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I hereby conlkm that alldetails in lhis Form are True lo lhe best ol my knowledge. Any false statement will render myApplication & ongoing assistance, il any,

liable for rei€ctiory'cancallation.
a illiliirr"iiiji-r.iijiii-#n6, it receiveo from Koshika Foundation, will be used only for the 'purpose', as stated in this Form. for which such assistance
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esteds req
6ifirR iql {rfrVf.ll ttfl {6PIdI3l{tdl IFII tfs-{qq-d qs6r{qf<qTr6rnct qs6{lt,d tq-s{,r1!I5I Eq 3r{qRSFlllTI 6GI

rT{q trIqIi fls!41 tu f6cr 1qJc.it'rT{F6I iSdn aI trd 1fd!Frs-*{rt6tRr6r{fuTt6FIflitBI]I2 Isrt( { qiqt4{6qn al tdcl t*d,'Fr+s6.Sql furffi3rfym f6wt6I61 3:qt ffirv*{t ,rifqqft (6Frdln 6Gn t{
Er(I 6[1)AGREEMENT bY APPLICANT (

AGREEi{ENT by HOSPITAL (6gTdld ENI 6{R)

RECOMMENDED FORACCEPTENCE

ff+fdqffd
,r'tr. Ldtshmipathi N

r:fr:ffiffilalory
BM S F s o

Dr.

,n

orennevar
Date of Surgery

sn"qkn 61 irtq

\t^I4 \A
qr<fis scci{ t(

FOi INTERNAL USE of KOSHIKA FOUI.I DATION

SIGIIATURE ol TRUSTEE 2
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1) By aflixing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name, address, photo & detai

medium, including but not limited lo verbal, print, electronic, for

activities/achievements such use ol my photo & details can be

(Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo

ls of the 'purpose', for which such assistance is requested"granted, through any

soliciting donations for Koshika Foundatlon and/ol disseminating information aboul it's

made b; Koshika Foundation beforo or after my treatment or fulfilment of lhe 'purpose'

for which assistance is being requested

2) I (Applicant) lurther agree that any such use ol my name, address. photo & details of the 'pu.pose", lor which such assistance is requested/granted'

wi nol automaiically enti{e me for receivinl or con;nuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me'
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By affixing hereunder, signature of our Authorised Sig nalory for reclmmending this case/patient for financial assistance from Koshika Foundation' we

{Hospital) hereby afiirm & accept following
1 ) that we neither are presently nor will in future avail of financial assistance lrom another NGO or any other scurce. for the same patienvcase, as we are

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

by Koshika Foundation , in part or in full, then the HosP ital reserves it's right to make uP the shortfall from another NGO or any other source. This

confirmation essentiallY states that the Hospital will not avail any duplicate assistance lor the same Pati€nucas€ from any other NGO or any other source

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenUp.ocedure advised/cond ucted by the Hospital on the

patient , is based on th€ arrangement between the Patient & lhe Hospital, and is in no way influenced by Koshika Foundation. Honce, tho Hospitalwil!

assum e sole & comPlete responsibili ty of the treatment & it's outcoma & salety of the Pati€nt , and Koshika Foundation will have no role or responsibility
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