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1 ) I hereby con irm lhat all detalls in lhis Form are True to lho besl of my knowledg€. Any false statement will r6nd€r my Appllcation & ongoing assislanca, lf any,

liable for rejectiorrcancellation.
2) I solemnly;nfrm that assistance, it re@ived from Koshika Foundation, will be us€d only for the 'purpose'. as statod in thls Form. for which such sssistance

was requested by me
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1) By afflxing my signature or thumb impression on this Form, I

use/publish/put-up/reproduce my name. address, photo & detai

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

aotivities/achievements. Such use of my pholo & details can be

iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

tJ of the 'purpose", for which such assistance is requested/granted, through any

soliciting donalions for Koshika Foundation and/or disseminating information about it s

made by Koshika Foundation before or alter my treatment or fulfilment of lhe 'purpos€"

for which assistance is being rEquostsd.

2) I (Applicant) further agreithaiany such use of my name, address. photo & details of th€'purpose', for which such assistance is requ$ted/grantgd'
jtt noi automaticatty eniifle me for rec.eiving or condnuing the said assistance. The decision for grantlng and/or continuing the asslstanca rvill rosl solBly

with the Trustees of Koshika Foundation, and thoir decision is this regsrd will b€ final 8nd acceptabl€ to me.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient tor financial assistancs from Koshika Foundation. we

{Hos prtalthereby afllrm & accept following:
at we neither are presently nor will in fu ture avail of financial assistance from another NGO or any oth€r source, for ths sama palienvcass, as we are

1)th
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistsnc€ is not granted

by Koshika Foundation, in part or in full. thsn th€ Hospital reserves it's right to make up the shortfall lrom another NGO or any oth€r sourco. This

confirmation essentially statEs that the Hospital will not avail any duplicate assistan c€ fo. thg same pati€nucase from any othsr NGO or any othar source

2l The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocadure advised/conducted by the Hospital on the

palient, is bas6d on the arangemgnt betwosn the patient & the Hosp ital, and is in no way infllenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatmenl & it's outcomo & safety ofthe patient, and Koshika Foundati on will hava no role or rosponsibilily

in the matter.

a.,t ,n"t", a.*t "l 
S{ d qcd/t'fl 6f iiR|6I srr+fi" d frfdq sllea tg fimftn d qlfl t' fird rq (r+rc'tl) tte r*n { qr< c d6R {{i

r)T{r{;dqdqHskqfqEq{frffiqlTrifffilks{6rtr{rqnqrffiirqqtctz<ri'iAtqditlqrdrit,{dfrf,qi"rlalt6rsrd-a{E"
t fimrfuffi rqn * sqq { ,,6iRr6r $rri{lr" BT{ q< t( fn lt qR rdlftffi qr{dyn' E{ Illrrdl ffifd qfir6ls6s *{ ca{ rfr frql cRr t ii irgrdrs

ffi q.{ rk T1610 drqr qr ffi q-{ {.{Fn i R[rq di ur afuen grfra rrrn tr w lE { Re sn w l nr ':n{lflfi Efiq q<< BR t',ffAICd tg frm

t{ {r6rt d{qr qt frd rrq stq-r t Td dnd{t
"dfrriFr srjd{q" t d nt (tTTdr d-fi frfilc !-{fr +1tr tri c{ f,r(drf, { d Ii E-dt[ cl ffi 'rA 3q-{vlffrql w gne tfr Ud rmm

2.

d+sctfqw{dn"cif{6l$lrtrn"Emffir*rlerai{<rnqd rsHrsa{t'fl*rorqqwqt{ltTiclid
d d,i qt "6tRtfl'd ati lfrcr qr firC<rt r{ wrd I rd ii'flt

rhfl qs f,sdrd

*

(EnFl

DorennavarDroqlo>l

oatc ol Surgery

3nqt{r 6i ilfts

30-11-2024


