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1) I hereby conllrm lhal all detarls i6 lhrs Form are True to the best of my knowtedge Any false statement wrll render my Apptrcation & oogoing asslstance, jf any,
liable for rejectiorrcancellation.

2) I solemnly confirm that assistiance, if roceiv€d from Koshrka Foundation, will be used only for lho "purposg". as slated in lhis Fgrm, for which such assisianc€

was requested by me.

3) I hereby conlirm that I have not & will not in futurc. avail of rarmburssment, in part or in lull, from any oher sourq€/employer/insurance company, of the amount

lor which this assistanca is requgstsd.
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APPLICANT'S OR LEFT THUMB IMPRESSION

ffln

By aflixing hereunder, srgnalure ol our Authoflsed Signalory for recommending this case/patienl for financial assistance frorh Koshika Foundation, we

tHosprlal) hereby aff,rrn E accept followrng
1) thal we neither are prasently nor wrll in future avail of linancial assistance from another NGO or any olher source. for lhe sarhg patient/casg, as we are

requesting to got lrom Koshika Foundation, to the extent that such assrstance is granted by Koshika Foundation ll the requested assistance is not granted

by Koshika Foundation rnpartorinfull, lhen lhe HospLlalreserves rls fighl tomakeup the shoniall lrom anolher NGO or any other source. This

conflrmalion essentrally stales that the Hosprlal will not avarl any duplicale assislance for the same palrenl/case from any olher NGO or any olher sourc€

2)The assistance from Koshrka Fo!ndalron rs only inancral rn nat!re The chorce ol lhe treatmenUprocedure advised/conducted by the Hospital on the

patient, is based on the arrangemenl belween lhe patient & lhe Hospital, and is in no way jnfluenced by Koshrka Foundation. Hence, the Hospitalwill
assume sole & complele responsibility ol the lreatmenl & it's outcome & safety of lhe patient, and Koshika Foundation wrll have no role or r€spansibility

rn the lnatter.

tct qfufd, rRlst qi *{ i crrd/t fr 6l "6lfir6r $rs-C{H" I Efrq err<r t{ ffi{ d wa t, fir{ w (rwdrd) F{Ei lr6n t qr{ c RtdR 6{i

t)qrf{?dT{qrifirflqffeifrFrqsfiq-drffirnqmrtdsrccrffirardaisRrtff/qcd{dtqrdril,iifttci"s'ftTrsG-*fi"
d ffi{/ffi rft d sqq d "qifrror sre*n" gm cqc tE B tr qR "olftmr sr.dyn'r Em {rwdr tfih wfi6rr+a tg r5t lfl fcql crfl t ii lrwdrf,

ffi rq ltr q{6rt drq qr ffi rm c-*nn i qnqdl di rr afurn gGn rs- tr v( Ift { qe 6F qr t ft qsirs E&q q< 36 rtlt,,c,Icd t{ ffi
lh xrdro rfrcr q ffi .rrq {rqr i rd d:n/d,flr

:. "qifrmr vn-*n" i d ,r{ str"rcr +sd trdq ir{h ql tr rifi vr rwcn r{t i qi {-dtt qr H ,rd sq-srvfiqt qt T{c Im qs 6w a

+ii <nc rd veH rsara { r}'r1 * ren qR{ qk qri qri +1 srfr fir+rfl ri,ff cc rmro

f,
* sls 6r tccc t sih "*lfrm srr€YB" rm ffi !F5n 61

d d,t *{'6ttm' 6t qli ltu6r qr ftq<r0 !q =rd d,tlt

RECOMMENDED FOR ACCEPTENCE

ffi + f<q iiqfdt
lry

Mr. Lakshmipathi N

,nit ct snm*Eif
(N

# i6rM. Thimffi

Signatory

Are:i

Consutlant. Medical Superintend€nt,

or--Naj=h B N

1*l*

Date ot Surgery
qiqt{r qi iTfr€

F0R INTERtIAL USE of K0SHIKA F0UN0ATI0N innfcd 3rsh tq

SIGNATURE of TRUSTEE 2

qrd Effim z

SIGNATIJRE of IRUSTEE 1

AIS 6RW I

4-F

1) By aflixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & authorise Koshika Foundation and it s Trustges lo

use/publislrpul-up/reproduce my name, address. photo & dgtails ol the 'purposo', for which such assistance is requested/g.anled, through any

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

activilies/achiovements. Such rJse ol my photo & details can be made by Koshika Foundalion belore or atter my keatmenl or fulfilmenl of ths 'purpose'

for which assistance is being requested

2) I (Applicant) further agree lhal any such use ol my name. address. photo & details of the purpose' lor which such assistance is requestgd/granted,

will nc)l automalically enlitie me for receiving or conlinurng the said assrslance. Th€ decision for granlrng and/or continuing the assislance virill rgst solely

'/yith the Truslees ol Koshrka Foundalron and lherr decrsron is lhis regard vJill be linal and acceptable to me
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