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1) I hereby conlirm that altdetails in lhis Form are True to the best of my knowledge. Any false slatement will render myApplication & ongoing assistance' if an,

liable for reieclion/cancellation.
2) I solemnly confm that assistance, il received lrom Koshika Foundation, will be used only lor the "purpose"' as stated in this Form for which such assistance

meested by amountrequ theolcompany,r/insurancesou rce/emothe ployein orrt fullnasemembu nt anyrel pao{not nal nothaveh confirm th3 by
uesledstaassr nce tsfor ich thls req itd trTffrfr{6ttni (drq-iCIqIq{rdr 6qilffi{lr*r 6ti cEc&TdIt{d{q(S +tq

'Tits' TTSq Rq,qltr! Tq6GI ( q(4 +1TCId ITSAIEqt6crd HdvSBcqhlg{ri6l Tkq \f{d (6qIqtRrdr1t6Fri] Tfrrit {I i.tR qfrqt frfdqrt dr6.q+GFm rln,fTqtdtrtrclS[<IqIqftr6i6IT'I rtf{lctf{ ,riq6fqq qEFId]flI <l
(I 6m)AGREEMENT bY AP LICANT (

APPLICANT'S SIG ATURE OR LEFT THUIIB Ii'PRESSION

qr+c6 * 66tu{ qr o@ et fim

AGREE ENT by HOSPITAL (rsdrd Em 6{n)

Or.t.ecfiManagcrRECO MENDED FOR ACCEPTENCE

ff + far {<rd

(llamc, Oesignation & ShmP of Arnholis€d

on behall ol Hospltal)

rE s r( tmFl qftr{d qftHIft

TrusCettEyo
ArsdB€dT.nkMillor

1I
Signatory

ti\ ,
F RMI

Dr. I lJuI elrtravar
Date ot Sutgery

ffii$r a1 iltc .

0A{'v
qnft{ id,t i(FOR Ii{TERNAL of

SIGilATURE ol TRUSIEE 2

qIfl 6RIm Z
SIGNATURE of TRUSTEE 1

4s reRr( t

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby

use/publisn/put-uplreprodlce my name, address photo & details of the "purpose'

meoium, inciuOing out not limited to verbal, print, electronic. for soliciting donation

activities/achieve;ents. Such use of my photo & details can be made by Koshika

agree & authorise Koshika Foundation and it's Trustees to

, for which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminating inlormation about it's

Foundation before or after my treatment or fulfilment ol the "purpose"

for which assistance is being requested.

2) l (Applicant) further agree that any such Use of my name, address, photo & details ofthe "purpose", for which such assistance is requested/glanted,

wilt not automatically entitle me for receiving or continuing the said assistance T.he decision ior granting and/or continuing the assistance will resl solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be flnal and acceptable to me'
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By afixrng hereunder, signature of our Authorised Signatory for recommending lhis case/patient for linancial assistance lrom Koshika Foundation' we

(Hospital ) hereby affirm & acc€Pt following
1)that we neither are presently nor will in future avail of flnancial assistance fiom another NGO or any other source. lor the same pati€nt/case' as we are

requesting to get from Koshika Foundation, to the extent that such assistance is gra nted by Koshika Foundation. lf the requested assistance is nol granted

by Koshika Foundation , in part or in lull . then the Hospital reserves it s right to make up the shortfall from another NGO or any other source. This

confirmation essentiallY sktes that the Hospitalwill not avail any duplicate assistance lor the samo Patient/case from any other NGo or any othor soutce

2) The assistance from Koshika Foundation is only frnancial in natu re. The choice of the treatme nUprocedure advised/conducted bY the Hospital on the

atient. is based on the arrangement between the patient & the Hospita l, and is in no way influonced by Kosh ika Foundation. Hence , the Hospital will

ndation will have no role or responsibilityp
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