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1) I hereby tonfirm that il detsils in this Form are True to the best of my knowledge. Any false statement will render my Application & ongaing assistance, H any,
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11 By sffiing my sigialure or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshiks Foundation and it's Trustees o
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By affixing hersunder, signature of our Authorised Skgnatory for recommending this casel/patient for financial assistance from Koshika Foundation, we
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by Koshika Foundation, in part or in full, then the Hospital reserves ll's right to make up the shortfall from another NGO or any other source. This
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sesume sola & complate responsibility of the ireatmant & It's outcoma & safety of the patient, and Koshika Faundation will have no role or responsibility
in ihe matier

vt s, wemwl WY o @ oAl W Cwifw W @ fafie we by fewion o w &, B o (e B wer # s o sl e

1) W 5 % whwm si R v F i Tweem fed A el wem @ el s i R e it @ o o £ W e e Ceifre TRt
W frefiyofiedy mw o e o “sifire wrstes g o oy T @ i it westee” g e faef sefrmenee By v o e o A s
fislt == i vl wem W fiedt s T 8w A W sfioer e v b e F e v o § e o el we e ol iy e
# werd woy o fedl s wee A Sl A

1 “wifs et 0 w vk meen s fafivn wgfy @ & o w oeeem g ool v w Bl o wrsfen w0 @ Ol o e

# diw W frg @ ol wifew arts po fel wwn s wi e & el s F Oh & e g el o i v
w Wt i “wifrm” w1 W e @ Pl oo o

Date of Surgery
sifgtw = arfe

A4/et ]2y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
S T | = e 2

g i

25-11-2023



