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2) I solemnly confirm thal assistance, if rcceived from Koshika Foundation, will be used only for the'purpose'. as sl,ated in this Form. for whici such assistanco

was requested by me

3) I hereby cor im that I have not & will not in fulure, avail of reimbursoment, in pad or in full, from any other source/employer/insurance company. of lhe arnounl

for which this assistance is requested.

t){dlqrEcrttuyq!r6aiRqrrAq{Eq{qiiqlrtrt+er1mniq€TAtr cR 6l{ Eq{q {d Eq'{ qs{ rTqr unr t ii +0 {Ecir f*r<r ql v vc'& *r

2)tlEmd{rffdrffir"siftrorsrc€ltr",{dqrrdl,BF6IByqhi{Bt{qd$+HfuqIcdqt,qiwnuqilm{qI
j) { ftu Erdr tf6 k{ cema tg qr yrfi +1 d t, ac {Rr 6r qRl6 qr {rR tRr ffi rq utarfrqt*+r,frqr tq{ t i i} frqI I !ct{ r d qfr.4 { ftrt

DECLARATON by APPL|CANT qr*<{ Em q}cql c-r

AGREE[,lENT by APP ( qr+{{' E{ 6tr()

APPLICANT'S

IET{(6 T
ATURE OR LEFT THUMB IMPRESSION

fiYrr{

AGREEMENT by HOSPITAL (TFdTd Er(I 6IR)

1tt
)

RECOMMENDED FORACCEPTENCE

ffi + fdq d<Fd

Date of Surgery
qiqtin q1 mfru

s,f rofaa

F0R INTERNAL USE of KoSHIKA FoUNoATIoN qr<ft6 icch t(

SIGI{ATURE of TRUSTEE 2

<rd rmfin z

SIGI{ATURE of TRUSTEE 1

qrd rmrsfi I

/

By atlixing hereunder, signature of ourAulhorised Signatory fo. reclmmending this case,lpatient tor linancial assistanc€ from Koshika Foundalion, we
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bykoshik; Fo-undation. in part or in full, then the Hospital reservgs it's righl to make up the shortfall from another NGO or ary other source. This

confirmation essentially states that the Hospital wall not avail any duplicats assistance for the same patienl,/case from any olher NGO or 8ny other source.
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p;(ent, is based on the ar.ang€ment between thgpatient & the Hospital, and is in no way inlluenced by.Koshika foundalion. Hence, the Hospitalwill

assume sole & comptete resp;nsibility of the treatment & it's oulclme & satety ofthe patient, and Koshika Foundation will have no role or responsibility
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use/publislvput-up/reproduce my name, address. photo & details ol tho 'purpose', for whict such assistance is requested/granted, through any

medrum. including but nol limited to verbal, print, electronic, lor solicitlng donations for Koshika Foundation and/or disseminating information about it's

activitaes/achievemenls. Such use ot my photo & details can be made by Koshika Foundation beforc or afler my treatment or fulfilment of the 'purpose'

lor whrch assistance is being requested.

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

will not automatically entitle me lor receiving or continuing the said assistance. The decision for granting and/or contlnuing the assistance will resl solely

wth the Trustees ol Koshika Foundation. and their decision is this.egard will be final and accoptable lo m€.
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