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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rejection/cancellaUon.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance

was requested by me.

3) I hereby confirm that I have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for which this assistance is requested.

t) d Squn 6rdr {.f6 v{ rn6T t k} Tt qS fud{q it qrr6r0 ;r ergen sf, qe sd tr qR qt{ fq-{(ul w ?6'cR sr{rFl rIFr qtil t d +fr nrrrcr frrs ql qt m,fi ir
2) tt6rndsozrmrtlvr'61f{r6r $r-d-g{rt",d dvt wd,r Briiitvq6i $ +ffi i6ql qdr[,Svqvrsq{ qtrrrqrtr

3){yE6rdrtf6kesrrq-fltgrrryrdild'rit,ssrfvrmqftr6qrs+efuwrffirqdarffirqrfiqrq.qfitrdkcttdncfrqAqiltqrr
AGREEMENT by APPLICANT tsn+<s ERr ErR)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

qr+<q, + EttRR zrr w,p cl t+vm

AGREEMENT by HOSPITAL (r+cfrrm ilI 6.m)

Iff + firs ffid
MENDED FOR ACCEPTENCE

var
llBBtl,us,FPRS,FICO

Dr

i.

Date of Surgery
qiqt{H qi irfru

rA*t\ mrq

w

air LakshmiPathi N

fled Area
Trus.)

FOR INTERNAL USE of KOSHIKA FOUNDATION qlafr'6. 3C+I ]h

SIGNATURE of TRUSTEE 1
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/put-up/reproduce my name, addr€ss, photo & details of the 'purpose', for which such assistance 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

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.

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

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

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienUcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reseryes it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienUcase from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.

6ct 3rfu{d,6wrcr0 61 o+{ i crcdrt'fi ql "qiftror srs-€w" d tqfuq wrmr t( frwRyr d qd i, firri rq (rscre) f{q y{R t qrq q etm c'd tr
l)qrfuqdTdcnstnrdqtdrq{fqfrqsrrq-crffit({rq,r0s{qnqrffierqdats<t'frlqTrd{*iqrdrit,+*f+,Eciuo;ffirsrrCyn"
t Rqrrfuiffic sm d sqq { "6iftr+l v.rd-eyri" Er{ q<< t( fq *r qR "EiRm v.Fr+fi" ERr str.rfl ffi sTfrr+,/{r6-d tg qr rfr f6cr sm t iil qsilq

ffi lm t{ qrfir0 srqr qr ffi qq {:srrn ri wr*n *i qr qfir*,n nrfta rca tr vs tE i sq qa slflr t m erwcre Efrq rT(( BrR rhfr/qlrd tg ffi
'1. qqorfr 56qr qr fsr$ $rq {FH t 16 t'nr&frr

2. "qiftr*t vts€tR' t d'ri {trqflI +sd fqFdq r{fd +1 tr rtfr rR EFrinFr Er{I d T{ REr6 qr fri'ri srcR/cfsqr 6,r gqrq rhft cs rsilH

61d,fr *{'EiRrfi" qi +i qk6r qr ffi w qrrd { rfi dfir

15-06-2023


