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1 ) I hereby conlirm thal all delarls in thrs Forrn are Ttue to lhe besl ol ny lnowledge Any talse stalemenl wrll render my Application & ongoing assislance. rt any

|able for rEaction/cancellatron

2) I solemnty confirm thal assislance rl recerved kom Kosh.la Foundaton w l be used only lo, lhe 'purpose". as stated rn this Fotm. lor which such ass|sttnce

was requesled by me.

iiitriiOi"-n,ir ttt"t I have not A witt not rn luture, avail of reimbursement, rn part or rn full, from any other source/ompioyer/insurance company. of lhe amount

for which this assistance is requesbd

rl d cltqr fir tf6rc rrrq i ftq'r,i sfr fo{'r it lrrrrt * sr{m re qc Efi qf< sli fidol qi 6qr gr< vrqr crdl I ni fr q rdl hrq c'1 q qrtr

u I iimdr qnq-a ffir.6thr6r qEri!l?". i s qr nfl l. rq-or s!?ih Td strq d{:{ d f i t6ql tn.dvclrsqd qs 
'rql 

tr

ora { fu fur errra 11 ,rr mia +1 rri l. iq rfu +r rfrrq cr rq-a frwr ffi q-a d,",f{ciq'6dd 5q* i ? |aql I 3lt{ a 6 cfrq { dllltr) i Itu
AGREEITTENT by APPLICANT ( 3{4r{ Em 6M)

AGREEMENT by IiOSPITAL LrurirF BIrr Enrr )

RECOMMENDEO FOR ACCEPTENCE

;i tuq ffid

(N

Dr. Laxm i Dorennavar
ITMNTI.

nQlglp,ot.Qr

ta o
&

aC
4

tive

oate ol Surgery

t\'

irfre .l-

,\'o
frHd

FOR INTERNAL USE of KOSHIKA FOUi{DAT|ON

SIGNATURE ol TRUSTEE 2

qr$ rmm :
SIGNATURE of TRU STEE 1

qrqi F6rwr t

t ) By aflrrrng my srgnature o. thunb rmpressron on thrs Form. I (Appkcant) hereby agree & aulhorrse Koshika Foundalion and rl's Truslees lo

use/puUtis lut,uplieproduce my name. address. photo E detaals ol the'purpose . lor vrhich such assislance is requested/granled. lh.ough any

medium, rncludrng bul nol ltmited to verbat, p nt, etectronic. lor soliciting donations for Koshika Foundation and/or disseminatrng information aboul rl s

actrvilies/achrevemeflts such usc of my pholo & details can be made by Koshika Foundation beloae or after my lrealment or fullilment of lhe "purpose"

for whrch assistance is being requested
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r$ t nol aulomatcally enttlle me lor recetving or conlrnurng the sard assrstance. The decision lor grantlng and/or continuing the assistance will resl solely

wrth lhe Trusle€s ol Koshrka Foundalron. and lheir decision is lhis regard will be final and acceptable to me
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presently nor witl in-luture avail of financial assislance from onolher NGO or any olher source, for lhe same pationucase, as we are

,jqreit,ns fo Sef fro. foshiki Foundation, to the extent lhat such assislance is granted by Koshika Foundation. lflhe requested assistrBnce is nol granled

Oyiostrift"a fo-unOatlon. in part or in full. then the Hospital reserves il s right to m;ke up the sho(fall from another NGO or any other source' Thls
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resp-onsrbrtrty ot the treatment I ( s outcome & safety of the patient, and Koshika Fowdation will have no role or responsibrlrty

in the matter.
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