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1) I hereby contirm frat all details in this Form are True to lhe best of my knowledge. Any false stalement will render my Application E ongoing assislance, if any.
liable lor rejectiorrcancellation.

2) I solemnly coofim that assistance, if received from Koshika Foundation, willbe used only for the'purpose', as stated in this Form. for whidr such assistanca
was requested by me.

3)l hereby confirn that I have not E willnol in fulure, availof reimbuGement, in part or in full, from any othgr source/employer/insurance company, of th8 a
fcr whrch lhis assistance is requested.
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(A urn of Shr.d0bEf gr.llo6titrl)

| 16/It,1, Thimrmiffiqsim qh.d qFfsrt .a

B
Co

Dr. Lax i Dorennavar
PJi&luco

&rEdractive

Date of Surgery

srirrYn 6i mfrg

etlttf az

qRf(6 3cq!t i(HIKA FOUNOATIONFOR

SIGNATURE ofTRUSTEE 2
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1) By atfixing my signature or lhumb impression on this Form, I (Applicant) hereby ag.ee & authorise Koshika Foundation and it's Truste€s to
use/publish/put-up/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium. including but nol limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's
aclivrlies/achievemenls. Such use of rny photo I details can be made by Koshika Foundation before or after my lreatInent or lulfilment of lhe 'pulr,ose'
lol whrch assislance is being requqsled.

2) I (Applicant) fu(her agree thal any such use of my name. address, photo & details of the 'purpose', for which such assistance b requested/granted,
wrll not a{rlomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
wfi lhe Trust€es of Koshika Foundation. and th€ir decision is this .egard will bg linal and acceptablo to me.
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By aftxing hereunder, signature of ourAulhorised Signatory for recommending this case/palient lor financial assislance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) lhat we neither are presently nor will in fulure avail of financial assistance rrom another NGO or any other source, for tha sarne patienucase, as wa ara

requesting to get lrom Koshika Foundation, to the extent that such assistance is granied by Koshika Foundaton. lf the requested assistance is not granted

by Koshika Foundation, an part or in full. lhen the Hospital reserves it's right to make up the shortlall from another NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance tor the same patient/case lrom any other NGO or any othor sourc€.

2) The assistance from Koshika Foundation is only financial in nature. The ctoice of the treatment/prccedure advised,/conducted by the Hospital on the

patienl, is based on the anangement between the patient & the Hospital, 8nd is in no way influenc6d by Koshika Foundation. Hence, ths Hospil,al will

assume sole & complete responsibility of the treatrnenl & it's outcome & safety ot the pati6nt, and Koshika Foundation will have no role or responsibility

in the matter
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