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oECLARATIOi{ by APPUCAi{L Ent(l5, !m dqln qr:

1) I hereby conlirm hal all details in lhis Fom are True to the best ol my knowledge. Any lals€ statement will render my Applicatlon & ongolng asslstance, il any,
liable lor rejectiory'cancollalion.

2) I sol€mnly cor im thst assist6nce. if received trom Koshika Foundation, wjll be used ohly for ltre 'purpose', as staled in this Form. for which such assistance
was requested by me.
3) I hereby contirm that I have oot & will not in future, avail of reimbu6em6nt, in part or in full, from any other source/employer/insorance company, of the amount
for which this assistance is requesled.

l) dqicql 6tr (f6 i( !r6q lkq,rA r{ f€<o tt qrr$r0 + qcr ffiqi{6 tr cR 6ti frlrq qs6qr:rr-scrqr qr t d +t Tfiqar firs si q e.6'fr tr
2)iiBr(sl{rr{fl{fu'riRr6rsrf,&n",tdqrrfit,<rorscdqrfllEkq61$dftrAf6qrsrtn,s}fRrIsq{mrra
3) {Stucr {f6 fq€ crrqdt t{ qr vrf{ 61 ni t, sc ffit cr irfrrr q n6'( frgl Fs'd q:q dnf{dvrrffcl 6qff tr aifrqlt qklt qffe { trnr

AGREEiiENT by APPLICANT ( 3Ir+({ rm 6U()

AGREEiTEi{T by HOSPITAL (rsdrd Em 6(R)

RECOMMENDED FORACCEPTENCE

ff+frqlt<fd lffi
15loIuq

oate ot Surgery

iltqtm 6i irtc or. t axrJ$orennavar
MSBS,MS,FPRS.FICO

-. r Jdtsstg fi lgd]y&f,i{uii, esF{,f, {lI -A ERRrr S IrC. L

(Name, tieslgnation & Stamp.of &rhoibed Signalory
on bBhll otHospitdll

T! a q-: rqd6 #uq l1ftr*tt

iilr. Ld

FoR TNTERNAL USE of KOSH $ FOUNDATTON qr{R6 tsrch t(
SIGNATURE ofTRUSTEE 1

qd rsm I
SIGNATURE oITRUSIEE 2

qd rmrq{ u

1) By afiixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees lo
use/publish/pul-up/reproduce my name. address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
mediurn, including but nol limited lo verbal, priit. slectronic, for soliciting donations tor Koshika Foundation and/or disseminating information about it s
activities/achievements. Such use of my photo & details can be made by Koshika Foundation beloro or after my treaknent or futfilment ot the 'purpose'
for which assistancc is being requested.
2) I (Applicant) further agree that any such use of my name, address. photo & details ofthe'purpose', for yvhich such assistance is requesied/granted,
will not automatically entiue me for receiving or continuing the said assistance. The decision for granting and/or conlinuing the assistancc will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be llnal and accoptablg to me.
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By afiixing hereunde( signature ot our Authodsed Signatory for recommending this case/patient lor linancial assistance Irom Koshika Foundatior, we
(Hospital) hereby affirm E accept following:
1) that we neither are presently nor will in future avail of llnancial assistance frcm another NGO or any other source, lor the same patientlcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is nol granted
by Koshika Foundation, in part or in lull, then the Hospilal reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospitalwill not avaal any duplicate a$istance for tho same patienucase lrom any other NGO or any othe. source.
2) The assistanc€ from Koshika Foundation is only llnancial in nalure. The choice ot lhe featnenuprocedure advised/conducted by the Hospital on lhe
patient. is bas8d on the arrangomsnt between the patient & the Hospital, and is in no way innuencod by Koshika Foundation. Henc6, the Hospilal will
assume sole & complete responsibility of the troatment & lt's outcomg & safety of the pati6nt, and Koshika Foundalion will hav6 no 1016 or responsability
in the matter.
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