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1)l hereby collfm that all dehils in lhis Form are True to the best of my tna^iledge. Any hlse staten€nt wi,t render my App,catjon E ongoing esrislance, ir any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received fiom Koshika Fourdation, will be used only for the 'purpqse', as staH in this Form, tor whidt such assistancs
was requestd by me.

3) I hereby confum thal I have not & tvill nol in future. avail of reimbursoment. in part or in full, from any otlrff source/employer/insuEmce cornpan, of the afoont
for which this assistance is requegt€d.
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1) By atlixing my signature or thumb impression on this Form, I (Applicant) hereby agrc€ & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & delails ot the 'purpose', for whirt sudl asslstiance is roquested/granted, lhrough any
medium. including but not limited to verbal, print, electronic, for soliciting donations lor Koshika Foundaticn and/or disseminating inlormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or afier my treatment or fulfilment of the 'purpose'
Ior which assistance is being requested.

2) I (Applicant) fu.ther agree that any such use of my name, address, photo & details ot th6 'purposs', tor whicfi such asslstancs is requested/granted,

will not automatically enlitle me for receiving or continuing the said assistance. The decisioo for granting and/or contlnulng the assistance wlll rest solely

with lhe Truslees ol Koshika Foundation, aod their declsion is thls a€98rd wlll b€ frnal and scceptabl€ to mo.
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By alfixing hereunder, signalu.e of ourAuthonsed Signatory for recommending this case/patient lor financial assislance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistanco from anolhor NGO or any other source, for the sams patienucass, as w€ ar€

requesting to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. ll thE requested assistance is not granted

by Koshika Foundation, in parl or in tull, th6n the Hospital resErves it's light lo mak€ up the shortfall ftom another NGO or any other sourcs. This

confirmation essentially states that the Hospital wiil not avail any duplicate assistancr for the sams patient/caso from any other NGO or any olher sou.ce.

2) The assistance from Koshika Foundation is only financial in nature. The choice of lhe treatrnenuprocedure advised/clnducted by the Hospital on lhe
patient, is based on the arangement between the palient & the Hospital. End is in no way infiusncsd by Koshika Foundatjon. Hsnco, the Hospital wiil

assume sole & complete responsibility of the treatmenl & it's outcom€ & safety of thG pati6nt, and Koshika Foundation will have no role or rcspgnsibility

in the matter

Eqn stqd, rmcr0 +1 q\ { qrd^i,fr d 'dfrr+l srrCm' t frftq xurdl t nsnRil nl qrfr ,, fii Bq (rwdlo) Rq mn t qr< c d6R 6d

l)crf6ini{dqnstlfrGq{frfdasrq-flffirRsrfl0{eqr{qrffirqsttr{tar}frnrrdil*tqrdrtl,iif+urt'ffiI6I$rr*nl"
i figvrRnrffi s-ff d {qs { 'elfir*r srr*m" rm q< t-g f* tr qft 'tifrrfl srr*rn' Em rorrdr fr{fr efrrrrreo tE rgr afr frqI sm I ii q{tr ir

firS rq lk {rcrn {(ql qtffi irq E{Irr{ i strTdl iii w uftcn grfrr rutn ir w lElw ru qrm t fr qeirm Eftq q< zql r}d/tllqd *g fFd

tr tr+ri dtqr qr ffi r< srrr{ t id dqv+flr

:. "qfira srr€rn' i d,rt wq.a *sa frfdq r{fd 41lt t't ct f,wdrc E{ { rl Ffit !I F5{ ira.c-qv!F.[ 16I lrR ti qd mro
* fq ar tccc i sft "6.rfrr6r $rr+m" ERr ffi rrn ar oi{ <n rfr rsM r*rtra { tt d torq 5rul dh iffi qli 61 {rt Frff tt cd twdrd

d d'f, ilt{'friRFn" 61 Bii tr+(rt w clqd { Tfi +frt

RECOiII{ENOED FOR ACGEPTEIICE

ff + fdq {-qFd

I

Com n

Nr
onc ItaSU nt eot4 ar nd ne

ea cata Ecl
ns(ilahldot DI,*,Bffs{' Irr
unr

,"1/*"

Date ol Sulgery

iricrvrq Bi drt€

qriftf Bcqh hol KOSHIKA FOUNDATION

SIGiIATURE ol TRUSIEE 2

qrd rmm z
SIGNATURE of TRTJSTEE I

qd rmm r

23.09.2022

AGREE ENT by HOSPTTAL (rsdrd 6m ann)

N
Mr.

Arsa
(A


