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JEC!.ARATION by APPLICANT or PARENT or LEGAL GUARDIAN {on behalf of PATIENT)

1)1 havi requested financial assistance from Koshika for treatment/surgery/medical intervention for, \A€.€men .. whaois related to
meas. HEcwa {:{.'mmhh}J rther confirm that | am legally authorised to make this declaration & below-mentioned '‘Agreement on

_ behalt ufthe patient {hénsﬁciaw offinancial assistance by Koshika Foundation) '

/ 2)I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application &
ongoing assistanca, if any, liable for rejectionicancellation.

3)1 solemnily canfirm that assistance, if received from Koshika Foundstion, will be used only for the “purpose”, as stated in this Form,
farwhich such assistance was requested by me.

4]l hereby confirm that | have not & will not in future, avail of reimbursement, in part orin full, from any other eource/
employerinsurance company, of the amount for which this assistance is granted by Kashika.
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AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)

1) | agree to arrange my own funds for any follow-up treatment, if so required

2) By affixing my signature or thumb impressian on this Farm, | on behalf of the patient (beneficiary of grant by Koshika
Foundation}), hereby agree and authorise Koshika Foundation and it's Trusteas to use/publish/put-u pireproduce the patient's
name, address, photo & details of the "purpose”, for which such assistance is requested/granted, through any medium,
including but notlimited to verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating
information about it's activities/achievements. Such use of the patient's phato & details can be made by Koshika Foundatian
before or after the patienl's treatment or fulfilment af the “purpose” forwhich assistance is requestedigranted

3) | {(Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, forwhich such assistance
is requestedigranted, will not automatically entitle 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 decision in this regard will he
final and acceptable lome,

4) lagree not to hold Koshika Foundation & it's trustess responsible, in case of failure of treatment/death of patiant, during or after the
surgery/meadical intervention

5) The amountoffinancial assistance granted by Koshika Foundation, will be payable by Koshika, after completion of the
treatment/surgery/medical intervention, directly to the Hospital where the treatment/procedure is carried out, against bills raised by
the Hospital.
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AGREEMENT by HOSPITAL / DOCTOR  &f&ded /2y BT STHY

By affixing hereunder, signature of our Authorised Signalory for consideration of this casefpatient for financial assistance from
Koshika Foundation, we (Hospital / Doctor) hereby affirm & accept following:

1) That we neither presently nor will in future avail of financial assistance from another NGO or any other source, for the same

patient/case, to the extent that such assistance is granted by Koshika Foundation. If the said assistance is not granted by
¥oshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from anather NGO or any
other source. This confirmation essentially states that the Hospital will not avail any duplicate assistance for the same
patient/gase from any other NGO or any other source.

2} The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted

by the Haspital/Dector on the patient, is based on the arrangement between the patient & the Hospital, and is in na way
influenced by Koshika Foundation. Hence, the HospitaliDoctor will assume sole & complete responsibility of the treatment & it's
outcome & safety of the patient, and Koshika Foundation will have na role or respaonsibility in the matter. The Hospital/Doctor
agrees to indemnify Koshika Foundation from any adverse outcome, quality claims & claims on account of medical negligence

gtc, in course of carrying out the treatment'surgery/medical intervention for which financial assistance is granted by Koshika
Foundation,

FIEER FHEIIE F AEF "EE S Wi F e gw Su A FoaagEs w@EY e Oiag sEETEG &6 A SwET
fpr o ¥ g@d =R N FrSRRT # W A W S 6o

s) i 3 I oEE & e Prew g e eE2ee 8 s meree aih s v B oo el o § wsEme o
7t ¥ oag e o 9 @ =ud adue 8 R T weEd g 9 o d@e F wermar &0 R oo A 6w 1S
afs A+ 72 wewEan, e = 8 @ 9ol =Y § Fide wEEeT # o T8 O B O svaew i 9n sifumre ern B
T Y T T WY G o We | o e o | g9 gt At ow Fed § fF osvoem o S &
Bredt off dim & Sedt onfds wermn gra 81 w00 )

) FIERT FESA ) HEREN H WET faw e ¥ swe &1 O B R S g B s st & oan
Fral g & @ B ge 6 $ pemew & g o Bem B ooi Eh 6w F Fiiem seEe & ot
A T B zaf aTEre, sew oneemm, o 0 @ gen w o o e @ e o gh fam § e
FIEEYE F FE BTEEET O i e &0l SifgE wEEse = Pred T weme & YO8, 39 e /A s
Rl wde F s, B @ Ao ofem AEen B amn, o Rl seedt § s 2@ eTEe
s & Fiu ev ST, S wEte S guiee T % ool /e #

RECOMMENDED FOR ACCEPTENCE

e & R G

Dile ol Sty D Sal - M. Fanthile Forma U T hanan
¢ e gl BO LVETN
i | Dr 3y nslunds Freilitey Distclon
For NARAYAMAH Dm.a.mm LTD,
13 )2e19 "
F‘k RRSIWALA Authu*n*ed Srgnatary
\MS, M.Ch., DNB, FIACS
| By, Cnnsullanl Cardiac Surgeon
(Name of Dr. & RegRdip. Nath £2558) (Name, Designation & Stamp of Authorised Slgnatnry
=iy MEsenadfutispesiatityfesgital, JAIPUR on hehalf of Hospital)
; EAR &1 Mg A A, T R
FOR INTERNAL USE of KOSHIKA FOUNDATION FIT¥E T13s9M & &iis 3w & fan
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= & awE (1) = % e (2)




