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l) I hereby con,lnn that all details in this Form are True to lhe best ol my knowledge, Any lalse statement wilt render my Appticatjon & ongoing assistancs, if any,
liable for rejection/cancellatlon.

2) lsolemnly confim that assislance, ifreceiyed trom Koshika Foundation, willbe us8d only for ahB 'pu rpose', €s stat€d ln this Form, for whlch sucl| asslslianco

was requested by me,

3) I hereby confrm that I have not & will not in future, avail ol reimbursement, in part or in full, from any other source/qmployor/lnsuranc€ company, of lhs amount

for !,rhich this assistance is tequested.

t) tdcsr6mte6 rs $sq t f{E rri qt GEFI qt qTTdrt * orjsR {fl cq sA tt sf< Et{ ic-{q qs'6qr sT{rf, llql rrdl t d tt wrq fttm q1qr ro'fr tr

2) it ERI d T6r{dl {ft "qlRlfit srs€YE', t d sl rd t, Es6r rcqh Es 3i{s qi lfd + ft{a ftsI vrt'n, q} w rrsc { mrlcrtr

3)tSk6crtf6tu€warwrfurrcntr<rolri*,zs{ftrqisTnffiqrErdf<+gttESlrq*tfrqtq-€r$qt6q*tIifoqr*qtrcdqEqilfrtt

DECLARATION byAPPLICANT: 3,IFl{6, Em q}q![ T{:

AGREEMENT by AppLtcANT (qr+(d, I s'{R)

APPLICANT'S SIGNATURE OR LEFT THU[IB I|llPRESSION :

3rT+<q +

AGREEMENT by HOSPITAL (EgdTf, ERT 6II{)

RECOMIlIENDED FORACCEPTENCE

rdq-fr + ftc trd'

Eve Care

{}$horird Signatory

OuteachManager
&

N(

hmiPatnt xMr. Laks

(AU
I n

oq
H

Dr. Doren var
(NanMBBtl

Con

Date of Surgery

3rfqt{H qi irts

te\or\zo,:

Fdffl'GfuIAL IDOd {6HIKA FOUNDATION stmfts i!d,r k
SIGNATURE ofTRUSTEE 2

crfr !Rrs{ z

SIGNATURE ofTRUSTEE 1

qd rwm t

/

By affixing hereunde( signature of ourAulhorised Signatory for recommending this case/patient for financial assistance from Koshlka Foundation, we

(Hospilal) hereby affirm & accept following:

1)that we neilher a.e presently nor will in future avail oi financial assislance {rom another NGO or any other source, for the same palienucase, as we ale 
.

requesting to get from Koshika Foundation, to the extent that such asristance is granted by Koshika Foundation. lf the requested assistance isnot granted

by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shortfall flom another NGO or any other sourcE. Thls

confirmation essenlially states ihat the Hospilal will not avail any duplicate assistance for the same patienvcase from any olher NGO or any olher source.

2) The assistance from Koshika Foundation is only iinancial in naiure. The choice of the treatmenvprocedure advised/conducted by the Hosrital on lhe
prtient, is based on the arrangement between the patient I the Hospital, and is in no way inlluenced by Koshika Foundalion. Hence, the H6spltslwlll_

issume sole & complete responsibility ol the treatment & lt's outcome & safety ofthe patlent, and Koshika Foundatlon will have no role or responslblllty

in the matter.

1) By affixing my signature or thurnb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to

use/publish/put-upkeproduce my name, address, photo & details ofihe'purpose", for lvhich such assistance is requested/granted, ihrough any

medium, including but not limited lo verbal, print, eleckonic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment orfu!filment ot the'purpose'

forwhlch assistance is being requested.

2) I (Applicant) further agroe thal any such use of rny name, address, photo & details ofthe "purpose', for whlch such assistance ls requested/granted,

will not automatically entitle me for receiving or conlinuing the sald assistance, The decision for granting and/or continuing the asslstance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me.
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