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1) I hereby confirm that all details in this Form are True to the best ol my knowledge. Any talse statemont will render my Application & ongoing assislanc€. if any,
liable for rejection/cancellation.

2) I solemnly confirm that assistance, if received hom Koshika Foundation, will be used only for the 'purpose', as stated in ttlis Form. tor which such assistance

was requested by me.
3) I hereby confirm that I have nol & willnot in fulure, availof reimbuEement, in part or in full, from any other source/employer/insurance company. o, the amount
for which lhis assistance is roquested

l) I Qqqr 6rlr tf6 rs lTcc i Ra {i qS tudor +0 qraort + a$r E{ qd {d cft Et{ frlrq qd 6q? qs vlt nr l ri +t {rrm f<rtl d q mrfr ir
2) ttBmd srrr {ft'61RI6r srf,*{tr', i d qr rfi t, slr6r 3c+.r 3* 3kq 61 $ dH f6ql qrt{, sl l( rrrq { c{rTql

3) { 5tu Trdr it6 fq{ rara fu w rf+ al d t, ss fil ar qfrr6 qr r*'€ ftw fiES q-q ul Frqi{cdql 6!r{ t a ii frqr t qt{ c S cfrq il tlt
,,GREEMENT by APPLICANT ( ERr 5{R)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

6r ifin

AGREEMENT by HOSPITAL (Egdra ERT 6{R)

A

E LGD' il I it.,.o( r rr

lnq{,r,.,.'o tJ'f-r.,eu s EYo Cart
RECOMMENOED FOR ACCEPTEIICE

ff + f€q {<fd

(Name, oesignation & Stamp olAuthorised Signatory

on behalf ot Hospital)

Tc s !q Esira qfrrEi stl{It

T.*.A.d.Arant1ua,Ti*Efiah.Road..MU..,

slr-\5

Date of Surgery

3iqtrn q1 artg *ffior.rr..*,".
akrtdtcrt&iF{Elive
iftE.ryufdE 1srg,ql

Dr. L
MBBS,MS,FPRS ,FICO

Con {uiltaolD*

FOR INTERNAL USE of KOSHIKA FOUNDATIoI qrak6 $tqh i(
SIGilATURE otIRUSTEE 2

qr$ ERnR z
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1) By affixing my signature or thumb impression on this Form, I (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/pubtish/put-up/reproduce my name, address, photo & details olthe'purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print. electronic, for soliciting donations for Koshika Foundation and/or disseminating inrormation about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my traatment or fullllment ot the'purpose'

for which assistance is being requesled.
2) t (Applicant) lurther agree lhat any such use of my name, address, photo & details of lhe 'purpose', for which such assistance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance- The decision for granling and/or continuing the essistancl will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to mo
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By affixang hereunder, signature of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get lrom Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf lhe requested assistance is not granted

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

c;nfirmation essentially staies that the Hospital will not avail any duplicate assistance for the same pationucaso from any other NGO or any oth€r sou.ce.

2)The assistance from Koshika Foundation is only financial in nature. The choice of the treatmenuprocldure advised/conducted by the Hospital on the
patient, is based on the anangement between the patient & the Hospital, and is in no way influencad by Koshika Foundalion, Hence. the Hospitalwill

assume sote & complete responsibility of the treatment & il's outcome & safety of lhe patient, and Koshika Foundation will have no role or responsibility

in the matter
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