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1 ) I hereby confirm lhat all details in lhis Form are True to the best of my knowledge. Any false slatement will render my Applicatjon & ongoing asslsbnce, ll any,
liable for rejectior/cancellation.

2)lsolemnly conlirm lhat assistance, ifreceived from Koshika Founda[on, willbe us€d only for the'purpose', a9 slatod ln lhls Form. for whldr sucfi assl6tErca

was requested by me.

3)lhe;by confirm that lhavt not & will not in fulure, availof reimbuGement, in parl or in tull, from any oth€r source/omploy6r/lnsuranca company, ol t|o
,or whlch thig sssistanca is r6qu€9ted.
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z)itEflsiT{rcdt{ft'dfrrflqrrdTl',tdqrfrt,316lsc+'ITdTkcd$+ffifrqlv}'n,qjrsrcq{qn'rcrtr
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DECLARATION by APPL|CAilT rqrfid' EI(r dsofi q{:

AGREE by APPLICANT ( lItI 6m)

i) By amxing my signature or thumb lmpression on this Form, I (Applicant) hereby agreo & authorise Koshika Foundation and it's TrustEeE to

uie/publtstVput-up/ieproduce my name, address, photo & details of the'purpose', forwhich such assistance ls requested/granled, through any

medium, inciuding bui not timited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or dissemlnating inlormalion about it's

activltievachievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment orlulfilment ofthe'putpos€'

lor which assistance is being requesled.

2) I (Applicant) further agree that any such use of my name, address, photo & details ol the'purpose', forwhlch such asslstance is requssted/granted,

will noi automatically eniitle me for receiving or continuing the sald asslstance. The declslon lor grantlng and/or continulng the asslstance will rBst solBly

with tlte Trustees of Koshika Foundation, and their decision ls this regard will be llnal and acceptable to me.
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AGREEMENT bY HOSPITAL (6gdl fi( {1R)

By affxing hereunder, signature of ourAuthorised Signatory for recommending thls case/palient for financlal asslstance from Koshlka Foundstloo' xto

(Hospital) hereby affirm & accept following:

il init ,6 neltf,dr 
"r" 

presently nor lvill in-luture avail of flnancial assistance ,rom anolher NG0 or any olher source, for the same patenucase, as w€ ara 
.

reques{ng to get from foshika Foundation, to the extent that such assislance is granted by Koshika foundation. lf !!e requested assistanco isnot grantod

U-y-ioif,if-, Foirnaaion, in part or in full, th;n the Hospitat reserves it's right to mrke up the shortfall from another NGO or ary other sourca. This

c6nnimation essentiatty st;tes that the Hospitalwill n6t avail any duplicaie assistance for the same patienUcase from any other NGO.or any o$or soulca.

ziifi" ...iiri"i" ti"niioiniia roundation rs onty ,inancial in nature. The cholce of the treatmenUprocedlro advised/conducted by tho Hospltal on lhe

p;tient, ts based on rhe arrangement between the patient & lhe Hospilal, and is in no way inlluenced by.Koshika foundatlon. Hence, tho HdspltBlwlll.

Lssume sote & comptete resinsibttity of the treatr;ent & it's oulcome & safety of the pa ent, and Koshlka Foundallon wlll have no rolo or tesponslblllty

in the matter.

.*-rt-ti, r** .f oil * qqd^i,i qi 'qiR|6l srdd{Ir'd f{fdq r6r{dr t ffifl d lrft i, trt rq (rsirm) fiq veiR t clq c FfrfiR 5d tr

l)c6tfird{+cRqtrdqfre{FirqnrrqmffitR{r+rtvtqnqrffie-{d(tTfttfirllrddtiqrtr}t,idfsUri"Elfrlt[I5B-4tr{'
* fisflft iffid rff d sRq { "+ifirrr vrr€rl{" gru rK( t( f6 tl qR "Etftl6l $rtefi" Em sEr{dr ffi 3Tfrl6,Td"d t{ tld( d frqr qrm t r qeurs

ffi rrq fk T(firt tFII cl ffi siq r{rqr i Tdl{dr t} cr etr6R gft'd 1gdr ir Vq lfr { qs s.dr qldr t fc qstro tfrq q< a* dfl/qrdd tg fF0 \-/
lk srsrt drqt q ffi qjq RM{ i Td +Iv+frt

z "qtRm "Frc€{rr't 
d d sircd +qq tqtdq l{ft ei tr tfl n Ewdld Em t ri B-dE cr H ri gc-c&rtrd cl srls tfr qc reird

d <ts 61 Fw t 3lR 
,,6lRT6r .rrr€rn" gm ffi r-+n 61 alE a<rq r0 {1 y{H rmm { tfr * rdrd S{sr 

qt{ qd sri 41 srt fr*<r{ t't cd !i'm€

qt d,ft qt( ,EjRm' ql !+i 1tu6l n ffi Ee qITd { rff *frt

RECOMMENDED FORACCEPTENCE

ffi+f€qffid

6

Slgnatory

Area
.Por'nnmmvar
;ffift6fi'.rco

D

Date of Surgery

Shtfi drn{E'

o6Fl[2J

UNDAT|ON omt6 3cd" t(

SIGNATURE OfTRUSTEE 2

qS rsnn z

SIGNATURE ofTRUSTEE 1

qdirwr t

01.12.2022

APPLICANT'S SIGNATURE OR LEFT THIJMB I|llPRESSION :"-m

I

U-r'

4-F


