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1) I hereby confirm that alldetails in this Form are True to the besl ofmy knowledge. Any lalse slatement willrender myApplicstion & ongoing assislance. if any,

liable for Isjectiorrcancellation.
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,) By afijxing my signature or thumb impression on this Form, I (Applicant) hereby agr€e & authorise Koshika Foundation and il's Trustees to

use/publish/put-upkeproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not timited to verbat, print. eleckonic, tor soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation belore or after my troatment or fuilllment ol the 'purpose'

for which assistance is being requested.
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;ill noi automalically entlue .ne lor receiving or continuing the said assistrance. The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their dgcision is this.egard will be final and acceptable to me.
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lisuru sole a co.ptete resp;nsibility of the treatment & ifs outcome & sarety of th€ patient. 8nd Koshika Foundation will hsve no role or responsibility

{dr, std dR d ftqM F{ yqz I qlfri t, cd "aifira' q{{ qr{t, <H, qrfim $t T(Yc t vs .rfdfrfaril qk ilrf,i.id + fdt f6s s qm qF4q

t ,fift 6ri * frq qfttd tr it vcr 6I frmr ii rtnq * qrd cl rq i lr{i + frq'siRlil srEJrr' c qr* !ifr{-d tr

2) I (qri<r) wr11 i {r!rd (t6 +{ rn, va, shd qt{ ft*tq n fd vtrl-dl * 3(trql { ntra t !i xlil: slTTi i6I rir<r lfi fir,lrr Wq4I{
'aifrr*r' qq sF+ alfisql 6I flotq i{tdq srt{ atq6T0 d.ltl

in the matter.

tqn qfu{"d, ERrqt ft1 ilh t qrcd/t fr 6t'6ifrr6l cra-*m'i frfiq wrq-in t( ffifl 
"1 

rrd t, fci rq (rscml fre voR i qr'< q (atfl 6,{i

l)c[f6rrtydcHdnc{lqfrEa{Fftq{[rq.drtFSlk{{6rttFri{rtrdrrq*nis*lr},ft/qrcd{diqrdrit,&Cfai[Fi'qiRI6I5E-t{r{'
* ffirvtnfr rm * qRs { "6ifrr6r sr{Cyn" ER q<c &i6tr q&'+lfrmr qrr*m" m suq-<r fnfr aftmrr+a tg ild{ 1fr fqqr qrdl t i ifiFdrd

ffi rq lk qrcrt {rqr qr ffi :rq s{Iq-c t sua ti cr rqftr6r( s{frn G-dI tr $ 1& { se I vm t te omre t.frq q<< r< tflArd tg frs1

+R tr{rt dgt qr ffi rr< srq{ i afl dqv+fit

z..qtRrcrsB-+m" t d d srTdr *c€ lsf q rqfr qi*r riff w rwna g(I6 rI{ saE ql Ei ' ?q-{rwfrcl iFl sns t't qi rsdrd

* 11.q 61 fscc t dR "clqmr qrr*m, w ffi y6n cr qi{ <n cff tr rsf{t f,sdrq { tfl * rdrl 5tqt et{ qrt sd nl wt firffi tfr qi rwaro

61 d,t dR ,4itlt6r" d 6i{ tF6l qt ffi rs qq-d { ad riflr

'11-04-2024

APPLICANT'S SIGNATURE OR LEFT THUI'B IMPRESSION I

I

I
o

i.


