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DECLARATIOT{ by APPLICAflT: qri<+ m dqun vr:

1 ) I hereby cfifrm that all details in lr s Form are True lo the best of my knowledge. Any fals€ statement will render my Applicalion & ongEing assislance, if any,

liable lor rejectiorvcancellatjon.

2) I solemnly confirm lhat assistance, if received frorn KGhika Foundation, will be used only fo. the 'purpose', as stated in this Fo,m. for wtfdr such assistance

was requested by me.

3) I hereby clofrm that i have not E wil! not in future. availof reimbursement, in pan or in full, from any other source/employer/insurance company. of ths amouht

for which this assistance is requested.

| ) d dslrl 6cf t i* w xsq i kq ri Ir* fq.{{vr it qr{sra + eq-Jm fiq {d (d tr cR Ei{ frqol qti Eq'{ q(lc crql cI l i} tt {!ITdI fi(Rr cff v s60 }r

2) iri do d{ Tdl {fu "qlfrtor $rr+{R', t d q rfl *,3{16r scdq 3S rkq a1$ + H f6cl qri'1, ql6 lruq { mmr tr

r ) d ftu 6(dr t f{ iq( {Erq.dr tg qr r*n 61 q{ t, as nftr cr qftra qr {5d R*r FES q:{ ik/hdffidql Tq{ t aalfr{t atrA qfrq { lfut

AGREET,ENT by APPLICANT ( qri{6 Em 6m)

APPLICAN'I-S SIGNATURE OR LEFT THUIiIB IMPRESSION

qri<s + !.RW( cr d,1J or firm

AGREEMENT by HOSPITAL (6FT a liRI lr(R)

/'
arlr. Ldkshmipathi tr

"-liffi$$ffi:::&n. J+ngffai. DQfi cmoavar
cffitsRfii.ffie659169

$t\ t!.P-

ze\s\zg

RECOMMENDED FOR ACCEPTENCE

ffi + fds ri<Fd

Date of9.:gery
3ri'TtTr si irtc

qmft'6 rqqlt t(ffiBilunoro*
S

SIGNATURE ot TRUSTEE 2

ar$ ERnR I
S|GI'IATURE of TRUSTEE 1

qd rem r

/

By aflixing hereunder, signature ol our Authorised Signalory for recommending this case/palient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accepl following:

i ) that we neithar are presently nor will in fulure avail of financial assistance from anoth€r NGO or any other source, for qgSrlrro Patient/cas€, as wo are

.equesting to get lrom Koshika Foundation, to the extent that such assislance is granted by Koshika Foundalion. lf the requ6led assistance is nol granted

bykoshika Foundation, an part or an tult. then the Hospital reserves it's righl to mako up the shortfallfiom another NGO or any othe, source. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the same palrenl/caso from any other NGO or any olhe. source.

2) The assistance from Koshika Foundation is only llnancial in nature. Th6 choice of the treatment/procadlre advised/conducted by the Hospital on the

patient, is based on the arrangement between the patient E the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment E it's outcome & safety of the patient, lrd Koshika Foundation will hav€ no role or r6sponsibility

in the matte.

1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/publish/pulup/reproduce my name, address, photo & details of the 'purpose", lor which such assistance is requested/granted, through any

medium. jncluding but nol limited lo verbal. print, electronic, fo. soliciting donations fo. Koshika Fouodation and/or disseminating information about it's

activities/achievements Such use of my photo & details can be made by Koshika Foundataon belore or afrer my trealment or fulfilment of the 'purpose"

lor which assistance is being requested.

2) I (Appticant) furtner agree that any such use of my name, address. photo & details of the "purpose', for which such assistance is requested/granled,

wi not automaticatly entitle me for receiving or continuing the said assistance. The decision lor granting and/or continuing ths sssistance will rest solely

with the Truslees of Koshika Foundation. and their decision is this regard will be final and sccEptable to m€.
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