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DECLARATO by APPL|CAI{I: 3ni(r Em qicqr vd:

1 ) I hereby conrlrm that all dehils in this Form are True to the best o, my knowledge. Any false statement will render my Application & ongdng assistanc€, if any,

liable for rejectiory'cancellation.
2) I Aemny;nfrm ttrat assistance, il received from Koshika Foundation, will b€ us€d only ior the "purpos€', as stated in lhis Form. for '.{trich such assistance

was requested by me.
3) I her;by conli;m that I have not E wilt not in fulure. avail of reimbursement, in part or in tu

for which this assEtance is requested

rI d qlqqr +rmtfirs trsq 1fri 'd {fr trd{"I *0 crrIt * !rd{{ v< qc xd qR

2) tt drr q] gtrrdr {fu "6tfrrfl sn-3fl?', t d sl {6 t,3{r*r ?cq}q gs gkq a1 $ +
3) I gtu 6r (fr trr€ rurro ig w nfi d 'ri t, se {ftr er efim q {6,4 fr€l frFS

+t{ EqoI qd sq 3[sf, clcl crdl t d tt {rrdr f<<s d cl x-{ff tt
ffi f+ql vrtn, ql {s rcq { qu 

'rcl tr
q-{ st E+q6rin 6q-fi t a ii fqqr t dk I fr qfrla { tnt

ll, from any other source/employer/insurance company, of th€ amou

by APPLICANT ( Er(I 6m)

APPLICAi{T'S SIGNATURE OR LEF1 THUITiB IMPRESSION :

qr+ro + ERIrr ql t@ er fmn

AGREETIENT by HOSPITAL (E€md Bm 6{R)

RECOMMENDED FOR ACCEPTENCE

ff + f€q {<rd
o1jtt.achManaoc(

&

{A unit o{ Shra'dh'
t '16iti, Thimtrtaiah Ro'd

ll{ame, oesignation & Slamp ol Aulhotised Signatory

on behall ot Hospital)

fl q K Esirn stisfd qftErt

yo
ArodBedTrnkMlllerDr. i,axmfrilo

tf$+&t'Dr

I tsrrrr Jt/?I
MBBS.MS,FPRS,F tco

Co
ft iv,

BI (I{

Date ol Surgery

ffitnr d artq

r"\n\*
FOR INTERNAL USE of KOSHIKA Fout{DATlOl{ qr<R'6 sqqh i(

S|GI{ATURE ofIRUSTEE 2

qld ERIC{{ :
SIGNATURE ofTRUSTEE 1

qrs rmm r

/

1) By afiiring my signature or thumb impression on this Form, I

use/publish/pul-up/reproduce my nane, address, photo & detai

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

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

(Applicanl) hereby agree & authorise Koshika Foundation and it's Trustees to

ls of the 'purpose', for which such assistance is .equested/granted, through any

soiiciting donations for Koshika Foundalion and/or disseminating information about it's

made b-y Koshika Foundation belore or after my treatment or fulfilment ofthe "purpose"

for which assistance is being requested

2) I (Applicant) further agree-thai any such use of my name, address, photo & details of the '?urpose', for which such assistance is requ$ted/granted,

will not automatically entitte me for receaving or continuing the said assistance- The decision lor granting and/or continuing the assistance 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 affixrng hereund er, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation' we

{Hospital) hereby affi rm E accept lollowing
1) that we neither are presently nor wili in fu ture avail of financial assistance f.om anolher NGO or 8ny other source, for the same patient/case. as we are

requesting to gel frorh Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

by Koshik; Foundation. in pari or in lull,lhen the Hospital reserves it's right to make up the shortfallfrom anothor NGO or any other source. This

confirmation essentially states that the Hospital will not avail any duplicats assistance for lhe samo patienucase from any other NGO or any other sourca

2l The assistance from Koshika Foundation is on ly financial in nature. The choice oI the treatmenuprocedure advised/cond ucted by the Hospital on lhe

patient, is based on the arrangement betlveen the patient & the Hospital. and is in no way influenced by Koshika Foundation H6nce. the Hospital will

assume sole & complete responsibili ty of the treatment & it's outcome & salety of the patient. and Koshika Foundation will have no role or responsibility

in the matter.
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