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oECLARATIoI{ by APPUCANT: qr*(6 Em q}q!r rrl
1)l hereby crnlirm thalalldetails in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, it any,

liable for rejectiorvcarrcellation.

2lJ solemnly confirm thal assistance, iI recejved trom Koshika Foundation, willbe used only for the'purpose', as slated in this Fotm, for wlidr such assistance

Js requested by me

3)l hereby co.llirm lhat I have not & will not in future. availof reimbursement, in part or in full, from any other source/employe.rnsurance @mpany. ofthe
for which this assistance is rcquested.
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1) By atlaxing my signature or thumb impression on thas Form. I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address. photo & details ol the 'purpose", lor which such asslstance is requesled/granted. lhrough any

medium, including bul not limited to verbal, print, electronic, for soliciting donalions for Koshika Foundation and,/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation beIo.e or after my treatment or fulfilment of the 'purpose'

lor rrhrch assistancc is bging requcsted

2) I (Applrcant) furlher agree lhal any such use of my name, address, photo & details of the 'purpose', for which such assistanc€ is requested./granted,

will not automatically entille me for receiving or continuing the said assislance. The declsion for granting and/or @ntinuing the asslstance will rest solely

wth lhe Truslees of Koshika Foundalion. and their decision is this.egard will b€ linaland acceptabls to ms.
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AGREEMENT by HOSPITAL (6Fffd Em s{R)

By affixing he.eunder, signalure of ourAulhorised Signatory for recommending this case/patient for tinancial assistance lrom Koshika Foundation, we
(Hospital, hereby atf,rm & accept tollowing:
1) that we neither are presgntly nor will in fulure avail of financial assistancr hom another NGO or any othsr source, for the same patienucase, as we arE
requesling to get lrom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistance is not granted
by Koshika Foundation, in part or in full. then the Hospital reserves it's right lo make up the shortfall from anothsr NGO or any other source. This
culirmalion essentially stales that the Hospital will not avail any duplicate assistance tor the same patienucase hom any other NGO or any othEr sourco.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ of lhe treatrnenuprocedure advised/conducted by the Hospital on lhe
patient, is based on the arrangement between the patienl & the Hospital, and is in no way influgnced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & sat€ty of the patient, and Koshika Foundation will have no role or responsibility
in the matler

Eqttqfufd,rmrcr0d*{{qrrd/{tfr6i"dFrflsrrdflr"{frfdqgtrrdr}gfrt'flRyrdqrffl,Hrq(EFrdrH)fremnlqr<cd6tr{.{ttr
l) ct fs l d {dqH dn r qfrq i Ff q (rr{dr ffi ln q(6rt iilqn cr ffi q-{ +d t Tfi tfrr{cd il ni cl d d t, +d fr f,{i "nif{r6r $r{*m"
t ferrftvrnnfa ra d s<tr i "oiftr*r srrdrn" m r< fu fr tr qR 'qifrr+r qrr€rn' rm qurdr ffi qfrm,q*a tE rgr rfi ftqr q l d qsdr6

ffi eFq tr II{6rt rigl cI ffi ir{ T,gls{ i Tir{dr *i cr oEon grfta ruar va 1E tl w ea unr I fr !fiFr H Efrq q<< rm t il/qrrd *g ftd
t< qror0 dgl q ffi re xrtn i rd d.nrd,flr

:. "trT61 slT€YR" i tfr d rtrl.dt +{€ frtdq rqfr e1 ir rtt vr rwcn fm d rri qia6 qr f+d ri ac-{rvrf6.cr 6l 1rrc r!fl qi rrq-drc

t *q fi fscc t st{ "+tRrfl \Fr.ew" Ertr fofr ron cr o}i <qrq {d tr vqffi rw d { ri,i * ran grw ak ari qri al ert firdKt tff qi Esdrd
+1 rt'fr qk "61ft'6r' qfr 61{ ltufl qr ffi gR qrrd I d tt4r

RECOMMENDED FOR ACCEPTENCE

ff + fdc {<fd

26\\?-\L?

Date of Surgery
qi'r.rH il1 mfrs ra

ti

Mr. Lakshmipathi lr
Manaqer Outrea€fi

i1

(Nmu'Ocs ir0aliotr& St8IIi)
onllehaEol 'frunit

Thim

Signatory

Ataa

FoUNDAnoil on<ft'6 iqqi,r t(U

SIGNATURE ofTRUSTEE 1

AId ERffi 1

S|G|{ATURE ofTRUSTEE 2

qSmmz

23-09.2022

&.

APPLICAI{T'S SIGNATURE OR LEFT THUMB IMPRESSION :

DoreLaxmiDr
I (Na47pffi6

a


