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DECuRATlot'l by APPLtcaxT; ortq6 e{ dqqr Yr:

1) I h€reby confrm that alldetails in this Form are True to the best of my knowledg€. fuy false stiatement will rend€r my Application & ongoing assislanco, It any,

liable for reiectorrcancellation.
a l1ll""#i,i"#.i"rlffi"I"r-jtirn"", ir *i*d ftom Koshika Foundation, wltl be used only ror the 'purpose'. as stated in thls Fonn tor which sud! assislanca

was requested bY me

3) I hereby conlirm thal I have not & will not in future, avail of reimbursement, in part or in full, hom any other source/employer/insuran@ company' ol the emount

for which this assistance is requested
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1)By aflixing my signatu.e or thumb impression on this Form' I

usetp,-rutisniput-uplreproduce my name, address, photo & dotai

medium, inciuding but not limited to verbal, print. electronic' for

activities/achievements. Such use of my photo & details can be

rApplicant) hereby agree & authorise Koshika Foundation and ifs Truste€s to

ls of the 'purpose;, for which such assistance is requested/granted, through any

soliciting donations for Kolhika Foundation and/or disseminating information about it's

."J" o"v xo"n,ka forndation before or after my treatment or fulfitment of the "purpose"

for which assistanc€ is being roquested

2)l(Applicant)furtheragresthatanysuchUseofmyname'add.ess.photo&detailsofthe.purpose",lorwhichsuchassistanceisrequest€d/granted.
wi1 not automaticalty entitte me for receivini-o-r 
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The decision ior granting and/or clntinuing the assislance will rest solely

,riln tu i,*t""" or'xoshjka Foundation, a;d th€ir decision is this regard witl bo finsland acceptabls to ma'
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By affixing hereunder, signalure of ourAuthorised Signatory for recom mendiog this case/patient for financial assistance from Koshika Foundation' we

(Hospital) herebY aflirm & accePt following

1) that we neither are presently nor will in future avail of financ;al assistanc€ fiom another NGO or any other source. Ior th6 same patient/c

requesting to get from Koshika Foundation, to the exlen t that such assistance is gra nted by Koshika Foundation. lf lhe requested assistance is not granted

by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make uP the shortfall from anothor NGO or any other source. This

confirmation essenliallY slates that the Hospital wiil not ava il any dupl icaie assistance for the same patisnt/case from any other NGo or any othor source

2)The assistance lrom Koshika Foundation is only financial in nature The choice of the treatmenvprocedu re advised/conducled by the Hospital on the

atient, is based on the arangem ent between the patient & the Hospital, ind rs in no way influenc€d bY Kosh ika Foundation. Hence , tho Hospitalviill

lity of the treatment & it's outcome & safety of the patlent, and Koshika Foundation will have no rcle or responsibilityp

in the mattet

5ertufu6a,rw{t+lrihtcl,rd^l'td'qtf{6lsr{+flr'tfrtrqsnrmtgfimftrdcrfrl'ffitq(Esa)f{qs{RiqI{sddR6{itr
l)q6f6in]{dqrriitidqEq{frfdqq[r{ffi+nqmrt{rqnqrffiq<qttig<t,fl/qlcai*iqrdrtt,i{frrqi-fi}RI6Isrf,i{r,
i ftffiftrvffir r< * seq {'*1ft* "=**;; *o tg * t, .R'.1F'* src*nr' w eu"rar fnft qfrffiqca t{ r-d{ qfi ftql qBI t ii qmr€

frd :r< Jk q{6rt {gt * mgr *', *o*J 
"'io' 

al * * vu* *rn tr vc Yf€ i eeE sr l fr smra trfrq q< gft r}tm{d *{ffi

+{ qr+rt rtgt qt ffi :rq srrr t Tfl e'nr&frt

z. "qlfrm srs*n" t o qg srT{dr difl i; r{a al r}'i c{rwa lf{I {'Ii sm ql f{t 'd dc-crvF'ql sl $ls trlc{ f,smf,

d ds m frcq t cft 'qlftr6r ',6rrdfi' ro t*J *o at 
"ii 

<no cA tr {sH rs d { tfr * rerq EQ CR inrt sd q1 rrt ffi tfr cs us'dFl

ass ume sole & complete rosponsibi

d d,fr fi "6tRl6r'6i 6t [fir6r ql f ffi Es qrrd { aA d'frr

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION

sni<+ * rmrc{ cI d$ at ttr'n

AGREE]iiENT bY HOSPITAL (EWdId ET{ 6{R

RECOMIiIENDED FOR AC CEPTENCE

ff + f6q trf(

t1

Signatory

Arct

MBBS,MS,FPRS,I.'I''G

""'tl{l$Sg$#ffi{ili&-rp)i'

tr. Lax I !riJi.....;,;IDate ol Surgery

$frliw qi drfts

,?14"(
qrdft6 scqi{ hFoR INTERNAL USE ol KoSHIKA FOUI'IOATION

SIGiIATURE of TRUSTEE 2

ed rsm zSIGNATURE of TRUSTEE 't

<rsl ram t

30-1'l-2024

t?.


