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1) I hereby conflm lhal all details in this Form are True to the besl of my knowledge. Any fals€ statement will r€nde. my Applicalion & ongolng assislanco. if any,

tiabl€ lor lrjecliorvcancallalion,
Zfi *i"r"fii"-"t- Urat assistance, if received Lom Koshika Foundalion, will be ussd only for he 'purpos€', as stated in lhis Form. for which such assistance

was requested by me.
3) I hereby confi;n that I have not E wll nol in future, avail ol reimbursement, in part or in tu

for which this assistance is requesled

rl { $wn erm {fe re $oq t Ri 'rA v{ frc'rut tt sr.r6rt + irdm sf, c! {d tl qR

zl tl lr{I si {IITdI {fu "6iRl6r sE-€ffi', { d cl d t, Ts6r Ecch TS 3kq 
"1 

$ +
3) I gk T(itl {ft rd€ s[TT f,g q[ vI+{ 61 rt t, s{ {fu 6I qfrI6 q s6a tRl f6's

{ii frclq qi mr qw rrql cr i ni i0 {u{d fns d cI sdd
H f{qr qd,tt, q] rs $Fc { c{r rql tr
q-{ rh/fiqt!6/Sqt 6q{ t ? d Rm I qt( r S cfF il r{nl

ll, from any other source/employer/insuEnce clmpany, of he a

AGREEMENT by APPLICANT ( m 6{R)

El e{vnqrt<d +

AGREE ENT bY HOSPITAL (fgiIii d{ TO()

RECOiTMENDED FOR ACCEPIENCE

ff + frq rf<Fd

B€d
# 16/M,

Mr. Laksh
Manager

Signalory
Ate;

MBBS,MS,FPRS,FICO
Cons(llinrd 9r

FTIGI
.ElfhgD I& Iofst0Dlvc
ISTWBa&a

rJr. Lax l)orelluavar
r q\t\\
Date ol Surgery

mlkr ql iTtE

FOR INTERNAL USE ol KoSHIKA Fout{oATlot{ qr-dft{ rcd{ k
SIGNAIURE ol TRUSIEE 2

qs rsnr z
SIGiIATURE of TRUSTEE 1

qrs [6rcr{ r

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

usg/publish/put-up/reproduce my name, address, photo & details of the 'purpose', lor which such sssistancs ls requ€stsd/9.anted, through any

medium, including but not limited to verbal, print, slectronic, for solicitlng donations lor Koshlka Foundation and/or dlssemlnating lnfomatlon sbout lt's

aclivities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my treatment or fumlmenl of the 'purpose'

for Mich asslstancr is being requested.
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me for receiving or continuing the said assistance. The declsion for granting and/or conlinulng the ssslstance will rest solely

with thg Trustees of Koshika Foundation, and thsir decision is thls rggard will be flnal and acloptable to me.
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requesting to gel from Koshika Foundation, to the extent lhat 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 reserves it's right to m,ke up tho shortfall frcm another NGO or any oth€r source. Thls

conllrmation 6ss€ntiallY states that the Hospital will not avail any dupllcate assi stanc€ for the ssms pationucass from any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature. The choice of lhe tregtmenuproc€dure advised/conducted by the Hospital on lhe

pati€nt , ls based on tho anange ment between tho Pationt & tho Hospilal, and is ln no way inf,uonc€d by Koshika Foundatlon. Henca , the Hospital will
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