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DECLARATION by APPLICAI{T: ErRlq6 !m $'qqr !r:
1) I hereby confirm thal all delails in this Form are True to the best ot my knowledge. Any false statemenl will r€nder my Application & ongoing assbtance, it any,

liable tor rejection/cancallation.
2) I solemnly confinh hat assistanc€, if received from Koshika Foundation, will be used only tor lhe "purpose", as stated in this Fom. for which sud! assistanc!
wag requested by me.
3) I hereby confkm lhat I have not & will not in future, avail of reimbursement, an part or in full, from any other source/employer,/insuranc€ company, ofthe amount
for which this assistance rs .equested
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,,GREEiTENT by APPLICANT (lqr+fi ERr 6rr()

1) By affixing my signature or thumb imprcssion on lhis Form, I rApplicant) hereby agree & aulhorise Koshika Foundation and it's Trustses to

use/publish/pulup/reproduce my name. addrcss, photo & dotailt of the 'purpose", for which such assistance is request€d/granted, through any

medium, including bul not limited to verbal. print, electronic, for soliciting donations for Koshika Foundation and/or dissemioating information about it's

activities/achievements. Such use of my photo & dotails can be made by Koshika Foundation before or after my treatment or fultilment of the 'purpose"

for which assislance is b€ing requesled.
2) I (Applicant) ludher agree lhat any such use of my name. address, photo & details of the 'purpose". for which such assistance is .gquested/grantod,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continulng the sssistancr wlll rsst sol€ly

with the Trlstees of Koshika Foundation, and their decision is this regard ,,vill be linal and accaptable to me.
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By afi rxrn9 er, signalure of our Authorised Signatory for recommending this case/palienl for financial assastance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
'1) lhat we neither are presentiy nor will in future avail of financial assistance from another NGO or any oth€r source, for the same patisnt/case, as we are
requesting to gel from Koshika Foundation, to the exlent lhat such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation. in part or in full. then the Hospital reserves it's right to make up the shortlall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patieivcas€ from any oth€r NGO or any othor source.
2) The assistance from Koshika Foundation is only financial in nalure. The choice of the treatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the arGngement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. lhe Hospital will
assume sole & complete responsibility of the treatmenl & il's oulcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.

trR qtu{i, rm$t d qt C qrq-d/d't qi '6lfrr6r srr3yn" i fqffl rnrm fu fimftlt o1 *d t, frt rq tre-arat frq rqn i qr< e Et{R 6d tr
l)cEf6id{dqr{s{rdqfre{frfdq{[TTdrffiik{r{rt{(cnclE;Srrqalair<tfrrqrcd{d,iqrndl,$dfr[ci'ciRtfisrs-iw'
t ffiryffi r< d sqq { "olRr+l qrc€w' m q< il fr tr qR "qifimr srrdvn' m samr finfr ufrrcrwe }g rgr lff frqr ffm t al ce c
ffi q-< t( Trsrt rigt qr ffi rr< r-*lrn t cf,rqdr +t 6r orfirdr g{fun rqir tr w lfe { qe rrr sr t f* .:rrratg &frq c<( E*t t},frnlqd tU ffi
tr r.sr0 tFql q ffi lrq srn i Td trydflr
2. '6lt{6r $n-em'i d d gtrrdr +{d fqtdc.lr{fr +1tr tt qr rmra lru t 'r{ rav lr H 'rA 

sq-s&rff,q ct inq tt qi f,q fl
* d-.s 6r iscq I oil{ 'qtf{6r srr€{H" m ffi rrn or s+i <{R rO tr r€H arq. a { ti d rarq g{fi et{ qri qri +1 Trfr qq Egrdrd

+1 d'i !ct{ "ciRr6r" *1 qti ttu+r qr rqC<rt ss crd { rA thfrr

APPLICANT'S SIGNATIIRE OR LEFT THUMB IMPRESSION

3n+r+ d 6<rcr{ qr dp o ftnn

AGREEMENT by HOSPITAL (Eq e Em 6{r()

11 ,/ d{fr + fdq riqfd air. takshmipalhi lv
RECOMMENDED FOR ACCEPTENCE

,noJffiffi]^ffiih*,
on behalf ot Hospital)

rH q lr( (qnR sFr{i qnr6rt

Dr. Laxmi Dorennava-
Nl*ppfi,MsrPffimm0

Consqfo gp6 gffi ffiqfriic...,

w

fffrItt}lRtllSfStf;osrtm rouroartol smk6 ilch i(
SIGNATURE of IRUSTEE 'l

qr$ ERGR r

SIGI{ATURE ofTRUSTEE 2
qIfl ERM Z

/

30-11-2024

Date ol Surgery
3{rqt{n si ilfrc

Ll"l'u-


