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DECLARATION byAPPLICA T: !cr+(6 Bm slqvfi Tr:

1)l hereby conlirm hat alldetails in this Form are True lo the besl of my knowledge. Any false statement will render myApplication A ongoing assistance, if any,

liable f or rejeciiory'cancellation.
2) I solemnry;onfrm lhat assistance, if received from Koshika Foundation, willbo used only for the 'purpose', as stated in this Form. for which such assistance

was requested by me.
3)l hen;by conlirm that lhave not E will not in future, availof rcimbuF€ment, in pan or i6 full, from any other source/employer/insurance clmpany, ot the a

for whhh this assistance is requested.

rl { q}cqr 6cr t16 i( ynq i fri rn r{ F*rq +t sffirt d rt-tsn t.f, G {d tr cR cr{ frlrq qi 6qq q<.e qrqr srdl t.i +t swrdl fira d cr r.rff {r

2)ltlI{st{r[{flllf{"qifilql$rrgm",ASsIdt,slr6ls[qh6$3kqd$+Rfrqlqrt'n,rilgvrcq{qnqqltr
j)d\tu6(drtf6tdqwrmfuq6rrfud:r{t,.qrlRr6r.qrEr6qs6qB€mffid$q{hffdqTr{q6q{tqnlfrqItdnrdqfrqild'ttt

AGREE ENT by APPLICANT ( qrt(6 6RI 6m)

rqr+(6 * Er s( cr 6r fiTrr

AGREEiiENT by HOSPITAL (f,sdrd Em lf,tr{)

RECOI,!MENDED FOR ACCEPTENCE

@ + fdc ri<fd

ffim+':Cort

Or
,tlr.

\Outoach

l1
(

J6 [. 13 \"q

Date ol Surgery

mqt{i 6i irfts

-Fbiu-rrnul use ot xosrrxl rotnomor ql<ft{ icd,r t(
SIGIATURE ol TRUSTEE 2

qdmmz
SIGNATURE or TRUSTEE 1

<rS rmrff{ r

/

By affixing hereunder, signsture of ourAuthorised Signatory for reclmmending this case/patient tor financialassistance lrom Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither are presently nor will in fulure avail of llnancial assistance kom anolher NGO or ahy othe. source. for the same patient/case, as we are

r;questing to get from Koshik, Foundation, to the extent that such assistance is gGnted by Koshika Foundation. lflhe requested assistance is not granted

by Koshik; Fo:undation, in part or in tull, then the Hospilal reserves it's right to make up the shortfall from anothsr NGO or any olher source. This

confirmation essontially states that the Hospital will not avail any duplicate assistanc€ lor the same patisnucase from any other NGO or any other source.

2) The assistanc! from Koshika Foundation is only financial in nature. The choice ot the featmenvproced!re advised/conducted by the Hospital on lhe
p;fient, is based on the arEngement betwoon tho patient E ths Hospital, and is in no way influonc€d by Koshika Foundalion. H€nca, th8 Hospital will

assume sol6 & @mplete responsibility of the treatrnent & it's outcome & s€fety ot th9 patient, snd Koshika Foundation will have no role or rosponsibility

in the matter.

1)By afiixing my signature or lhumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and ifs Truslees to

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

medium, inciuding but not limiled to verbal, print, electronic, for soliciting donations lor Koshika Foundation and/or diss6minating information about it's

activities/achievements. Such use ot my photo & details can b€ mad€ by Koshika Foundallon before or alter my lreatment or fumlment ofthe'purpose'

for which assistance is being requesled.
2) I (Appticant) turther agree lhat any such use of my name, address, photo & delails ol the 'purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving or conlinuing the said assistance. The declsion for granting and/or continuing the assistance will rest solely

with the Trustees of Xoshika Foundation, and their decision is this regard will bo ,inal and acceptable to me.
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