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1) I hereby confirm that all details in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assis
Ik for regectionicancefation.
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By affixing hereunder, signature of our Authorised 5ignatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
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1) that wa neither are prasently nof will In future avail of inancial assistance from ancther NGO or any other source, fof the same pallent/case, as we are
requesting to get from Koshika Foundation, to th extant that such assistance is granted by Koshika Foundation. il the requested asshitanca s not granted
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assume sole & complete responaibliity of the ireatment & ['s aulcome & safety of the palient, and Koshika Foundation will have no role or responsibility
in the matler,
mftm-{n.mﬂﬂmimﬁhd'mmﬁ'ﬂmmqmwmﬂt.hiwtmj Py g 8 e w e wa
1) i % 7w st S o s o fafiva s fovel A e dem w T se T @ 3 v F o om A f, W e e e weemt
#ﬁmﬁnﬁﬁmﬁmi'ﬁﬁmwﬂm“mmhhhﬂ"ﬂmmﬂ'mmmﬁ siferRRE B W A few e § A s
ﬂﬂi’lmﬂtmmﬂﬂqmmmimﬂinm'{mmhmft#mmmtﬁsmmmmmnm
At wri e T fse s wne At EmvEel)
3 'ﬁmmwﬁn'ﬂﬂ’erﬁmmmmu&m#ﬁwmw#mmuuirﬂmwwmw
#hmﬁmiﬂ‘n"u‘lﬁmvrr-im"mmﬁmmiﬁmnﬁitmﬂﬁmiﬁ%mmﬁmﬂﬁm
w1 Fit i “wifwt W w e w g o A 8

ST VAT LI7 T RECOMMENDED FOR ACCEPTENGE

O, S . hoMS. DIE e % A el
Date of Surgery ST oMC B2 o,
e .t :',% N

. ame, g Stampanf Aull '
22’|b,£1 (Name of Dr. & Regn. No. with —~ _anbetiall o
T W W R E T, 1 " T e A s
FOR INTERNAL USE of KOSHIKA FOUNDATION S T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

! TR 2

Cp—r” BT

01.07.2021



