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1) | hereby confirm that s/l detalis i this Form are True to the best of my knowledge: Any false statement will render my Applicotion & ongaing asslstance, if any,
labilg for refectionicancallation,

2) | salemnly corfitm thet assistange, If fecelved from Koahiks Feundation, will be used only far the “purpose”, as stated in thia Form, lorwhich such assistonce
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fior which this sissistanco 8 requested,
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11 By aflixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and (i's Trustees to
use/publish/put-uplreproduce my name, address, photo & details of the “purpose”, lor which such asgintance s requestadigranted, thraugh any
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with the Truslees of Keshika Foundation, and their declsion is this regard will be final and acceptabl to me
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By affining hereunder, signalure of our Autharsed Sgnatory for recommanding this caselpatient for finanlal assigtansa from Koutika Foundation, we
[(Hospital) hereby afinm & accept following:

1) thest wa neither wra pressntly nor will in futurs svail of lnanclal assistance from another NGO or any other souroe, for the same petlent'case, 0s we are
taguesting to' get from Kashika Foundation, (o the extan that such assistance is granted by Koshlka Foundation. If the requesied assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right o make up the shortfall from another NGO or any other source. This
conflrmation essentially states thal the Hospltal will not avail any duplicate assistance for the same patlenl/case trom any other NGO ar any ather source
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in tha matler

it g, weamd w) i d swAd it st W@ fafie s o et o ad #, TR e (emae) T e @ owe S wiemow

1) W T T A e S o s A fafre e fee ol e w el s v @ T e d @ om Ao 3 e e st s
# famfmdnafs v & way d “wifrw we oo R A e d AR s e g s e St i e T e o # s
Fave = v e w TR e e | e A2 s sl e s e g o me s em & T osmo i o e i gy el
W wownt e W fae e e # o wnE

2 “aifw aree " @ S o s ettt i ) R o peem gm o wem m o avemeiEn w o i o e

w a1 f § s wifom wraea” o fall wen W Wi tam o & s s F b % g gan s s A W) i el o6 o s

w1 v sl “wifrm” @ vl sfee ow Prcled mm oot | S ow

RECOMMENDED FOR ACCEPTENCE
=gl F Ty weg

Date of Surgery | Regd,
HITEA ] A - S1Ic0ma Dr. Shrof:‘g Charity

.egd * 21310 ita) Desigaation &

24 -f- 73 %%h‘ﬁfﬂl‘ H‘J Darya Ganj, aqbebalt af
-u-'ui J‘-'] 135“"1}“% pad
O ?nﬁ‘ INTERNAL USE of ucssmm FOUNDATION  aaftss 39m #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | =l w2

o7 s

11-04-2024




