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1) I hereby conlirm that all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & onqping assistance, if any,

liable for.ejectixr./cancellation.

a ilil"i"ry-i-n.iGiiGstance, ir receiveo from Koshika Foundation, will be used only for the "purpo6d as stated in this Form. for which sudr assistanc€

was roquested by me.
3) I hefeby confirm that I have not & wlfl not in tuture, avail of reimbursem€nt, in part or in full, from any otlof sourcs,/employer/insuraoce company. ot lhe arnou

for which this assisiance is requested.

r) d ScqI 6r tfr rs vrsq l kA qn {fr fi{or tt qr.r+rt +
2) lt Em d'{frq IIf{ "6tFr6I $rre{!?', e d sl d t, str6l

3) I gk 6,(dr tfq tqs unra fu w nt+ d Ti l, g( rRI 6I

r1sr r-d{ cd {ff *r fi dt tuqM Ri 6ql qr* qrql srd I n} *t {Ec ftra d ql e.rfrtr

Bqqir BS skq d $ * ftri f+qr sd'n, qi gc $5c { q{ Ta tr
af,rElq qr so-i fr*t ffi r< ult6rdtr*r$qr trqitrdfrqrt qt?fr qfrq{{ l

ET{ 6{r)AGREEMENT bY APPLICANT (

sr+rq r@ at fivm

AGREEIiIENT by HOSPITAL (rslro lm mr)

ECOMMEIiDED FOR ACCEPTENCE

ff + fdq ri<ft CBrG
Manager Oulleach

lrlstitute lor Diabetos & E

(llame, Designation & Stamp of Authorised

on behall ol Hospital)

lFr q K Emla str{i sfrmfi

rgt,
f 161M, Thimmai rh Ro.d, Mllbr Teflk fu Arlt

SignatoryDorennavardr. L

!cCona

oate ol Surgeiy

dci{r si irtc

l,{tLt L."l

omft6 icdfl i(of K0SHIKA F0Ul{0ATl0t'l

SIG ATURE ol TRUSIEE 2

4qi imm t
SIGNATURE Of TRU STEE 1

qrd rmRi{ I

for which assistance is being requested.

2) I (Applicant) lurther agree that any such use ol my name, address, photo & details ol the 'purpoge', for which such assistance is requested/granted'

will not automatically entitle me for rec.eivin! or cont;uing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solely

wilh the Trusteos of Koshika Foundalion, and their decision is lhis regard will be final and acleptable to me
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1) By aflixing my signature or thumb impression on this Form, I

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

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

activities/achievements. Such use of my photo & detaiis can be
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(Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

ls oithe "purpose;, for which such assistance is requested/granted, through any

soliciling donations for Koshika Foundation and/or disseminating information about it's

made bi Koshika Foundation before or afler my treatment or lumlment oI the "pu'pose'

By afiixing hereunder, signature of our Authorise d Signatory fo. reclmmending this case/patient for financial assistance lrom Koshika Foundalion' we

(Hospital) hereby atfirm E accePt lollowing
1) that we neith;r are presently nor will in future avail of financial assistance from another NGo or any other source. for lhe same palienl/case, as we are

requesting to get from Koshika Foundation. to the
Foundation, in part or in full. then the Hospital reservgs it s right

extent that such assistance is granted by Koshika Fou ndation. lf the requested assistance is not granted

by Koshika to make up the shortfall from another NGo or any other source This

conf irmation essentiallY states that the Hospital wil I not avail any duplicate ass istance for the same Pationt/case from any other NGO or any other sourca

2) The assistance from Koshika Foundation is oniy flnancial in nature. The cho ice of the treatment/Proc€dure advised/conducted by the llospital on lhe

patient, is based on the arrangemeni between the Pati ent & the Hospital. and is in no way innuonced bY Koshika Foundation. Hence. tho Hospital will

assume sole & complete responsibility of the treatrflent & it's outcome & salety of the patient' and Koshik8 Found ation will have no role or responsibility
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