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DECI"ARAIOI{ by APPLICAI{T; qri(6 Efir slcqr q-rl

,l 
) I hereby coflfirm that all details in U s Form are True to the besl of my knowledge. Any false statement will rend€r my Applicalion & ongoing asslstance, if any,

liable for reFctiorrcanc€llatjon.

a i-";"riri-1"-,iril trraiissistance, if received trom Koshika Foundation. willbe used only for the'purpose', as stated in this Fo'm for which such assisiance

was requested bY me

3) I hereby confirm thal I have nol & willnot in.luture, availof reambursemenl, in part or in tull, from any other source/employer/insurance @mpanl ofhe emount

for which this assistance is requested
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,,GREE MENT by APPLICANT ( a{r+<+ Bro 6fi)

1) Bv affrxinq my signature or thumb impression on this Form l

use/publrsh/pul_up/reproctuce my name, address, photo & detail

meaium, inciuding but not limited to verbal, print, electronic' for

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

rAppticant) hereby agree & aulhorise Koshika Foundation and it's Trustees to

. oi tf," 'prrpot";, for,rhich such assistance is reqtlested/granted' through any

;oliciti;g;o;ations for Koshika Foundalion and/or disseminating information about it's

maje u"y xostrixa foundation beloro or after my lreatment or fullilment of the "purpose"

for which assistance is bsing reqLl€sted.

2)l(Applicant)fu.rheragreethatanysuchuseofmyname,address.photo&detailsofthe-purpose,.forwhichsuchassistanceisrequ$ted/grantod.
will not automatically entitle me for receivlni-or 

"oitinri"sih" "a,d "tirstance 
Th€ decision ior granting and/or continuing the assist'anca will rest solely

witt ttre rrustees of'xoshika Foundation, a;d their decision Is this regard will bs final and accaptable to me'
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By afiixing hereunder, signature of ourAuthorised Signatory for 
'ecomme

nding this case/patienl 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 assi stance frcm another NGO or any other source, for the same Patient/case, as we are

requesting to get lrom Koshika Foundation to the extent that such assistance is granted by Koshika Foundation. lf the requesled assistanco is not granted

by Koshika Foundation ln Part or in full. then the HosP ital reserves it's right to make up the shortfall from another NGo or any other source. This

confirmation essentlallY states that the Hospitalwill not avail any dupl icaae assistance lor the same pati6nucase from any other NGO or any othor source

2) The assistance lrom Koshika Foundation is only financial in nature The choice of the treatmentlprocedure advi sed/conducted by the Hospital on the

atient, is based on the arrangement between the Patient & the Hospital, and is in no way influenced bY Koshika Foundation. H€nce, the Hospital will

ssume sole & comPlete rosponsibi lity of the treatmenl & it's outcome & safety of the patient. and Koshika Founda tion will hav€ no role or responsibilityp
a
in the matter.

rqn qnrqi, KIErt 61 qi< i qnd,<},fr oi "aifrrfl srg-+{Iq" t fsFdq {tlq-dl t( ffill 61 srfi t, fqQ rq (f,q.dld) f<q rqrr d qr< q r+6R 6{i tr

l)qEfsrdq-dfistR:dcfrEq{fqfdqs[Iq.drffilkgrorftrignqrffiq-{Iitdir-fft,ii{cdldiqrdrtt,trtfrlqi.qiftTflsr6i*{q,
t fs$rffl,,ffid Tfi + {qq I "4ifr|6r 5lTcfi, rRr q< *t ft tl qR "6ifir6l srr&r" m (ll{dl tfifi iffftmrroe f-g rqr ri feql sr6l i ii q€irs

ffi e-{ }R {."ra 
"*o,, 

an *, ***" t.a* 61", 
"n*, 

g6o ao.* tr vc*fr{re 6rr ., t f{ {*. q Efrc q(q 
".fi 

tt/dra t{ fFSl

lk qr6r0 t{ql q ffi rq snn t cS eflrd'tt

z.'q]ftror vrs-€'w" tin d <trq-dr +{d Bf q r{ft al tr r}t c( 6sdrd Em d 'lt rdr cI H TA wrrwrra et f*s ti qs'

d n-q ot iacc t 3rt{ "siRr6r sr€{r' 3m Fr$ r-an +r at{ <<n rd vqftri f,sdrd { t'i + rdrc grtll *{ eri qt 41 {rt 6Ean

61 i,i lqt "qiRrfl'd at tt-a qr nAm rt crrd { ad +frt ,,,r.

APPLICANT'S SIGT{ATURE OR LEFT THUMB IMPRESSION

3ird<q + 6r t{Ylrr

L 6r{loH ITAsPEME NTEAGR by

Cars
Inaot tc fo. Di.b.t . It EpRECOMiTENDED FOR ACCEPTENCE

ffi * fdq ftrd

(llame, Oesignation & Stamp ol Authoris€d

on behalf ol Hospital)

rrq q K ?i{qiH qftE? qfttqrfr

, fHnrnrt$ Re-, tll.r Tmk 8nloxet

Signatoryr arDr. L
(N

Date oI Surgery

siqifi q1 ilfrs

,4..,'t*-
FgC

oAIlOt{ ql<R63cd"t

S|GHNURT of nUStE 2
qd rmu z

SIGNATURE of TRU STEE 1

qIfi E6Ifi I

t
i.Ir

30-11-2024

6(R)(6sdrd

"otRmr" qq rs* afisd 4I fr+q 3rtdq etR clq{ri dqlt


