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1) I hgrEby confrm that alldelails in this Form are True to the best of my knowledge. Any false statement will rende. my Application & ongoing asslstanco. if any,

liable f or rejecliodcancsllalion.
2) I solemnt ;nfirm tlat assistance, if received from Koshika Foundation, will be used only for the 'purpo6e', as stated in f s Form for whlcfi sudl assisiancg

was r€quested by mo.
iiif,*irUi-nn,in tf,"t I have not 6. will not in future. availof reimbursement, in part or in full, from any other source/employer/insuran@ @mpany, of the arEunt

for which frls assistanc€ is rEquested.

r) t qlcqr r(dl (fr r{ lrsc t ftt d qS tufilr t0 T6rt 6
2) li R{ sl srrq ffil '4iFI6I srt+ar', d ai qr rfi l, vrqr

3) l3k s{ tft fds {[rT *{ qt $+{ 61 'r{ l, ss 1lfr cr

sqqr Ee qd sA tl qft cr{ frc{ll Bi 6q? qsa qql srdl I n} +t {nrdl ffrcr +1 u m'0

3c*'r rS J<[q d lfd + H 6q qrtql, 6 rs rTFq I c{ 
'TqI

qrTr6 qr rrq.a frm ffi q-{ * ffi{d/ffql 6q-{irnfrqtlqtl*qfrelfit
AcREEMENT by APPLICANT ( qrtc.6 fi 6trI)

AGREEMENT by HOSPITAL (EgdI( ERI 6IR)

RECOMMENDED FORACCEPTENCE

ffi * fdc {.<fd
Menrgcr olrbcrd.l

lnsthut tcr r , ..ar I Ef Carr

,ruffi*,e.*$gggrg5"r"*
lrq q K EFliltl qfu{i qfir6[fl

natory

r&vnarenoDD3 rtl rsFPRsuUDBS
with+lo'. StampPResnJtlluator.rn

fq.q t.6I q{q ERTEIgr€(L7 0) 1t-\

Date ot Surgery
aiictffi 6i irt€

FOR INTERNAL USE of KoSHIKA FoUNDATIoi{ ql<ft{ Bcqi'r iq

SIGI,IATURE ot TRUSTEE 2

'qrfl rsm z
SIGNATURE ofTRUSTEE 1

<rd rmm t

1) 8y affixing my signature or thumb impression on this Form l

use/publish/put-up/r€produco my name, address, photo & detail

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

ac-tivitios,/achievements. Such use of my photo & details can be

lorwhich assistance is being requested
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me for receiving or continuing the said assistanc€. The d€cision for granting and/or continuing tho assistanca 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 afilxrng hereunder, signalure of our Authorised signatory for recommending this case/patisnt lor financiai assistance from Koshika Foundation' w9

(Hosprtal) heroby affirm & accept following
1) that we neither are presently nor will in future avail of financial assistance kom anoth€r NGO or any other source, for tho samB gationl/case, as we are

requestin9 to get from Koshika Foundation to the extent that such assistance as granted by Koshika Foundatio n. lf the requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospilal reserves it's right to make up the shortfallfrom another NGo or any olher source. This

conllrmation essentially states that the Hospital will not avail any duplicale assistanc€ for the same p8tionvcase trom any other NGO or any othgr source
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