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AGREEMENT by APPLICANT or PARENT or LEGAL GUARDIAN (on behalf of PATIENT)
1) | agree 1o amange my own funds for any follow-up treatment, if so required

2) By affixing my signature o thumb impeession on this Form, | on behalf of the patent (beneficary of grant by Koshika

Foundation). hereby agree and authorise Koshika Foundation and it's Trustees to use/publish/iput-up/reproduce the patient’s
name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any medium,
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4) 1 agree notio hoic Koshika Foundation & It's ¥ustees responsible, in case of falure of treatment/death of patient, during o after the
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5) The amount of financial assistance granted by Koshika Foundation, will be payable by Koshika, after completion of the
treatmentsurgery!medical intervention, directly tothe Hospital where the treatment/orocedure is carmied oul, against bills raised by
the Hoapital,

3. 4R smawem vt 3 @ s e @ B § ood PR R s s W
2EE T U A rEw /e & Pram @ : e

i
i
:
3
;
|

bt Mmammwm
% Frie sfm o 3T B s=a @ ® v
. H oo & R owew £ o




AGREEMENT by HOSPITAL / DOCTOR  gferdies /2F=T a1l FFEH

By affoing hereunder, signature of our Authorised Signatory for consideration of this caselpatient for financial assistance from
Koshika Foundation, we (Hospal / Doctor) hereby affim & accept following:

1) That we neither presently nor will in future avall of financial assistance from another NGO or any other source, for the same
patient/case, to the extent that such assistance granted by Koshika Foundation, If the said assistance is not granted by
Koshika Foundation, in part o in full, then the Hospital reserves it's nght to make up the shortfall from another NGO or any
other source. This confirmation essentially states that the Hospital will not avall any duplicate assistance for the same
pationticase from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advised/conducied
by the Hospital'Doctor on the patient, is based on the arrangement between the patient & the Hospital, and is in no way
influencad by Koshika Foundation, Hence, the HospitalDocter will assume sole & complote responsibliity of the treatment & 1's
outcome & safety of the patient. and Koshika Foundation will have no role or responsibility in the matier. The Hospital/Doclor
agrees 1o indemnify Koshika Foundation from any adverse outcome, qUality claims & claims on account of medical neglgence

efc, In course of carrying out the treatment/surgeryimedical intervention for which financial assistance is granted by Koshika
Foundation.

e wIEtes A onffe guEa @ WiR @ By o8 800 F STie wey et G a sEeEal mr e ey
fan m B va@ w0 w9 Preitee @ g o diga 5@ ¥

9) 1 o TR Aa B e Pred g Sfeer grs2ew A onfls werger wtd on @ R ofe Preft e A wegen S
% I8 W oam @ e wdwm § el T owowed wem @ o w @ weam @ 3 shy A @ e 7 S
afx aift wé werem, e =9 A 51 g = # S SEde @ g ol O B A wwaw @ o sifewre o %

w wn oy 7 uf fd ore W} g o &) W g o ow wedh B R s o A @ o
B @ d@m @ el anfds werww s w0

3) WS ORI W AT W wen faw onfds ¥ semme mro O @ B o geer A R sreng ol ® @
Brad wene € oweft B qr it St vewa # dw W fayg R o Ped o s B e eddem o aafae o
Mfra =i B gui STE, SR oftim, ot It A g w8 qu Wit wesen o o ot ww R 3§ i
FEEE @ B Pramd o oftw of! @) Sifre BERve oo Bed o aema § o & 39w ettt

fafsi e & frow, Pl @ Rl oftwer e Raas o, ot Rt oot @ o i@ mom
e # fm rrows /2T, iR SedE @ gt el @ R ot weea B

RECOMMENDED FOR ACCEPTENCE
IR @ P g
omectSrgerr [ 3y, Avikit Aathaun 0. ol
Or. ANKIT NMATHUR

Senior Consuitant

Ny
3 wﬁ))m (Coseton AR sy BALWIND
y Hespial, JAIPUR
Norayana Mutispeciality
Raga. o, with Sty (Name, Designation IRERBIR Authorised Signatory

s wra aftgr sfverd w1 am, w9 g
FOR INTERNAL USE of KOSHIKA FOUNDATION B wrides @ sirefts awdm & o

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it @ v (1) et % s (2)

%r’ JoNE





{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }


{ "type": "Document", "isBackSide": false }

