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DECLARATTON byAPPLtCA T: qr4q6 E{ dcqr rr:
1) I hereby confirm hat all deiails in lhis Form are True to lhe best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,

liable for rcj€ction/cancelletion.
2) I solemnly i:oflfirm tiat asslslaics, it received frcm Koshika Foundafon, will be ussd orly br ttle 'ptJrpos€', as staiEd in lhis Fonn. to. which such assislsncs

was requested by me.
JiirrJrl-l}, i""fri" t a I have not & will not in tuture, avail of reimbursement, in part or in tull, from any othsr source/amployerAnsuranc'e companv, o' tho a

for which this assistance is requested.

r ) d dqql rrfl { f+ gs vsq q kt 'ri q{ Ewr tt strdrt t qSRR vtq qc {A lr qft

2) it zRr si Rrrq- ]If{'Eifilql srf3{Ir", i dl qI Ifr t,3116l Bcq}'I TS 3kq +1$ *
l) d 5e 6( ifr tq{ ernm tg vt ntn al .ri t, se rfu sr InTfi cI s6-f, ff,ql ffi

qH frcor qd 6q'{ lrtr crql srdl t ni lt xlTTdI fits d cI {6'd tr
M t+qr qrtr, !i $ rTFq { qn ,ral tr
qq rtivFrqtqcrfrcl {q{ t r d trql * qt{ r d qfrq { fi r

AGT.EEI'IENT bY APPLICANT ( Bm 6m)

APPLICANT'S SIGNATURE OR LEFT THUMB IiIPRESSION

qraq-o * rklrn qr d,$ or ftm

AGREE]i.ENT by HOSPITAL (TSKIKI IIII 6{R)

A

,-,,. Lu^{rrrtrPqU,t t]l
Manaoer Outr6ach

lnstiMs to. Diab€ter r, F.- /.--
RECOMMENDEO FOR ACCEPTENCE

ff+fdqffid

(l{ame, Designation & Shmp ol Aultorbed Signalory
on behalt of Hospital)

r q [( trffir{ qFqd qfrrErt

Tank
EShraddhe Care 1ye tus, )

1n 6/M, ill€rM ti€d Arca

v1c\
\."t

Date oI Surgery
3rfrtYrl 6i drt€

FOR INTERI{AL USE ol KOSHIKA FOUN0ATIOil .qlnft6 3cq}r i(
SIGNATURE oIIRUSTEE 2

qr$ ERrsI{ z

SIGiIATURE ol TRUSTEE 1

qld E(llH{ I

/

By aflrxrng hereunder. srgnalure of ourAuthorised Signatory for recommending lhis case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afilrm & accept tollowing:
i) inlt "" n"itf,dl. 

"l.u 
presently nor will iniuture avait of llnancial assistance from anolher NGO or any other source. for th€ same patient/case, as wo are 

.

r;qu;sting to get from Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation. lflhe requested assistance is not granted

U-y-io"nifl iJrnd"iion, in part or in futt, thon the Hospital reserves it s right to make up the shortfall ftom anoth€r NGO or ary other source. This

c6ntiimation essentatly st;tes that the Hospital will not avail any duplicai8 assistanc€ for the same paliEnucase trom any othar NGO or any othgr source.

iiifre assfUnce tro. Koshika Foundation is only financial in nature- The choice of the treatment/procedure advised/conducted by th€ Hospital on lhe

pltient, ii tasea on ttre arrangement between thopatient & the Hospital. and is in no way influonc€d by Koshika Foundalion. Hencs. lhs Hospitalwill

!i"r.t ioie a corpf"te resp;nsibitity ol the treatment & it s outcome & safety of the patient, and Koshika Foundation will have no role or r€sponsibility

1) By affixing my signature or thumb impression on this Form. I

use/publish/pulup/reproduce my name, address photo & detai

medium, including but nol limited to verbal, print, electronic. for

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

for which assistance is being requested.
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me tor receiving or cont;nuing the said assistanc€. The docision ,or granting and/or conlinuing the assBtance lYill rest solely

with the truste€s of Koshika Foundation, and their decision is this regard will be final and acceptablg to me-
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(Agplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

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

soliciling donations lor Koshika Foundation and/or disseminaiing inlormation about it's

made bt Koshika Foundation before or after my treatment or tumiment ol the "purpose'
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