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1) By affixing my signature or thumb impression on this Form, | {Apoficant) hareby agroa & authorise Koshika Foundation and Ifs Trusises 1o
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By affixing hereundes, signature of our Authorisad Signatory for recommending this case/patiznt for financi=i dssistance fram Hoshika Foundation, we
(Hospital) hereby affirm & accapt following:
1} that we nelther are presently nor will in future ovall of fnancial sssistancs frem snother NGO or any othar source, Tor the same patiantcass, as we are
requesting to get from Koshika Foundation, to the extant that such assistance (s granted by Koshiks Foundation. If the requested apsistance is not granted
by Keshlka Foundation, In part o in full, then the Hospital ressrves it's right ta miake up the shortfall from another NGO or any other source, This
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fssume sole & complets responsibility of the treatmant & iF's oulcome & safety of Ine patienl. and Koghika Foundation will have no role or respansibility
in fhe mattas,

FA AT, GRS ST ST A W 5w w3 Pl e A et @ = F, T e Creee) P we @ e e e
LR R bR R e L SR LR R R BB R T Y S a———
ﬂﬁmﬁwﬂsﬁmﬂmﬂ“fﬁmm”:rumiﬁﬂahwﬁ"ﬁw-m%m"mmwﬁiﬁmigwﬁMWiﬁm
ﬂm‘rmhmmr&ﬁmmhq’rmmﬁwﬁwmzﬁﬁmmhwqﬁzﬂmwwifkmfﬁmmmﬂﬂruﬂiam
it ven o fadt 5w W T S
L"ﬁﬁmm"ﬂﬂﬁmmmmﬁhfﬁﬁmmmmnﬁ'rimmﬁw&nﬂmmﬁm i
ﬁhwﬁw%aﬁt"!ﬂﬁmm"mffﬁmmEﬁmwﬁtlmﬁimiw#mwﬂn:ﬁ P
5 i A “wivET @ S e w Bt w58

RECOMMENDED FOR ACCEFTENGE
e w e de
Date of Surgery
aterr w1 Wi
12 !"I"-? las (Name of Dr. & Regn. No. with Stamp)
I E T T e e U 1

FOR INTERNAL USE of KOSHIKA FOUNDATION  s1=fts 373

SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
TERR | R T 2

Y A

o

20-06-2025




