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DECL RATIOiI byAPPLICA'* qI*$ {dclllTd:
I ) I hereby mnfirm that all details in this Form are True to the best ol my knowledge. Any false slatement will render my Application & ongoing assistanco, it any,

liable for rejec-tiory'cancellation.

a i;;i;;y;;;; 3.r;i afistance, it receivea from Koshika Foundation, will be used only for he 'purpose'. as stated ln this Form for whlch such assistance

was requested by me

s'ii#-b;;;-"iri; th"t r have not & wifl not in future, avait of reimbuFement, in part or in tull, from any other source/employer/insurance cfipany, oI the amount

for which ihis assistance is requested.

t) I dq![ 6rdr ( tu {{ qrsr I Ri Ti qS frqol +t qr{fi{ +

2) ii Bm d (tl{dr TIFI "aif{rfi sEeYtr', A d sl d l, Tsdl

3) d yfu 6rdr ttd id{ (Er{dr *-g qr cl*{r 61 qi t, ss {fu 6l

rrJsruq-fl qri {d ir qR Eti frs{q qc 6ql qre cr6 q t aj tt strqm f{((l 61 ql sfift tl
Bcd,t rS dkq d $ + H f6ql crttll, !t Is vrcq { qa qqr

{fi}r6 
"r 

n'6-a frRr ffi s{ sid,fr+do/frql 6qfi t r d fccl I qk I 6 qfrq { fiit
,,GREEMENT by APPLICANT ( icri{iE Er{ str()

o@ m frrm

AGREEiIENT by HOSPITAL (Eptrd grn +u)

- - 
(A urit of Shraddh. EF C.r! Tru!.)r 1841, Thim.nabh iG.l, Mi .r Tank BoA Arad

(Name, Designation & Stamp ofAuthorBed Signato]y
on behalf of HosPital)

I q lr( Eskllll qFrtn 3tlq6lt
offiS6{5Sfmm

sd'&f ff tltF1sa

Dr I D ro ne an va
MB SB sM FPR S IF

c ,&htrbfrqt
4.f{q

Managr Orrttach

Date ol surgery

RECOiIIIIEI{DED FOR ACCEPTENCE

ffi + fdq ri<fd

ffikR 61 irts

,sl,lx
FOR INTERNAL USE of KoSHIKA FoUl{0ATl0l'l qrdfto sqch t(

SIGIIATURE of TRUSTEE 2

qrs rmER :
SIGNATURE of TRUSTEE I

qr$ rsm t

/

,

1) By aflixing my signature or thumb impression on this Form, I

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

medium, including bul not limiled to verbal, print. electronic, for

activities/achievemenls- Such use of my photo & details can be

for which assistance is being requested.
2) l lAoolicant) lUdher aqree that any such use of my name, addrgss, photo & details of the.purpose,. for which such assistanc€ iS requested/granted,

;'; ffiffiffiil;;iii" .u r, ,liJring or continuing the said assistance. The decision for granting and/or continuing the assistanca will rest solElv

with the T.ustees of Koshika Foundation, and their decision is this rogard will be linal and acceptable to me
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By aflixing hereunder, signatuae of our Aulhorised Signatory lor recommending this case/patienl for financial assistance from Koshika Foundation' we

(Hos pitalihereby amrm & accept following
1) that we neither are presently nor will in fu lure avail of financial assistance from anolher NGO or any other source, for the same patienucase, as we are

requeslrng lo gel I,om Koshika Foundalion. to the exlent that such assistance is granted by Koshika Foundation. lf the requested assistanc! is not granted

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

conflrmation essentiallY states that the Hospital will not ava il any duplicate assislance tor th€ same patie ntcase from any other NGO or any other sourca

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

patient, is based on the anangement between the Patient & th€ Hospital, and is in no way inltuenced by Koshika Foundation. Hence. the Hospitalwill

assume sole & complete responsibility of the treatment & it's outcome & safety of tho patient, and Koshika Foundation will have no role or responsibility

in the matter.
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iApplicant) hereby agree & authorise Koshika Foundation and it's Trustees to

i of the'purpose", for which such assistanco is requesled/granted' through any

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

made b-y Koshika Foundation before or after my treatment or futfilment of the 'purpose"
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