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1) I hereby contirm thar all details in lhls Form are True to lhe besl of my knowledge. Any talse statement will render my Applkation & ongoing assistanc€, if any'

liable for rej€clior/cancellation.
2) I solemnly confirm ttrat assistance, if received from Koshika Foundation, lrill be used only for the 'purpose" as statsd ln this Form lor which suoh s6slstance

meuested bywas theof amountreq com pany,rce/emsouothertn ployer/insurancefrom anyof te ment,mburseavat partE notal nolhavethconfirm3 hereby
Ss a cesistanthfor fr{6 qI jqurdlttqIdIlnr fi5

STITdIsrFlk{{!rqR q!qdl {6 6riq'r6rttt Gq,f{qwr(s sJsR,Tais fi51 f<qqi,sq{ lq6fiI
TqIdvTSqqjqrtrH+ f6qr 5qTdTcd'l skqS{li[IqI Tfr lf{t dsrre$rqiiYrdrri, ffil1t6Flflit EM2 qidq {sh d{ idcr i6qnd"/Fr+r6r$ctffiTFSIIqI twlrtf{l qrFr6iFItII*{ ,dq6iqqi6 (6FrdliF-13l AEn q.yft

6ftr 6{R)AGREEMENT bY APPLICANT (

APPLICATIT'S SIGNATT'RE OR LEFT THUIiIB IiIPRESSIOI{

qri* d Eq fi cr d,5a 6I frm

AGREEITiENT by HOSPITAL (Esdl6 !r'[ 6IR

Date of Surgery

dqt{n 6i irt€

)-q,\w[4
UBBS,MS,FPRS,FICO

Cnnru&lru er.Etf,rso rt. tHthpp},gr Gi Efis ffiDtr,fc. r.

rrr.

Signatory
{

Arlautit d

Dr. orennavet

RECOMITENDED FOR ACCEPTENCE

ff + f€q t<rd

FOR INTERNAL USE of KOSHIKA F0UNDATIOi{ iiRR6 iqd,r i{
SIGiIATURE ol TRUSTEE 2

qd r<nr z
S|GI{ATURE ofTRUSTEE I

qS rmm r

.*iRrn" q<1srd <fird or fidq sfdq qt <rq6lfr Ei'n

By afflxing hercunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundstion' we

(Hospitai)herebY afiirm & accept following
'l) that we neither are presently nor will in future avail of financial assistanc€ from another NGO or any other source, for the same patienvcase as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf the requested assistance is not granled

by Koshika Foundati on, in part or in full, then the Hospital reserves it's .ight to make up the shortfall from another NGO or anY other source. This

conflrmation essentially states that the Hospital will not ava il any duplicate assistance lor lhe same patienucase from anY other NGO or any other source

2) The assi stance from Koshika Foundation is only financial in nature The choice of the treatmenuprocedure advised/cond lcted by the Hospital on the

patient, is based on the arrangemonl between the Pa tient & the Hospital. and is in no way influenced bY Koshika Foundation Hence. the Hospital will

assume sole & comPlete responsibility of the treatment & its outcome & safety of lhe patienI, and Koshika Foundation will have no role or rgspofisibility

for which assistance is being requested

2)l(Applicant)furrheragreethatanySuchUseofmyname,address,photo&detailsofthe.purpose,,,'orwhichsuchassistanceisrequested/granted,
will not automatically entile me for receivini-oi Lit'inring ttre s"io as"istance. The decision ior granting and/or continuing the assistance will rest solely

witn tre lrustees ot'foshika Foundation. a;d their decision ls this regard will be final and acceptable to me
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1) By afiixing my signature or thumb impression on this Form, I (Applicanl) hereby ag ree & authorise Koshika Foundation and it's Trustees lo

useipublish/put-up/reproduce my name, address photo & details of the "PUrPose', for which such assistance is requested/granted, through any

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

activities/achievefients. Such use of my photo & details can be made by Koshika Foundation before or after my treatmenl or fumlment of the 'purpose"
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