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TOTALANNUAL INCOME :
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"PURPOSE" for REQUESTING ASSISTANCE:
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Medical Reports/Prescriptions Attached
t qrfr fr1,r$ cfr+fl tr$ ro,r

ASSISTANCE BEING AVA]LED for SAME
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APPLICATION DATE:
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?,ti^?*t:":r[iffi:,:il ,rffi.H,Hl," ,o ,n" best or my knowredse. Any rarse statement wirt render my Apptication & onsoins a$sistance, ir anv'

liable for rejection/cancellation.
2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose", as stated in this Form, for whieh urch assistance

was requested by me.
Siit eritc*nrm tnat t have not & will not in future, avail of reimbursement, in part or in full, from any other source/employer/insurance company, of the amount

for whiqh this assistance is requested.
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AGREEIIEIIT by APPLIGAN I (qSqs' grir H,"{R)

use/publish/put-up/ieproduce ,y nar", address, photo & details of the "purpose', for which such assistance is requested/granted, through any

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

activities/achievements. such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) further agree thai any such use of my name, address, photo & details of the "purpose", for which such assistance is requested/granted,

will not automatically entige me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decisidn is this regard will be final and acceptable to me.
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APPL|CANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

or'&ffi d 6kris{ qt w13 ql f*vrn

(l-triopital) hereby affirm & accept following:
i ) that we neither are pr.runu-yioi *iit in"tuture avail of financial assistance from another NGO or any other source. for the same patient/case, as we are

requesting to get from Koshikj Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted

uix"inixl Fo-undation, in part orh full, then the Hospitat reserves it's right to mike up the shortfall from another i'JGo or any other source. This

confirmation essentially states that the Hospital will not avail any duplicaie assistance for the same patientjcase fiorn any other r"JGO or any other source'

?l rhe assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/ccnducted by the l-lospital on the

patient, is based on 11e ananlement between the patient & the Hospital, and is in no way influenced by Koshika Foundaticn. Hence, the Hospital will

&ssume sole & complete resp"onsibitity of the treatment a ii'" ort.ori. & safety of the patlent, and Koshika Foundation will have no role or responsibility

in the matter.

?qrt mfgr{a, E€rqI$ q1 s*{ t crrd^tfr i61 "slfrrfi sTr€{Fr' t fsftiq E.drrdr i-{ ftFFlfur 61 qrfr t, &rt ar (aqara) f*e v-qn d q-q q rqt*n mt tr

i)q€*.q*qdqnstprflqfuq{fqirqwaqm*lq16rftdrqrccrftisirqdate-*{tftrqT{Aqt}<rd€t,itfd'Eq'i"sifusrv,rs€vR'
e ffi.F1frq,46d sqfl d {qq {'6}ftrfl qr6{q-qr 6nrrcc 6g t+ tr qR sqifrrfl sTs+H" 6RI (6Frff ftrdil srfrrs'/qm-a ig q-g rfr fmqr sTdl t d srsdK

fqaft tsrq +E €{si.fr qPtr qr ffi qq y{rrrFr t vsr.rm ti or orftrdR g{fsf, {s-dr *r w \fu { se q-a qTdI + fu"o1wdrm fuflq qqq rfri t'ft/crc-d ig ffi
& Tt*rt( $TqT qr fs,* Br:t qltFt * rfr d.nr$,frt

?. "E1friEir qr$d{rt' t d'r{ wrqm **o fsPdc r{fr q1 tr tfr c{ rsrdler ERr { d serc qr H'ri eqqneffiq ffi lrFI t'ft W r+q-ma

dd-qsirf{sqte{h,,6}fri-fi[srg*{H',Er{rffiy-onaqtiq-{Erfrtr vsfuirwrrc{tft+{drqE{slT3+(3Tr+ffid€rfrfiffitFfrqs6sdm
61 Etfr oiR uqlftrnru 4i d{ $ffi cI ft+<rt Vs qrc-d { rfr dftt

RECOMMENDED TOR ACCEPTENCE

rffi+fflffin
Date of Surgery
qichn d f,riid

tel+ lrr

DAGARABKISHEK B.

--I 
FIIdlc'r

qdft*EE{Eliffir<;rr No' : oMc-i i3oo

SIGNATURE ofTRUSTEE I
qrsmm r

SIGNATURE of TRUSTEE 2

ersimfr{ zw P*,4-ff
11.04.20',17


