nagesh B N

#,gLHln"'i.:"*.S,*,
, l,tg'*-e Oobliril'fr'dE BHEil'(^unrtmH#ra fficnr&rus'

-' 
Fnh']ft 'dffiit U# of KOSHI KA Fou NDATlol{ fl 4ft6' scqlT h

SIGNATURE oITRUSTEE 2

qd rsw( t
SIGNATURE ofTRUSTEE'1

qrs Emc{r t

/ 4--F
23.09.2022


