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1) I hereby confirm lhat all details in this Form are True to lhe best of my knowledge, Any false statement will render myApplicauon A ongolng asslslanco, if any,

liable for rcjecliory'cancellation,

2) I solemnly conlirm thal assistance, if rec€ived from Koshika Foundation, will be used only for the'purpose', as stated ln thls Fo.m. ror whlch sudr ssslstarce

mewas byrequested
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(Applicant) hereby agree & authorise Koshika Foundation and it's Trustoe6 lo

s of the 'purpose', for which such assistance is requestod/granted, through any

soliciting donalions for Koshika Foundation and/or disseminating information sbout ifs

made bt Koshika Foundation before or after my keatmont or fulfilm€nt orlhe'purposo'

for which assistance is being reques(ed.

zJt (nppticant) furttrer agreJthat any such use of my name, address, photo & details ofthe'purpose', for whlch such asslstancB ls requsst6d,graniEd,

wilt noi automiticatty enti e me for receiving or continuing the sald assislance. The decislon lor grantlng and/or continulng the assistanG€ wlll rost sololy

with lhe Trustees ol Koshika Fourdalion, and their decision is this regard will be final and acceptable to me.
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t) By afrxing my signature o. thumb impression on this Form, I

use/publlsh/put-up/reproduce my name, address, photo & detail

medium, including bul not limited to verbal, print' electronic, for

activities,/achievements, Such use of my pholo & delails can be

iqrn<+ t{nr61

AGREEMENT bY HOSPITAL (Egffi TR SIR)

tn srtrfr ritqt qI ffi erq srqi i .rA +rAfrt

z.'+ifirm vrr*m" t tff d sil{il +qi{ tsffi qfr *1tr t'fr x ream wd.,r{ mn qr H 'ri sqslvrfrql w $rc tt G fqila

*qtsflfrcctel*.Biftm.*rr€yn,,EK1n11rm*,q+iu.Ts;rfr1:s6treqarg{tfr*rdq{1qIqt3{IiqaqiHrtffit',ft(ti{drc
ql tt rl ifR'slfrm'61qt{ YFm 

ql ftffi !q qmi { r0 *'tt

nllrma
ik

ikaKoshan cialn s5L from Foundalon,stanceatien fommen d lh cat5Si n t0 fo reco sei pethoris d ng5er n lua ofre ou ryffixia hereund g!ngBy
oY. nacce fohe aflirm p srebyospital(H

as aresame enVcasec s0 thlorGN oro tho urce, pati
ss cestan mfro othanat o CLfinan aal nytulu reres ILen nothat ner her p v notISth e assistanceestedn grantedikash oF ndatu ro requn IS d Kotha ucs ash sta cesrto he xte nt 9.4 byelarKom sh Fka n adn 1o frore getquesti s This:{ 0 an source.othermfro e GOanotha uke th s 0h rtfall vIVES t's ton e H ita e pthe th rightn a crrl n fun pCUF dat ohiKos ka pby source.otherorNGOnUca miro otherthfor same e anytlcate istanass anyAVnot a a 0 pah He OS taati la es ny pltl18esslion en oco ly theonned/co uctedd tharocedure dvis Hospitaloilce treatmethe bynan Thture che o nvpon nlina cla 0uF dn tionsia cen rom sh lyKo2 aThe ss thehKos Fika uo onndati Hence,nfluenced HdspltalItal and tnls no& Hthe 0 bynbetwee eth a tienn arranhe e em nt pbasedls o psatient,p

or sion h n0ave roledn hKos Fika uo respo0 bllltyndatlthof e eati atcom safe& nt,rea me n it& 0u psb ol e tyihcom tele res NSssum & Itvsole p p0

n altemthe
Et6rts tr6dliI6R qI{f{qqresl fddt EqftTC"ilftfdc ffiqrtqrs€${si 6rftr6tsuld qrqfi^hfttremtEct lqfu{d

sn-*r'ElftrelnqI +n Eqi{ri,i,rTE( d,i rtTn(o{rr sqil*qIll{zlFl ffi+{ffi Rr+Tflfrifc{ ftfidIdR{dfi d 'fsoJtit ilq6
ir€Gr€srdlt{qr d3

rE1ffi( 3Tftmzgeosr.dfi TiTqifl ts F$id +lftror ERIqRr{((ERIq,EN slfrl6 Frs-erni *dBftItsslfi{I/ffidt ffiBKI tt,qrrdirdl sTgdtaf6 q<RftcFTE{ 66I + ts
6lEdr {s4,I 3llr&rtI]:glWl rdrmll XeqIg{q ot:I $ftiffit(sITI {-r6Ttts

RECOMMENDED FORACCEPTENCE

ffi + ftq d<rd

{N

Mr. LakshmiPathl N

(A unit

Slgnatory

Area

Xilr'
Dr. Li,xffii Do

ME'B6
onC uls

Date of Surgery

dhtffi si irfrs

t4\or,\z>

flnfro il+'t{FOUNDATIONKtr(! it{r6ttgoE$qt

SIGNATURE ofTRUSTEE 2

q,d rmu z
SIGNATURE ofTRUSTEE 1

qfrrmm t

01.'12.2022

fulure,

t

I1iFrdr

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

fi

(iFdTf,)ic
t,

)


