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oEcLARATto by APPUCANT iqr+<6 ERr dcqr vr:
1) I hereby mnirm hal all debils in this Fom are TRre to the best ol my knowledge. Any hlse statement will render my Applicstion & ongoing assistance, if any,

liablo tor rBjocliodcancellalion.
2) I solemnly confirm 0rat assislanc€, if received from KGhik8 Foundatbn, will be used only for the'purposo', as stated in this Form, to,r which such assistance

was requested by me.
3)l hereby confirm hat I have not & will not in luture, availof reimbursement, in parl or an full, from any other sourc€/gmployer/insurance company, of the amount
for whlch this assistance is requested.
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Date of Surgery

ffitn d irtq Dr. Ler#;orennavar
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FOR TNTERNAL USE ot KOSHTK FOUt{oATtOt{ qrnfr'6 E$tq i(
SIGiIATURE ofTRUSTEE I

qrd ERrw{ t
SIGI,IATURE of TRUSTEE 2

qIS ERM:
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/Dublish/put-up/reproduce my name, addcss, photo & details ol the 'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to vgrbal, print, eloctronic, for roliciting donations for KoEhika Foundation and/or dissgminating information about it's

activities/achievements. Such use ol my photo & detalls can b9 made by Koshika Foundation berore or after my treatrnent or lulfilmenl of the 'purpose"

for vrhich assistance is being requested.
2) I (Applicant) fudher agree that any such use of my name, address, photo & details ofthe'purpose", tor which such assistance is requested/granted,

will not automatically entitle me for recriving or continuing the sald assistance. Ihe decision for granting and/or continuing lhe assigtance will resl solely

with the Trirstees of Koshika Foundation. and th€ir dscision is lhis regard will be final and acceptable to me.
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By af,ixing hereunder, sagnature of our Authorised Signatory fo. rocomm€nding this case/palient tor financial assistance trom Koshika Foundation, we
(Hospital) hereby afrirm & accept following:
1)that we neither are presently nor will in fulure avail ol llnancial assistance from snother NGO or any oth€r sourc€.lor the same patienvcase, as we arc
reqlesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundalion. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital res€wes il's right to mak6 up bs Ehortfall ftom another NGO or any other source. This
conflrmation ess€ntially statEs that the Hospltal will not avail any duplicato a$slstancs ior th€ s€me psliont/caso from any other NGO or any othor source.
2) The assistance from Koshika Foundation is only financial in nature. The choic€ ot the treatmenuEoc€dure advised/condlcted by the Hospital on lhe
patient, is basod on ths arrangemont b€b,reen ths pati€nt & th6 Hospital, and is in no way iniuoncsd by Koshika Foundation. Henc€, the HoBpitalwill
assume sole & complete responsibility ofthe t.eatmenl & it's outcomo & saf€ty ot tho patient, and Koshika Foundation will have no 1016 or rssponsibility
in the matler.
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