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O€CLARAnO by APPLhtAm: ird<{ !m dcln vr:

1) I hereby cooffin thal all details in this Form are True to lhe besl o, my knowledge. Any false statement will render my Application & ongoing assistance. it 6ny,

liable for rcjectiorvcancellation.

2) I sotemnly confirm that assistance. if received from Koshika Foundation. will be used only for the'purpose', as staH in rlis Fo.m, lor which such assistance

was requested by me

3) I her;by coofirm that I ha\e not & willnot in fulure, availof reimbursement, in pad or in full. frcm any other source/employer/insurance company. of the amount

for whrch this assistahce is rsquestad.
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AGREEMENT by APPLICANT ( Em iflR)

'l) By aflixing my srgnature or thumb impression on this Forrn, I (Applicanl) hereby agree & authorise Koshika Foundation and il's Trustees to

use/pubtish/put-upreproduce my name, address, photo & details ot the 'purpose', tor which such assistance is requested/granted, through any

medium, including but not timited lo verbal, print, elect.onic, for soliciting donations for Koshika Foundation and/or disseminating inlormation about it's

activities/achievements. Suc+r use ot my photo & details can be made by Koshika Foundation before or after my keatment or fulfilment of the 'purpose'

lor whrch assistance is being requested.

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

will not automatically enlitle me lor receiving or conlinuing the said assistance. The decislon for granting and/or continuing lho assistance will resl solely

with tho Truslees of Koshika Foundation, and th€ir dscision is this regard will b€ linal and acc€ptablg to mo.
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8y aflrxing hereunder, signature of ourAuthorised Signatory tor recommending this case/patient for tinancial assistance from Koshika Foundation, we

(Hospilal) hereby affirm & accept lollowing

1) thal we neither are presently nor will in fu ture avail of financial assistance t om anoth€r NGO or 8ny other source, Ior the sam€ palient/case, as w€ are

requesting to gel lrom Koshika Foundation, to the extent that such assistance is graflted by Koshika Foundation. It the requested assistance is not granted

by Koshika Foundation, rn part or in full. then the Hospilal reserves it's right to make up the shortfall from another NGO or any olhor source. This

cufirmation essentially states that the Hospi tal will not avail any duplicate assistance for the same patienucase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. Ths choice of the treatmenuprocedure advised/clnducled by the Hospital on lhe

patient, is based on the anaogement between the patient & the Hospital. and is in no way influenc€d by Koshika Foundation. Hence, lhe Hospital lvill

assume solE E complete responsibility of the troatment E it's outcome I safety of lhe pati€nt, and Koshika Foundation will have no role or rosponsibilily

in the matter

rqrt qfu{n, rRrcrt 61 *( t qrrd/d'fr d "6lftrrr srsCyn' i ffiq ssrrn tg fimftr d srfr t, fiid rq (i{rrdrd) fiq rq6R t qrrl e .+aiR 6{A tr

l) Trf{iniqdcn qtr fi qfqe { fqfrq sirmr ffi ln smrt {*qn qr frn1 q-{ Eli t {a t,netcd { *i qr d rtl, ti f+ Eqi "niffltl srl-irn"

ftnnftryffia r* d sqq i "+lfnrr rnrrdm" am r< fu io tr ct '6]fu6r srr*fi' E{ sETdI ffifr efrmrv+-a tg rgr ad fcqr srdl t ?i lrmla

nFS !r< lk Trsrt {m qr ffi lrq r<ltrr t sfiTitr ti ur efr+n grfur lsn *r ra 
"@ 

{ ee wr mr i E qstra &ftq q< zR tfr/qd tg ffrd

lk qr*ri rirq ql ffi srq sl+n i rfr +qrd{r

:. "qifir+r src€w" t rfl d s[TTdr +{d f{idq rtF o1 r}fr c{ trF a ura { d t-dn cr tF{ TA BRR/fiqI m T{rs tt qr ttlrdtFl

* {-s 6r frqc t 3 { "+jPrfi $rr€*r'rm ffi y*n qr +l{ rqrs rfi rsH EF a i tn * wrc {tql qt{ qri qH *1rrt ffi ftfl qd rsera

d *,t !qt{'TiR6r" d cii 1frfl ql fq+<rn rq qnd { rtl *frt

ATURE OR LEFT THUMS IMPRESSION

d,[a ar f+un

APPLICANTS SIGN

.{,i,.+ 6 Ectqfi q

AGREEMENT by HOSPITAL (EgiTf, 6m 6'(R)

RECOMi,IENDED F0R ACCEPTENCE

*ffr + fqq d<fd

.iilr. LakshmiPathi N

Manegcr Ojtoscrl
(Nailr5l)ttrld(uaffiotE!tstoird signatory

(A urit of Slu.t ffiEt{Ctlifrus.)
a rav, rninmddt Rmt tflf lfifq0od Ar.astvs\Lj

Date of Surgery

orfiJi 6i irte u
r rf lm 

"r 
LeXA'l.tr{ffi6pp av a r' sdrleB6shffirHtfi. i.f lco

({

'""+ffi8mfi${ffff}l{dfrilil6mon qnftE icch t(
SIGIIAIURE ofTRUSTEE 1

qrd rmsr t

SIGNATURE ofTRUSTEE 2

AI$ ERW Z

/

23.09.2022

4-F


