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DECLARATION by APPLICANT. 3THTR AT wen 1-

1} 1 herghy confirm thal all details in this Form are Troe to the besl of my knowledge. Any false stalemant will rendsy my Application & cngoing assislancs, 1T any,
liable for rejectionfcancallalion.
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1) By affining my skgnalure or thumb Impression on ihis Form, | (Agplcant) hereby agres & authodize Koshika Foundalion and it's Trustees Lo

useipublishfpul-upireproduce my name, address, photo & details of the purpose”, for which such assistanca bs requastedigranied, through any

medium, including bul set imitad 16 verbal, print, elactronic, for solicling denalions for Koshika Foundalien and/or disseminaling Informallon about if's

acliviizesachievements, Sweh use of my photo & datails can be made by Koshika Foundalion befare or after my treatment or fulfilment of the *purpose”

for whlch assistance is being requesied,
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Ey affring hereunder, siqnature of our Aulhorisad Signatory for recommanding this caselpatient lor financiel assislance freem Koshika Foundatian, we
[Hespital) hereby affirm & accept following

1) that we neithas are presently nor will in future svall of financial assistance fram another NGO or #ny other spurce, for Lhe sarme patientcase, 83 we are
requesling to gel from Kashika Foundation, 1o the exlent that such assislancs 15 gramted by Koshika Foundation. if the requested assistance is nol granted
by Koshika Faundation, i part or in full, then the Hespilal reserves s right to make up the shortfall from another NGO or any other saurte. This
confimmation essentially slaies thal Ihe Hospital will ngl 2vail any duplicate aszietance for the same patientfcass Irom any other HGO or any othat saurce
71 The assistance from Koshika Foundation s only financial in fabure. The choice of the treatment'procedurs advisedfconduclad by the Hospital on Iha
paliant, is based on tha arangemant betwaen the petiant & the Hospilal, and is in no way influanced by ¥oshika Faundation. Hence, the Hospital wil
assume sole & complale responsibility of the treatment & it's oulcame & safety of the palicnt, and Koshika Foundation will have no role o responsibility
Ir e meatter,

mmqu,mmmﬁm&-ﬂwmm"ﬂmmﬁmﬁmi,mﬂ<m; fawr oW ¥ WR 3 o w0 2

1} X 5 3 0w A f e s e PR A wret wes T feeh s v @ TR AR R m oA w3, 9 fe o R e
§ frwfuhem T % ¥ “wire s ey iy s i afe srdvet g A ek e A By Tt T e o & s
ﬁﬁmfrrmrﬂ#muﬁmﬂmmmflmm#rmmmmtlmwﬂmmm%ﬁwmmmmﬁmqm
%1 wiwd wem W EE I T A A e

7, "R mﬁ"ﬂﬁ'r?rfﬂmmﬂmﬁﬂmwgﬁﬁhﬁmmmﬂﬂmwﬁﬁnﬂmwﬁmmwﬁﬁm

% v 31 g & i S ST p e e e i v T o ik o v gom sh s o = il v it v e

1 v e T # = e W e m}{mﬁwﬁ;

a RECOMMENDED FOR ACCEPTENCE |
VRt % fam sl e
e

Date of Surgery Dr Nagesh B N "

st F A Consuhant, Medical smﬂ ol #
fll i
134 lay {Gmea- = . {Nsimie;Designation & Stamp of Authorised Signatory

Bk

=L LT 1‘1' 1) Trll .. N'I' mﬁmh‘ﬂ
s W23 " v SR st
FOR INTERNAL USE of KOSHIKA FOUNDATION  BFf 37l 2]
SIGNATURE of TRUSTEE 1 SIGHATURE of TRUSTEE 2

AT TE 2

7 AT

01.07.2021




