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1) I her€by confirm that all details in this Fo.m are True to the best of my kno,xledge. Any false slatement will rcnde. my Applicatjon & ongolng assistanc€, if any,

liable for rejeclion/cancellation.

2) I solemnly confirm that assistance, it received from Koshika Foundation. will be used only for the "purpose', as stated in this Form.lorwhidl suctr assistanco

was rsquest€d bY me.
3) I hereby confim that I have not & wilt not in future, avail of reimbursement, in part or in lull, from any olher source/employerlnsurance @mpany' of the amount

for whicfi his assistanco is requestsd.

l) { iilqr E'r (f6$$5ct Rq rq 3$ E({q +{ qr{6r6 ii
2) it !ft d s{T{dI rf{ "6iRr6r srr*flr"' i d q {d t, f,s6l

3) { 3e 6(dr t tu fd{ I{dl t{ {t vni{ qi 'd t, rq IIfYI El

:r1sn s-fl qq {6 *r q& dC frflq qs 6q{ qq-s crcr qfi t ni tt {trcil frrra d qI {d'fi ll
3c+r sS Tkq 61 {t{ * m Fo'lr qr4fi. qi 3 nw { m 'ra
sTfrrg qr {-rf, tRI ffi q-{ *d/FTd-q6.nqr 6qi i q ii tdqr t qh q f qfre il {nt

Em 6(R)AGREEMENT bY APPLICANT (

{l<6 6 rRIEll Cl r{-F 4,1 Flni
APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

AGREETTENT by HOSPITAL (EFdrd Er{l 6{R)

RECOMM€NDED FORACCEPTENCT

jffi + f€q ffidI k<hminathi k
Manaoe' - "each

hg ufe fo. Dlir . Ey€ Cars

-wemf+P,h!,lgffi y,'ffi xlu",,
:rE q 1T( Egrdrd qfs{d qffi

Dr. orennavar

t\

Date ol Surgery

dqi{H d afts
\"ta

9\

FOR INTERNAL USE of KOSHIKA FOUNDATI0N ql<ft6 Bcd,t t(
SIGNATURE ofTRUSTEE 2

qrd E6t{ z

SIGNATIIRE of TRUSTEE 1

qrs rsnn t

1) By affixing my signature or thumb impression on this Form. I

us6/publish/put-up/r€p.oduce my name. address. photo & detail

medium, including but not limited lo verbal. print, electronic, for

activities/achiovements. Such use of my photo & details can be

lor which assistiance is being requested.

2) I (Applicant) furthgr agroe lhat any such use of my name. address, photo & details ol the 'purpose', for which such assistanc€ is rgqugstsdlgrsntod'

will not sutomatically entitle me for receiving or cont;nuing the said assistance. The d€cision for granting Bnd/or continulng the agsistanca will r€st sol€ly

with the Trustees oiKoshika Foundation. and their decision is this regard will be llnal and acceptable to mB-

t) T{ yr{ q{.flci f,k $ qr Ji'r} d glc c,Ir6{, d (qrn(6) q(d {tqh al SE 6ril tG "aifrrfl sri&r{ qt 3{t ={*qI 'at affi wm i[ft ft an'

qn, std et{ sl frsrq ss lq: I slftn t, BC "EIREI" rg1<rS, <n, qrqlrql lsi B<vq i g61 ''fdEnrd 
qk 3rdffi + H fr$ * vcR crqc

t lqtft rrd * frq qftt?| }; !l yq1 51 frarvr it ${rq * c6-d ql qT< I 6{i * fsc'niRl6l sni{r' q qT€l qF$ ll
2) l (qrt<6) w crd i {r,rd { fu t{ Tc, rdr, sii k ks{q q} fr s(rTdl + 3(M f ffii t $ FkI: {f,FRn st f,tfi<R id fi1611 rdqd{{

'6tf{r+I" qq rs+ 4rfis,n fl ffiq CFdq air <r'qqri d'lrr

By affixing hereunder. signature of our Aulhorised Signatory for recommending lhis case/patient for linancial assistance frcm Koshika Foundation. we

(Hospilal) h€reby aflrrm & accept lollow,ng.
iiif,5i *i 

"",rf"i, 
i* presenfly nor wr in-tuture avail of financiel assistanco kom another NGO or any other sourco, Ior lho same pausnucas€, as we arc

reouesrino to oet from Kosnifa Foundarion, io the exlenl lhat such assrslance is granted by Koshika ioundalron lflhe requested assistsnco is not granted

;?ffiiii"";"ft""#. il;'ji;r; i;. i;;;tne-Hoipirat reserres its nghr to mit<e up the shortfall lrom another NGo or anv other sourcs This

conlirmation €ssentially states $rat tne riospitaiwitt n6t ivait any oupticaie assistanceior the same pati€nucase trom any oth€r NGo or any othgt sourcg'

2) The assistance lrom Koshrka Foundatroriis only financrat rn nature. The choice of the treatmenuprocadurs advised/conducted by th6 Hospilal on th€

patient, is based on the arongement uetwee-n it Jp"it""i a rr," ioipit"i.ino ls in.no way innuenc€d by Koshika Foundation. Henco, the Hospitalwill

lsir.t ior" a *.pf"te resp-onsibitiry of trre r,""t,l"ni a n 
" 

ort"onie & safety of lhe patient, and Koshiks Foundation will hav€ no 1016 or responsibllity

in the matter.

"m 
,tq-., 

"*"4 
a ck i crrd't'fi 6t "6tRm srreYn" t fqfdq xtrra tg ffior a1 wa l' Frt rq (rsma) f*q r*n i cra c ddR 6'd tr

l)c!fs?dlrdqfl!ct{qdqfrqlfsfdq{rrrdrffilnsrrrfr{runqrffierqeittffir}Tlnrcd{diqrdrtt,iifrEct"uifrIdsrritrr'
i ffiivffir r< d s.qq { "6iftr6r ! 3-*nr " afl q< tg f6 tr sR 'Eifrr6r ,Ert+{r" lrII €rTqfl ffiiI sfrr+ro-a tg rl:{r rff frqr ckr I ni qsdlf,

ffi q-{ lk q{6rfr nm q ffi r< r<nn t rUq'a dt or ufu*n grfirt rsar W lFe { Ee 6U cr t h !fi{Irdm E&q q< 3tRr tri/qmi tgffi
lh qrcrt drql qr fr$ rr< ltqq { rd dald'flt

(Applicant) hereby agree & authorise Koshika Foundation and il's Trustees to

" 
oi the 'prrpose;, fo, *hich such assistance is requestod/granted, lhrough any

soliciting donations for Koshika Foundation andior disseminating information about it's

made b-y Koshika Foundation before or after my treatment or fulfilment of the 'purpos€'

z 'clRrfl Erd-e{r" t d d s[r{dt trd fridq r{fr 61 +l tff q{ EF a rru ql ni TsE q H 'rA 3q-{nrfiql

* {-q qr frcc t qk "6ift6l stg.ifi" Br( ffi r*K ar qt{ q-{s rd rffi rstro { tfi * rtn gtm otr

61 ri"l dt{ "6iftrn' 6i 6ii ltu6l qI fi ffi {R qrrd { rd trflt

6lyrsftflqqrFa
qri sri 6i slt fiilffi r!ff € rstflR

MBBS,MS,FPRS,FICO
Conilrhmbr &trordut&avtiv;

B&l qDr|lt i EfidIq{E r.

4-F
15.06-2023


