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1) | hereby confim inat gl delails in this Form are True to tha best of my knowledzs. Any fatse statemant will rander my-Applisstion & ongoing assistance; i any,
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2} | selemnly confirm fhat azsistance, i received from Koshlka Foundation, will be used pnly for the “purpose”, =5 stated |n this Form, for which such assistance
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3) | haraby canfiem (fal | have nol & will nat in fulure, avsil of reimbursement, In part ar 4 full, from any other sourcedmployermsurance company, of the amount
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1) By atfixing my signaiure or (humb impression on this Farm, | (Appilcant) kersby agroo & authorse Koshiks Foundstion and I's Trustess ta
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1) that we neither-are presently nor will In future avall of finsncisl sssistance from another NGO or any other sourca, for the samea palfent/case, as we ane
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patient, is based on the arrangemen batwaen the patient & the Hospital, snd |s In no way Influsnced by Koshika Foundation, Hence, the Hosgital wil

a3suma 5ola & complete respensibility of the treatmenl & it's outcoma & safaly of the patient, and Keshike Foundation will have no role or fesponsiblity
in {he matiar

Tt S, vl W W R i wre A Ffte e oy feetor =2 o 8, el owm (v e v e o s w0 6

1) e {7 o S 9 ff wiee F fafier s fe e owend des o e s s S o diemd F o @ O, W T v i S
# frrfrviefs o % woni F “sifem s g wes iy fie §1afs s s g wem S Sl 8y v w6 e W
firdlt s et ween W feell s e @ e W s gl e T e O we e o wore il W = A by T
¥ sl wtem W TRl s A A AR S

2. Wi w9 @ e e fi s owh w v o o of see o ek omoasrmsfen e

= W w1 v ah “wife et e e s g § gl wms 7 il v g s s L
=1 § s “wifem” W e @ fedd o et F s e ¢

0", PRA I REGOMMENDED %22 ACCEPTENCE \ l Adr st ] 2
Dato of Surgary iv.d.8.5,0W
Mame, D 3
;5(’ /2 f:{ g {Name of Dr, & Regn. No, with Stamp) s “hmﬂﬂ“ pital) e
TR W A A TEE S A 1 ™ g e st
FOR INTERNAL LISE of KOSHIKA FOUNDATION  s7=3ii% 3w ﬁ
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) T | =1t FE 2
fﬂ e i

20-08-2025



