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1 ) I hereby coflfirm hal all details in this Form 8re True lo the best of my knowledge. Any false statement will render my Appticalion & ongoi.rg asststanc€, ll any,
liabl€ for rojoctiory'cancellation.

2) I solemnly confirm thstassislance, lf rec€ived from Koshika Foundation, will be used only for the'purpos€', as stat€d in this Form,lorwhich such gssistance
was requested by me.
3)l her€by confirm that I have not & will not in future, avail of roimbursem€nt, in part or in full, from any ofier source/employer/insuranc€ company, othe arnount
for which this assistance is requesled.
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Date of Surgery
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Dr, Laxl6'i Dorr-nnavar
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SIGI{ATURE ofTRUSTEE 1
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gy aflixing h€reunde., signature of our Authorised Sagnatory for .ecomm€nding this case/patient for linancial assislanco from Koshika Foundatbn, w€
(Hospital) horeby afiirm & accept loilowing:
I ) that we neither€re preseolly nor will in future avail of flnancial assistance from onothea NGO or any oth6r source, for the same patienucase, ss we arg
reqlesting to get frorn Koshika Foundation, to lhe extent that such assistance is granted by Koshika Foundalion. lf the requesled assistanc€ is not granted
by Koshlka Foundation, in part or in full, then the Hospital reserves it's right to make up tho shorthll from another NGO or any other sou.c8. Thls '
confirmation esssnlially statos that the Hospital willnot avail any duplicste a$istanco fo. the samo pstionucase from 6ny oth;r NGO or 8ny oth€t source.
2) The assistance from Koshika Foundation is only financial in nature. The choice ol the treatmenuproc?dure advised/conducted by the Holpital on tho
patient, ls bas€d on th6 arrangemsnt bstw€en ths pati6nt & the Hospital, and is in no way inlluencad by Koshlk. Founda{on. H.nis, the Ho;phalwlll
sssumg sole & complete responsibility of the treatment & it's outcome & sslety ot the pati€nt, End Koshlks Foundation tvill havg no role or responsibility
in the matter.

'l)By affixing my signature or thumb impression on this Form, I (Applicsnt) hereby agrge & aulhorise Koshika Foundalion and il's lrustegs to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistanc€ ls roquested/granted, th.ough any
medlum, including but not limited to verbal, print, electronic, for soliciting donatlons for Koshlka Foundatlon and/or dissemlnallng lnformsdon sbout lt's
activities/achievements. Such use of my photo & details can be msde by Koshika Foundation before or alter my troatrnent or futfilment of the'purpGe'
for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & detalls ofthe'purpo3e', tor whlcfi 8uch 8$lstanco ls .equest€d/gr8nt€d,
will not automalcally entitle me for receiving or continuing the said assistance. The declsion for granting and/or continuing tho asslstanc! will resl solely
with the T.ustees of Koshika Foundation, and their declsion ls this regard wlll b6 final and acrceptabl€ to me.
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