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,l)l hereby confirm hat alldetails in lhis Form are True to the best ofmy knowledge. Any false statement rvill Iender my Application & ongoing assisiance, if any,

liable for rejecliory'enc€llation.
zf i-"iii,ijv-ii-rr,l"i-urai isststance, if recaived lrom Koshika Foundation, will b€ used ohly for the 'purpose'. as stated in this Form tor which suci assistance

mebyrequested lheof amountns! ran company,afrom othertn rt in fu source/employer/rsemereimbu ntfutn retu ava of pa&not nolwillthal haveh confirm3 ereby
s estedich assistancethisfor rcq tvt FrA+1ttii t{€(EFftNqKIIIFI] *fdspr q{rdl6tRItdl + qft 6ri cs€6qr6rttE qq+{S,d fq-{qq$sI eq sr{qR6{in i6si{qr lf,{ t q{{ +rrqln II6AIH qr4"r Y(f6qrd3cdqT{G5] TkqT*dd TAqI $srfr3{ri6iftr+1ff{lti g6Frd6r(I2 iqf4qq}r dt6q{ d q'TIf6qw:Iffi da/Fr+q-6dcl*54qI FRI{ftI3{ 3Tf{rq,6T61 tylt{ 'rTiq6fqqf6 ITETTdTn 6(dl &3

r 6{R)AGREEMENT bY APPLICANT (

qr+<6 *
APPLICANT'S SIG'IATURE oR LEFT THUMB litPRESS|oN i

iiYnr

AGREEIiENT by HOSPITAL (TgMiI ERI 6{R)

RECOiIMEI{OED TOR ACCEPTENCE

ff + frq {<rd

T

,rlr. LakshmlpatH tr

Signatory

Flon

orennavar
PF R FIsS o

oate ol Surgery

sr"ct{i d ilts

\r,{\\
FOR IiITERNAL USE ol KOSHIKA F0UNDATIOI{ qr<ft6 rcqitl t(

srcutune u rnuslee z
qS rmm zSnHlrUne ot TRUSTEE 1

qrfr ERIS{ t
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By aflixing her€under, signature of our Authorised Signatory for recommending this case/patient for financial assistance Irom Koshika Foundation' we

(Hospital) herebY afllrm & accept following:
1) that we neither are presently nor will in futu re avail ol financial assistanca lrom another NGO or any othsr sourc€, for the same patienucase, as wo are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. l[ the requested assistance is not granted

by Koshika Foundation , in part or in tull, then the Hospital res€rves it's right to make up the shortfall from another NGO or any other source This

conlirmation essentially states that ths Hospital will not avail any duplicatg assistanca for ths sam€ patienucase from any oth6r NGO or any other source

2) The assistance from Koshika Foundation is only fnancial in nature. The choic€ of the treatmenUProcedure advised/conducted by the Hospital on the

patient. is based on tho arrangemsnt betwB€n the pati€nt & the Hospital, and is in no way influonced by Kosh ika Foundation. Hena€, the Hospitalwill

assume sole & complete rosponsibility ofthe treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibility
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