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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any fals€ statement will render my Applicatlon & ongoirE assistance il any'

,)li:',:fj,fl#*?:f"'go,3,l"ce. ir recsived lrom Koshika Foundarioh, wir b6 us€d only ror th€ 'purpos€', as stated in this Form. ror whidr such a$istanco

fi;#"'ff:*toJrrT" I have not & wil not in future, avail of reimbursement, in part or in tult, ftom any otier source/emplovsr/insuran6 company' ol he amount

ce s esledsth ssistanawhich requfor tsfiA6if{(R iIq6Fldl+frsrdl dq{tdriFEFIF(dt i 6ti{dqrrdrttt wdq*,Tq tfftll{!I6ar kq 3r{qRtfd'sqr {q{ g{ Jcllsqntqrn'[f6cl Tq61sSTcqitr Jkqiu TII6Itd ra $srr€Yn6{!16rIJfu{6FIdIqlir EM i3tR qfqq6tffrqri6E-n3,rrlffi BlnfdirfirffqrqI f6wli6l{frr qftr661 wlrd{ ,riq6fqflf6 It6Flfl6liII *d!.w
BT{I {(R)AGREEMENT bY APPLICANT (

ari{6 * 86ffi{ ql
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEiIENT by HoSPITAL (tsrdrg EI{l 6m

RECOMi[Et{DEO FOR ACCEPTENCE

+{fr + tdq ri<fd

(

1I

,rlr. Lakshmlgrthi trt
^on

Date ol Surgery

dqt{n qi arto

FOR |i{TERNAL USE of KOSHIKA F0UN0ATl0l{ qlnftfi scql'r i(
SIGNATURE oITRUSTEE 1

arfr 66nfi I
SIGI{ATURE ofTRUSTEE 2

qfr rmm z

1) By afiiii.& my signature or thumb impression on this Form, I

use/publish/put-upkeproduce my name, address, photo & detail

medium, includinq but not limiled to verbal, print, electronic, for

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

(Applicant) hereby agree & authorise Koshika Foundation and its Trustees to

i Jit"'pr.po"";, toi *hich such assistance is requested/granted' through any

L,oiii"si;""io". t", Koshika Foundation and/or disseminating information about it s

,"0" i'v k""tt*, r*"dation belore or afler my treatment or lulfilment ot the 'purpose"

for which assistance is being requested.

2) I (Applicant) further agree that any such use of my name, address, pholo & details of the 'purpose", for which such assistance is requested/granted'

will not aulomatically entitle me for receiving or continuing the said assistance. The decision ior granting and/or continuing lhe assistance will rest solely

with the Trustees of'Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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By affixang hereunder, signature of our Authorised Signatory for recommendi ng this case/palient for financial assistance trom Koshika Foundation' we

{Hos pital) hereby atlirm & accept lollowing:
at we neilher are gresently nol will in fulure avail of financial assistance from another NGO or a nv other source, for lhe same patienucase, as we are

ioundal,on. lf the requested asslstance is not granted
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1)th
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika

any other source. This
other NGO or any other sourceby Koshika Foundation. in Part or in full, then the HosPita I reserves it's right to make up the shortfall from another NGO or

confirmation essentiallY states thal the Hospitalwill not avail any dupl icale assistance for the same patienUcase from any

2) The assistance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/ cohducted by the Hospital on lhe

patient, is based on the arrangement between the Patient & lhe Hospital. and is in no way influonced by Koshika Foun dation. Hence, the HosPitalwill

assume sole & comPlete responsibility of the treatment & it's outcome & sal€ty of the patient , and Koshika Foundation will have no role or responsibility
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