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111 by confier that ol details i ihes Form ars True 1o ihe best of my knowledge. Any false staiement will render my Application & ongoing assistance. |f iy,
liishée fow e i
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1] By affising my signature o¢ thumb impresaion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trusiess 1o
use/publish/pul-upireproguce my name, sddress. pholo & detads of the “purpose”, lor which such assistance is requesiedigranied, through any
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By affiing hereunder sgnature of aur Authorised Signatory for recommanding this case/patient for financial assistance from Koshika Foundation, we
|Hospitsl) hersty affirm & acoepl following:
1) thst we nelihar ame pressntly noc will in future avall of financial assisiance from anoiher NGO or any other source, for the same patientcase. B8 we afe
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by Hushika Foundation, in par or [ full, then the Hospltal reserves I's right to make up the shorfall from anclher NGO or any other source. This
confirmation essentinlly states that the Hospitsl will notl avall any duplicate assistance for the same patienticase from any other NGC or any othar source
2) The assistance from Koshika Foundation is only Snancial in nalure. The choice of ihe feaimentiprocedure advised/conducied by the Hospital on he
pateenl, is bassd on the arangement belween the paien! & the Hospital, and i in no way influsnced by Koshika Foundation. Hence. ihe Hospital wil
nssume sole & complele responsibility of the freatmaent & s cutcome & safaty of tha patient, and Koshika Foundabion will have no role of responsibelity
in the mater
vt afienn, wewd W s f SR o sifieen wTstv” A fafi wwren oy et ot ol B, fsl v (rmen) Fe v @ we e elen s b
1) W E 3 W wies sl o wie F S meen Pesll d woel e w T s W A T e d & ow A o 1, e eR e e
A ffonfvads T % w4 Wit st g e by e d ook wfre st g wer fef s § wE 0 few w § o s

ookt s e el o w et orm W @ e S ow s e o b s e o e v w § e s it wee T ooty fed
b wrndt viom m Tl s wvey A o B

: “wifere wredvR” | o o wwrn W fafien ol @ b ol oo veem o 4 of e w e armafee W o ol
o e P B ol it wrratet g el we w wh onn ol ) sl g o del o e e she s

1 it o “wtfw # o qftn w frcind oo F ol .;,"5_*.-** %.
RECOMMENDED FOR ACCEPTENCE S T Y
i ® feu s gl
Date of Surgery é&l‘ > &
M“]ﬁ' s \ . \ ™ \'.ju.x
e e i iy -
4{2‘1 (Name of Dr. & REg 4 on behat of
TR W AN W v A a3 W W e g i
FOR INTERNAL USE of KOSHIKA FOUNDATION  r=iirs, 3w 11
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | TR 2

r

/ FAT

18-08-2024



