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1) I hereby conllrm thal all detarls rn thrs Form are True to Ihe besl ol my knowledge. Any false statement wrll render myApplrcatton & ongoing assistance. if any.
liable for relectrcn/cancellalion.

2) I solemnly confirm thal assistance. il r€ceived lrom Koshika Foundahon, will b€ used only for the "purpose". as staled in this Form. tor which such assistance

was requested by me.

3) I hereby conlirm thal lhav€ not & will not in future, availof reimbursement, in part or in full, from any othar source/employor/insuranco company. of the amount

for which this Bssistance is roquestBd.
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1) By afiixing my signalure or thumb impression on this Form, I (Applicant) her€by agre€ & aulhorise Koshika Fouodation and it s Trustaes lo

use/publish/put-up/reproduce my name. address, pholo & detarls ot the'purpose', for which such Sssistanco is raquested/granted, through any

medium. including bul not llmiled to verbal, print, electrgnic, for soliciting donations for Koshika Foundation and/or diss€minating information about it's

activities/achievements. Srrch use ol my pholo E delails can be made by Koshika Foundation bofore or after my trealment or fulfilmsnt ol the'purpos€"

for whrch assistance is being raquest€d.

2) I (Applicant) funher agree that any such use of my name. address. photo & detarls of lhe 'purpose', {or which such assistance is requested/granted,

will nol automatically entitle me fo. receiving or conlinurng the said asslstance. The dacision for grantrng and/or conlinuing the assistanc€ will aest solely

with lhe Trustees of Koshrka Foundatron. and therr decrsron is lhrs rega.d will be finaland acceplable lo me
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By affixing hereunder, signalure ol ourAuthorised Signato.y for recommending this case/pati€nt lor financial assistance from Koshika Fgundation, we
(Hospital) h€reby affirm & accept following:
1) thal we nerther are presently nor wrll jn future avail of financial assistance from anoth€r NGO or any other sourca, for the same psti€nvcase, as we are
requesting to gel trom Koshrka Foundalion, lo the exlent thal s!ch assrstance is g.anted by Koshika Foundation. lt the requested assistance is not granted
by Koshika Foundalion in pad or in full, lhen lhe Hosprlal reserves rl s nghl to make up the shortlall from another NGO or any other source. This
confirmallon essenlially stales lhal the Hosprlal will nol avarl any duplcale assistance for the same palrenl/case trom any gth6r NGO or any olher source.
2) The assrstance from Koshrka FOundaliOn rS only frnancral n nature The Cholce OI the trealmenvprocedure advised/Conducted by lhe Hospatal On the
patient. is based on the arrangemenl between the patrent & lhe Hospital, and is in no way influenced by Koshika Foundation. Hence,lhe Hospitalwill
assume sole E complote rosponsibilily of the treatment & it's outcome & satety of lhe patr€nt. and Koshika Foundation will have no role or responsibilaty
in the matler

rct qfr{d, rRlqr0 61 id( { qrqd/t'fr 6i 'df{r6r srrdfi" d frfdq earo tg Mnr d wfl t, fird rq trw<ml he r*n t crq q S6R 6{t tr
l) qr fd c d crqr ql{r fr qfrq { frfdq {aq ffi rtr s{fit rtrcn qr ffi q-< ela { am ririnrqd il di ql d ri t, **torqt "Etflrnr srr*!rr'
d ffiflffid s€ $ sqq { "a1ftm qa-*n' fl qqc t{ f{ tt qR "6lt|6r srr€rlr" Em wrq-m tffi or&mm*e i1 rqr rfl f*qr q t ii q{{ fi
ffi ir{ lt{ sI6I0 *qr cr BS lrjq r:mrq t snq-n di 61 3iFr6II g{tR {s- re fc { ee ea wn t fc .x{ryirfl tr&c q<< T*r ttmcd *{ FF0

iI {r.610 del q ffi r< srrrl d Td dqr.d,flr

2. "slfrIsl sr.*fi" * d d q[rr *s-d frffl r'{ft +1 lr tfr c( rwtrd gm { d rsn cr frFd,ra sq-s&qf6'e 6r Tirs ri't qre rq 6

* {-s m Evq t dn "niRrcr vrs-*m" gm ffi
61 d,fr qh "dftm' +1 cii ttu*r q fcE+<rt tq q

s+{ <rc rd tr vcH rwdrd { ti d rsrq $$ dr qri qd sl {r0 firffi trfl qc rsdra

d dflt

10.03.2022

Date ol Surgery
qtcim 61 irfrs

tlefzz

4fr


