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oECLARATION by APPLTCANT: !flr*6 m slqqr !1:
1) I hereby confm hal all detiails in this Form are True to the best ot my knowledge. Any ialse stratement will render my Application & ongoing assistance, il any.

liable ror rejecliofl/cancsllaliofl .

2) I solemnly confim thst asslstrancr, it received trom Koshika Foundation, will be used only for the 'pueose', as stated in ttlis Form. for which such assislance

was requested by me.
3) I hereby confirm that I have not & will not in future, avail of reimburssment. in part or in full, from any other source/employer/insurance company, olthe amount

for which this assistancs is requesled.

t) I sisln 6{dr tf6 r{ n6c t Rs rrd TS f€{q +t crfit + qd€R {e qi tri tr qR 6i{ fr{tv qs ;rq? q{ lr<t qrdl I d tt <trrdl frr< +1 q {-6'fr tr
2) ii Efir cl wrrdl IIfu'qitFFn 5rr+{R", t d cI d *, T{rrr Bqqh TS 3h'q qi1 $ t H f+ql qri'n, s} rc rTsq { c(I 'rql tr
r) d3fr6( (Bfq(s[r{ tgw rf{ 61'rg t, sq llfyr 6r oftrn qr E6-d tRl fr t aq rtd/FT+qfrscl i5qntrd frqr t qklS qfqq { {,Irt

AGREEMENT by APPLICANI ( qrt{6 CRI 6{1)

APPLICAT{T'S SIGNATURE OR LEFT THUMS IMPRESSION :

qrd<6tEFTtradliattm

AGREEMENT by HOSPITAL (Twdfd iI{ 6'(R)

RECOMMENDED FORACCEPTENCE

ff + ftrq {<rd / 2A'

Bed Area

.lr. Laksh
t\

Trusi
(tlame, Design

W- Li

.,ffi#ffi1P.'do luo />+

Date of Surgery
qrikrl 6i arfrs

F0R INTERNAL USE of KOSHIXA FOUNDATION ffi'ffiTii
SIGNATURE ol TRUSTEE 2

qIfr ERRfi :
SIGI{ATURE of TRUSTEE I

qr$ ffirs{ i

/

By afflxing hereunder, signature of ourAuthorised Signatory for reaommending this case/patient tor financialassistance from Koshika Foundation, we

(Hospital) hereby afiirm & accept following:
'tlttrit we neittrer are presently nor will in fulure avail of flnancial assistance from another NGO or any other source, for the same patienvcase, as we are

r;questing to get from Koshiki Foundalion, to the extent that such assistance is granted by Koshika Foundation. lllhe requested assistance is not granted

bykoshik; Fo-undatjon, in part or in tull, lhen the Hospilal reserves it's right to make up the shortfallfiom another NGO or any other source- This

c;nfirmation essenlially states thal the Hospital will not avail any duplicatB assistance for the samE patienucaso flom any other NGO or any other source.

2) The assislance from Koshika Foundation is only financial in nature. The choice of the treatmenuproctduro advised/conducted by the Hospital on the
p; ent, is based on th6 ar.ngemont between thopati€nt & the Hospital, and is in no way influenc€d by Koshika Foundalion. Hence, th6 Hospitalwill
assume sote & complete responsibility of the trearnent & it's outcome & salety ot th€ patient. gnd Koshika Foundation lvill have no role or r€sponsibility

in the maner.

1) By afiixing my signaturc or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees lo

use/publish/put-up/reproduce my name, address, photo & details of tho 'purpose", for which such assistance is requested/granted, through any

medium, inciuding but not timited to ve.bal, print, olectronic, for sollciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation betore or after my treatment or fumlment of lhe 'purpose'

for which assistance is being requested.
2) I (Applicant) further agree that any such use of my name, address, photo & details ol the 'purpose', for which such assistance is requested/granted,

;ill nol automalically enai e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and thear decision is this regard wil! be linal and accsptable to me
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