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1 ) I hereby confirm that all details in lhis Form are True to fle best of my knowledge. Any false statement will rendBr my Applioation & ongE*ng asslstance' if any'

liable fol Iejection/cancelletion.
2) I solemnly confirm that assistance, rf recsived lrom Koshika Foundation, will be us€d only frcr he "purp(,3€', as stat€d ln thls Form br whldl sudr assistance

uested fllewa req by theof ansutanceafrom source/emPloyer/imen n OTof re burse t,mnot avaa partfutureEnotth alconfihereby
uesledssistance sfor th s aich req qI {fdf{(6crql iir ITET{+0.I{rdI tf{q{q {s(dt t 6tTdsr'rdr0qt qc{s,d idsrqi6 q!T5q frq lrtcR

SFrgIII 61iI lq q{{ IrTqId 116'IIffi i6qr 5qdBcd,rgFriSI rkqTSt qld rasE-3cRolfrrsrffiI{6FInlittI EM2 qfqq qftTqla dR flt6q-ff dn)3r:Iffi dilFr+tr*,qlqtFFd f6Rr{RI3q qrRr66I6iqf{ ,'dq6tqcf{ (6rmnI iql (
Em iflR)AGREE ENT bY APPLICANT (

APPLICAT,IT'S SIGI{ATURE OR LEFT THUTIB Ii'PRESSION :

er*<.* * 6mlqr qr sifd 6I tflH

AGREEiTENT by HOSa'toa ,aou61 6m a{n)

RECOIllMEIIDED FOR ACCEPTETICE

ff + fdq ri<f(
Manag

lnr0'hrle lor C

.tlc.dl
:tl

* 16/M, Th&rrnaiatr Road, Miu€r Tank beo tugd

(NamB, Designalion & StamP otAuthoris€d Signalgry

on behall o{ Hospital)

lFr it K (srdFl qftrqd qfi[6[t

(L-

Dr. Laxmr uetc,- . vtr
(r,lilBBS\zttu'

Date ol Surgery
irictm 61 irfrc

KMGMULgQOIPSHIKA FOUNDATION qrnR6 3cd,r t{
SIGNATURE ofTRUSIEE 2

qrsi rHs( :
SIGNATURE ol TRUSTEE 1

qfr rwm I

'!) By affixing my signature or thumb ampression on this Form, I (Applicant) hereby

uie/publish/put-up/reproduce my name, address photo & details of the 'purpose"'

medium, inciuding bul not lirniled lo verbal, print, electronic, for soliciting donation

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

for which assistance is being requested.

2) l (Applicant) further agree lhat any such use of my name, address, photo & 
-etails 

ol the .purpose', lor which such assistanc€ is requested/granted,

will not automatically entitte me for receivtni or continuing ttre saio asiistance- The decision for granting and/or continuing the assistanca'xill rest solely

with the Trustees of Koshika Foundation, a;d their decision is this regard will be final and acceptable to me'
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agree & aulhorise Koshika Foundation and it's Trustees to

, f;r which such assistance is requested/granted, through any

s for Koshika Foundation and/or disseminatjng information about il's

Foundation belore oI alter my troatment or lulfilment of the 'purpose'
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By affixrng hereunder, signature of our Authorised Signatory foa recommending lhis case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY affirm & accept lollowing
1) that we neither are presently nor will in fu ture avail of financial assistance from anolher NGO or any other source. lor lhe same patienl]case, as we are

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

by Koshika Foundation. in Part or in full. then the Hospital roserves it's right to make up the shortfall from another NGO or any other sourc€ This

conf irmation essentiallY states that the Hosp ital will not avail any duplicats assistanco ,or the same Pati enucase from any gther NGO or any othor souace

The assislance from Koshika Foundation is only financial in nature The choice of the treatment/Procedure advised/conducted by the Hospital on the
?)

in the matter.
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the patient & the Hospital, and is in no way influencsd bY Koshika Foundation. Hence, the Hospital will

nt & it s outcome & safety of the patient, and Koshika Found ation will have no role or responsibility
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