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DECLARATTON byAPPLICANT: r{r+<s, ERr SlSqr rr:
1) I hereby con,llm thal all details in lhas Form are True to the best of my knowledge. Any false slatement wili render my Applic€tion & ongoing assislance, it any

liable f or rejection/cancellation
2) I solemnly confrm lhat assistance. if received lrom Koshika Foundation, will be used only for the 'purpose' as stated in this Form for which such assistance

mewas byrequested theof amourance comsu panothe sor,fu from a rce/ombloyer/inni tn OTof mbursemtn avarfuture parlnol & notth al havecon{irm3 hereby
tsnceassthis istafor ich requested ]qI sffr61t{{RVIdIcrql ii't Tt6Flill+fr3T{tdIi[r[Ifq-{qt ca6riqRTIdl (asrrdrt+a qs+{t'ra f{4lqqITSAI f{a ff$R6{dl t6sicqr t(n q{I{ trrcr$qr+'n m5qffid t6qldscqi'tf{61 skqrSdi rAqi + fiFB-3{q"Eiliml{6rqil ff{lnltI 6r{r qidsl {ldqr *{ dj*sqa trsrilffi rld,frd-r6.ActS[?ICI frqt{frI3q srRr6STtltdn ,riiq{F6 qEFId]6<11 aEn E.Ifu

n3n+{6EAGR EMENT APPLICANTby

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

qr+<q +

AGREEMENT by HOSPITAL (Esdrd Er{l 6{rI

,$r.
RECOMMENDED FORACCEPTE NCE

ff + fdq ri<fd

MBBS,MS,FPRS,FICO
Dr. Laxm orennavar

Cuttundctfttunnl&SRbft\ctive

FOR INTERNAL USE ot KoSHIKA FoUi{oAT|oN qnft.6 ictt iil
SIGilAIURE ofTRUSTEE 2

qfr rmm z
SIGNATURE of TRUSTEE 1

qrd ERm I

1 ) By afixing my signature or lhumb lmpression on this Form l

usei publish/put-up/teproduce my name, address, photo & detail

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

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

(Applicant) hereby agree & authorise Koshika Foundation and it's Truslees to t

" 
oith" "prrpo"a;. f* 'rhich such assistance is requested/granted, through any

soliciting donations lor Koshika Foundataon and/or disseminating information about it's

,"0" o"v fo"nif" forndation belore or after my t'eatment or fumlment of the "purpose"

for which assistance is being requested.

2)l(Applicant)lurtheragreethatanysuchuseofmyname,address'photo&deteilsoflhe.purpose',forwhichsuchassistanceisrequested/granted,
will not automatically entile me for receivini-or 

"oi 
'inr'ng 

th" r"io 
"riisiance. 

The decision lor granting and/or continuing the assistance will rest solely

with the Trustees oiKoshika Foundation' a;d their decision is this regard will be linal and acc€plable to me'
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By atflxing hereunder, signalure of our Authorised Signatory for reclmmending this case/patient for financial assistance from Koshika Foundation' 'xe

(l-lospital)herebY affirm E accepl following

1) that we neiiher are presently nor will in future avail of financial assistance from another NGO or any othar source. lor lhe same palienvcase, as we are

requesting to get from Koshika Foundation, to the extent lhat such assistance is granted by Koshika Foundation lf the requested assistance is nol granled

by Koshika Foundation, in Pa rt or in full, then the HosPita I reserves it's right to make uP the shodfall lrom anothe r NGO or any other source. This

confi rmation essentiallY states that the Hospital will not avail any duPlicate assistance for the same patienucase from any other NGO or any oth€r source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuproc€dure advised/co;ducted by the Hospital on the

patient, is based on the arrangement between lhe palienl & the Hospltal and is in no way influenced bY Koshika Foundation. Hence, lhe Hospital will

assum e sole & comPlete responsibi lity of the treatment & it s outcome & safety of the patient, and Koshika Foundat ion will havo no rola or responsibility

in the matter.
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