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DEC|ARATION by APPLICAIT: qr+(6 !m s]cqr cx:

1 ) I hereby coflfirm that all details in thls Form are Irue to lhe best o, my knot4,ledge. Any false statemont wlll rendsr my Application & ongoing asslslance. if any,

liable for Ejection/cancellation.
2) I solemnly ;nfirm that assisbnca, if rsceived lrom Koshika Foundation. will be used only Ior the "purpose-, as stated in this Form, for whlch such aslislance

was requestd by me.

efineriUy connrm mat f have not & will not in future, avail of reimbursement, in part or in full, ftom any other source/employer/insurance company, ol lhe amount
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1) By afflxing my signature or thumb impression on this Form. I rApplicanl) hereby agree & authorise Koshlks Foundation and it's Trustees to

usetpubtisnftut-uplieproduce my name, address, photo & details of the "purpose", for which such assistance is requested/granted, through any

meOium, inciuding but not limited to verbat, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achi€ve;ents. Such use of my photo & details can be made by Koshika Foundation belore or aftor my treatment or fullilment ol the "purpose"

for which assistance is boing requesled.

2) I (Appticant) further agreJthaiany such r-rse of my name, address, photo & dstails of th€ 'purpose". lor which such assistan6 is request8d/grant€d.

witt noi automitically enii e me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistanc€ will rest solgly

with the Trustees of Koshika Foundation, and their decision is this rogard will bs linal and acceptable to me.

t) $ yq7 w wi rsmr qr gi,rd +1 urq onrr, d (qri<6) qrn {f,qfr ql sfq crm tqi "ctRrcr Ed*m ek T{+ =qrs}ql " +i tnfti ml {ft io an,

tra,q]deksitdd(vrwyqz{rlfr<t,rc.qiifrmr"qal<rd,q|1,qr,fl/qrlsisd{ctslfifrErifq]Irq-df.rd*mf6s{trenqqq
i csrR( 6d d tdq qflqn tr it vcx 6r frs{q ll wrq *cd q m t 6{t + fdc "siRrqr srJ.&r'E 3rS eFtt'd tl
2) I (qr+66) rs <1( t {6cd tf6 tlt rrr, qm, qld stn f€{"r n} f6 rtrrdr + a<M t qfttt I Si Ed; rrtrri 6I EsqR id Tir lgq {Eis {
"ottr*r" qq rrd <rM fi fidq qrdq qt{ qlq6r0 d,ttl

AGREEi,ENT by HOSPITAL (EgElRI 6{R)

(Name, Designation & Stsmp ot Aulhodsed Slgnatory

on behall of tlosPital)

Tq q Y( Esr d qi[{.d qfirdlflctivs

, 16/I*,Il.mrrth

Cll'6*h

ArdJI Doren
BM B Ms FPR I

E(i{t*ukor

Date ol Surgery

*ffi + fdc {<fd

dci{r d ilts

\\v
,t^ '

navar

KA FOUI{DATIoI{ qr<t'6 3cd" t(F0R INTERI'IAL USE of

SIGI{ATURE ol TRUSIEE 2
qS rsm z

SIGNATURE of TRUSTEE 1

qfr r+mu r

endq+ $ 5snfi qr :ETi

By affixing hereunde r, signalure of ourAuthorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby afll rm & accept lollowinq
I )that we neither are presenlly nor will in truture avail of financialassistanco from another NGO or any other source, for the same patienucase, as we are

requesting to gel Irom Koshika Foundalion . to the extent that such assistance is granted by Koshiks Foundation. lf the requested assistance is not granted

by Koshika Foundalion. in part or in fuli, then the Hospi tal reserves it's right to make up the shortfall from another NGO or aoy othor sourc€. This

confirmation essentially states that the Hospital will not avail any duplicate assistance for the sams patientl case from any other NGO or any other source

)The assistance from Koshika Foundalion is only financialin na'

;tient, is based on the arangement between the pationt & the H

ture. The choice of the treatmenuprocedure advised/conducted by the Hospilal on the
2
p ospital, and is in no way influenced by Kosh ika Foundation. Honce, the Hospitalwill

ssume sole & complete responsibility of the trealment & it's outcome & safety ot lhe palient, 8nd Koshika Foundation will have no role or responsibility

in the matler.
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