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use/publish/pul-up/reproduce my name, address photo & detail

medium, including bul nol limiled to verbal. print, eleclronic, for

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

(Applicanl) hereby agree & authorise Koshika Foundation and it's Truslees to

, oirn" "prrpoa";, for urhich such assistance is requested/granted, through any

soliciting donations for Koshika Foundation and/or disseminating lnfotmation about its

maOe O"y Xosfrifa foundation belore gr after my treatment or tulfilment o' lhe 'purpose'

for which assistance is being requested

2) I (Applicant) further agree lhat any such use ol my name. address, photo & details o{ lhe 'purpose". for which such assistance is requesled/granted'

will nol aulomatically entitle me ror receivtng or continuing the said assistance. The decision lor granling and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and lheir decision is this regard will be final and acceptable to me

(Hosprtal)hereoy atfirn & accepl lollowing:
iiinit *" n",G, 

"r" 
presenlly nor wrlt in-iuture avait of financial assistance from another NGO or any other sou.ce, tor lhe same patianucase' as we are

rp.restrno ro oet kom Kosnit<a Founoarion]ti rtr; extenl that such assislance rs granted by Koshika Founclatron. lf the requested assistance ls not granted

;?ffiil]l'"tffi,j:;il:;";;;il i;iil;d"-Hosi,r"r rese.es it's ,,sht ro m;ke up rh; shortrall kom another NGo or anv orher source' This

confirmation essenlially states that the Ho;it;i witi-n6t ava'r any oupt;""i6 355;513nq€ior tlte same patienucase from any other NGo or any oth6r source'

2) The assistance from xosfrrra rounoat,o-riis_onty frnanciat rn riatuie. ttre chorce ol the treatmenuprocedure advised/conducted by the Hospltal on lhe

patrent, is based on lhe 
"u"nger"nr 

uum,l"n ihe'patient E the Hosprtal. and is in no way rnfluenc;d by Koshika Foundation' Hence, the Hospitalwill

i].urt ,oi" a 
"o.prete 

resp-onsibitity of tiJ irluiri"ni a ,ts ort"onie & safety of lhe patrent. and Koshika Foundahon will havs no role or responsrbility

in the matter

6qn qfirw, r€Rr{ q1 ${ t qrq-dd,fr 6r ".{lfrr6r s|r€flr' t fsffi qf,rTdl t{ ffifl ql qfl t, f i Eq (tg.<rs) frq r+n d qlq a d6R E.d tr

l ) cE f6 r d {dqn rqt( r fr rfqq d fsrfl wlq- ffi tr q{qilt {TqTr ql ffi r< da t r< ri'frnrrd { dn qr d rt l, it fq rd '6itun sE-e{R"

i ffiqrffi r< * qeq { .aif{|6r srcCrn" m r< tg f* tr fi "aifirfi srrrlltr" !E slrq- fnfr $f{6,"{r6-a t{ T$ qff ftqr srdr t d 3rwdrd

ftrS grq tr sr6rt t{qt qI ffi 3rq r{Ifi * {lT{fl +i 6r qlqqiR gftn t€nr tr fe lf { se 6!I sr t fu qFdrd Efiq q< s*r ritnnd tE fo$

itr sc*rt dm qr ffi q< srql t Td dT d'St

z. "eifrl6l urr*clq" d d d q,[Iq-dr +s-d fstdq yqfr +1 tr rI4 qr rmm fn 4 ,ri satt ql i6i 'rA artnryF*o et 3rn tfl q< re-m

+ +s 6r iscq + qt "6ifrr6r sneyn" 6r<r ets v{R 6r oii rsrq rfrdr *ftt t*..;#;;s- ?ct qrtcri +fla$o,Irt*irwro
d *,t Cr{ "6lf{r6r" +i eti g:-+r ar tqiclt rq qITd i rtl rFir t (fuSdlu

l) w cqr c{ :qci ERla q 3i,rd qi Erq drn6{, { (e +rr) 3is$ {6qfr d Xft 6rfl tcq "dRt6l sri&lr qh ss$ qffi " cl qfrTr cr tfr fu crq'

qtr,qrdre\dffi{q!€vqz{q}frat,Et'6iFI6I"q{R<r{l,<Ir,qr*ar$tYqtrci$6ffiftn{qi'flksrdhrddftliffiSr€nqqq
i vqRir r,d * fdq qftfd tr it vcr fl frc{q tt rcrq * qrd q rR i 6ri d frq "sifrrfl vrs*er" q qd qtuftr tt

2) I (qr+<6) fq rrd t {f,q( tt6 t( nq, q , sta eh ffi{q si fr €.t|q-dl + 3{tXcI t ltfid t En Eil: srFrfl 6l ri6qF 1fr aqml 5qq{q{

'dFlsl" rrat rFS alfisd 6l frsfq lqtfi 3tR qlqrrt d,IIr

By affixing hereunder. signalure of our Authorised Signatory for recommending this case/palient lor financial assistance Irom Koshika Foundation, we

APPLICANT'S SIGNATURE OR LEFT THUTiIB IMPRESSION i

Date of Surgery

1A-08-2024


