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1) I hereby confirm lhat all details in this Form are True to the best of my knowledge, Any talse statement will render my Applicauon & ongolng asslBtanco, lf €ny,
liablo for rejectiory'cancellation.

2) I solBmnly mnfirm that assistance, if recoived from Koshika Foundauon, will bo used only lor the'purpose', as statod ln thls Form. torwhldr 8(dr 8$lrtance

was requesled by me,

ifinerity connrin hat I have not& willnot in future, availof reimbursement, in part or in tull, lrom any other sourco/employer/insurance comp6ny, orhs amount

is requ€atod.
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DECLAnATION by APPLICANT: srFl{6 irn dqsn Td;

AGREEMENT by APPLICANT ( ifir+<6 lru Em)

AGREEMENT by HOSPITAL (-fsffi iM 6.M)

APPUCANT'S STGNATURE OR LEFTTHUMB IMPRESSION :
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By amxing hereunder, signature of ourAuthorised Signatory for recommending thls case/patlent for linanclal assistanco from Koshlka Founda[on, wo

(Hospital) hereby afilrm & accept following:

iy ttrit w6 neittrdr are presenlly nor will inlulure avail of financial assistance rrom another NGO or any other source, for the samo patlenucase, at w0 ato 
.

;qreiting to get fior'foshika Foundation, to the extent that such ass:stance is granted by Koshika Foundation. lflhe requBsted assistanc€ isnot gEntod

Uykoitrifi fo-unOation, in part or in full, then the Hospital reserves it's right to m,ke up the shodfall from another NGO or ary oth6r sourcs. Thl8

c6nfiimalion essentia y st;tes that the Hospital will n;t avail any duplica[e assistance for the same patienucase from.any olher NGO.or ariy 9tt9r qurc8.

ijThe assistance troni Koshlka Foundation is only financial in riature. The choice of tho treatrnenuprocedure advised/conducted by tho Hoslitalonlho

pl ent, ls bssed on the arrangement between the patient & the Hospital, and is in no way influencod by Koshika Foundarlon, Henca, the H(i3pltal wlll-

issume sole & complete resp;nsiblllty of the treat;ent & ll's outcofiie & safety oflhe patient, and Koshika Foundatlon wlll have no tole or responslblllty

in th€ matter.

;qt qff{d, iqrsrft q1 oln d qnd^ht qi 'qiRT'6r srsaiw'{ fcldc {6rrdr tg ftmrR{ 61 srfl t, fri rq (rwtm) f+e leit t et< c rtftfiR 5d

t) qr fr q d {dffi drr r fl qfrq { taFrq rtrrc,r ffi t{ Tr+rt l.*ln cr ffi erq dd t Efi +S/crrd { di qr i rt t, ti fo rci "EtftIfiI sro-&E'

{ ffi{yffi rff + {qq d "alRror vrs€rn" gru qfi t( t6 tl cR "qlftr+l sr€fi" d( TfiTdt ffi oRwqta tg rd( rA im sr r t i fiq n

ffi q-{.lk Trert selt qr ffi lnq sqrcr t v6ra'dr di er srft-crt $fr.d rsdr tr Vq 1E { qe q'fl qrdl t fr qmn fr&q :r< zm tfinrt tU ffi qr,
{h qmrO drqr qr ffi qq qrql t Td *,rd,tt

t "EifrTftr $ri-*fi'* d 'l{ (a.ril +ss fsf{c l.{ft ql tr tt c{ 6sdrd !m d ilt (dm ql fdi r{ srcrvrfficr El 3rlq tff G rwilc

* {s rr frcc t itk .61Rr6r qrr€rn" lra ffi r6R sr Eti r<rE c-A +r {€H rsam S r}fi d rorq $cI qt( lsri qri 61 sr0 ffi tt d rmr
d rifi qt'6lftr*l'ql st{ {trfl rI fiC<rt i{ qrrd { rS *fit

0tffi+etigmlinn€EdarE
(A unit of ShradbsBiiF.lR

er1 Dmat.,rD
brp(Mrgaot

@&Tl',ir

lL

irfrs4i

-(

Date of Surgery

Signatory

Are3, 16i/M, Th

RECOMMENDED FOR ACCEPTENCE

Fffi * rdc ffid
Mr. Lakshmipathi N

Manaqer Outreacrrnnavar
ulilQ0rot
*6fr+i(ive

KoSHIKAFOUNDATIoI qr<ft{ Bcch i1!:-tlfirlten

SIGNATURE ofTRUSTEE 2

qrd 6mq{ z

SIGIiATURE ofTRUSTEE I

aisffirsr t

{

'l) By afrxing my signature or thumb impression on this Form, I

uso/publisty'put-up/reproduce my name, addtess, photo & detail

m€dium, including but not limited to verbal, print, electronic, for

8ctivities/achlevemeots. Such uge of my pholo & details can be

lT,1ffl,,ffiliiffi"ii,iX"t,lejX";',j".1" ,re or my name, address. phoro & derairs or the 'purpose', ror whtch such assrstance ts rsquestod/eronted,

will noi aulomatically entifle me for receiving or continuing the sald assistance. The declslon for granting and/or contlnuing the asslstance wlll rssi solgly

with the Trustees of Koshika Foundation, and thelr declsion is thls regard wjll be final and acceptable to me.
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustses to

s of the 'purpose', for which such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating lnformation aboul lt's

made by Koshika Foundation before or after my lreatment or fulfilment otlh6'purposo'
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