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1} hareby confirm that all dedalls In this Form ara Trug to the best of my kngudedge, Any falsa stalament wlil render my Applicatian & angoing assislanca, if any,
liabda for rejactonicancelation.

2} | sehemnly confirm that assislance. if recaived from Koshika Foundation, will be used only for the “puipoes”, ae slated in this Farm, for which such assistance

was reguested by me, ]

33 I nereby confirm that | have not & will nolin future, avail of reimbursement, in pan o in full, from any other sourceiemployarinsurancs company. of IRg amount

for which thig assistance is requested.
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1) By aflixing my signalure or thumb Impression on this Form, | {Applicant) hereby agree & suthorise Koshiks Foundalion and It's Terstass 1o
ugalpublishipul-ugirepraduce my name, address, photo & delails of the "purpese”, far which such assistance is requastedgranted, through any
medium, Inchiding But ngt limited to verbal, print. slactrank, lor solicifing donations for Kashika Foundalion andfor dissaminating tnlormation abou! it's
activitiesachievements. Such wea of my pholo & details can bg made by Koshika Foundation beforg or alter my treaiment o fulfitment al the “purpose”
fuar which assislance is being requesiad.

23 | (Applicant) further agree hal any such use of my name, address, photo & detalls of the “purpose”, for which sush assislance is requastadigranted.
will ret aulomaticaily antitle me for naceiving or cominuing The said assistance. The decigion far granting andtor continulng the agsistance will rest salely
with the Truslees ol Koshika Foundation, and thewr decizion |s thls regerd will be final and acceptable to me,
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By aflixing hareunder, signature of our Authorlsed Signatory for recommending this sase/patient for linancial assistance from Koshika Foundation, we
{Hospital} heraby atirm & accept following

1] that we neithar are presently nor will in future avail of fingncial assislance Irom ancther NGO or sny cther sourca, fte the same patientcase, as wa are
raquesiing io get from Koshika Foundation, to the extent ihat such sssitance is grantod by Koshika Foundation, If the requesied sssistance is nol granled
by Koshika Foundation, in part or in ull, thon the Hospital reserves i's right lo make up ihe shortiall from anothar NGO of any other source. This
confirmation essentially stntes thal tha Hospital will nol avall any duplicale assisiance for the same patienlicase from any ofher NGO or any other soure
2) The essistance from Koshika Foundation is only financial in nature, The cholcs of the treatmentprocedure advisediconducisd by the Hospital on the
patient, is based on the armngement between the patiant & the Hospital, and I8 in no way influenced by Koshika Foundation. Hence, ihe Hospital will
ansuma sole & complete responsibiity of the treatrment & §'s culcoms & safety of ihe pationt, and Koahika Foundation will have no role of reEpormibiity
If 1he matter,

Tt S, wrd # A A TRArt e et A fafm e b et @ e, e (e freowew A = 3 =en w

1] 7% fF 7 8 miom e 3 ot e 2 i wenmn firet e o See @ el s i o e o o o o £ 48 R wn e e
3 famimfasfs A 2 7oy *Fiffe wEmT g e 8 e b ok “wifvw wERm g s e sifm e B e T T wm d A e
ﬂﬁﬁmhmﬂmtufﬂﬁamm'&mmmﬂiwrMWmilwﬁhﬂmmmiﬁcmmmmﬁmmﬁﬁgﬁm
F wwr v @ Pl o AR R Ama

2 “Fift wEETET @ v e e fafrr vfe = W o o o wee R R sTmaie 9T R o e

F = favw # i e TRt g R e W Y o R 4 el e S e o sl e o W e O o v

ﬁmm'ﬁﬁm"ﬁmﬁmmﬁﬂtﬁmm;_?M|

T

( /RECOMMENDED FOR ACCEPTENCE o

- E W fog wgly {HL :
Cate of Surgery - = Mr. Laxshmipathi M
Afeee F Lr MRagesh B N Manarger hireach

Consuftant, Megical '-'--,ai."""_ e [Mame, Deskition & Stamp of luihﬂﬂ*'ﬂ! ,'H"“ID'T

R 20 mﬁﬁ’fﬁﬁmﬂﬂﬁlﬁ%’“ﬂl (4 0l om et of Hosphat)

L

(AT B TR A T i e # 1A, Tam o e s ST e
FORTNTERRALUSEEINGISHI KA FOUNDATION il Fwi &9
SIGHATURE of TRUSTEE 1 SIGHATURE of TRUSTEE ?

A FEE 1

v EAE

24.09.2021




