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1) By afirxing my signature or thumb impre ssion on this Form' I (APPI icant) hereby agree & authorise Koshika Foundation and it's Trustees to

use/pubiish/P ut-up/reproduce mY name, add ress, Photo & details of lhe'purpose" , for which such assistance is req uested/granted, through any

medium. including but not limited to verbal, Print, electronic. lor soliciting donations tor Koshika Foundation and/or disseminating information about its

activities/achievern ents. Such use of rny Photo & details can be made by Koshika Found ation before or after mY treatment or lu ilment ot the 'Purpose'

2) I (App licant)further agree that any such use of mY name, addresg Pholo & details ofthe'Purpose", for which such assistance is requesled/granted'for which assistance is being requested

will not automatically entitle me for receiving or conlinuing the said assistance The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and accePtable to me
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patien t lor linancial assistance from Koshika Foundati'$' we

1)that we neither are PresentlY nor will in luture avail of llnancial assistance from another NGO or any other source. for the same Patienl]case, as we ale
(Hospital) hereby affirm & accept tollowing

requesting to get from Koshika Foundation, to the exte nt that such assistance ts granted by Koshika Foundation. lf the requested assistance is not granted

by Koshika Foundation, in Part or in full, then the Hospi tal reseryes it's right to make uP the shortfall from anoth er NGO or any other source' This

confirmation essentially states that the Hospital '.{ill not avail any duplicats assi stance for the same pati enl./case from any oth€r NGO or any other sourcg

,) The assistance fiom Koshika Foundation is only financ ial in nature. The choice of the treatment/Procedure advised/conducted bY the Hospital on the

patient, is based on the arrangement botween the Patient & the HosPital and is in no way influenced bY Koshika Foundation. HBncs , the Hospital will

assume sole & compl€te responsibi lity of the treatrnent & it's outcome & salety of the Patient , and Koshiks Foundation will have no role or responsibilitY

f,ct lcfu{a, wRrt d ;ci{ t qrrdrt'fr 4i "6}ft"6' .Frs.+!n " i frftq etrqil tg ffir d sTd l, H ur (r$drf,) f{q r6R i qq q d6R 6{i trin the matter

l)q6i6rnlT+nr dn q d qfsq { ftfdc s[rT fir{ tr q(drt {sn qr trd $q dh i 36 ttAIcd { di qr d d t. $d fr rqi 'qifrrnl sn-*m"

t fsqfuYffid rft + Tqs { "6IRtaI crrtrn" rRI c<< ig f6 tl qt .6lfir6r srrCm" !R stIT fnft qfitl5^If€ t{ r-d( nfi f{ql srdr t n} itsdla

ffi rrq +n qc+rt {sr qr ffi {q ({rfi i sr{m ti gt qN6R gfta rem tr rr 1E { EE 6tl qTfl t tr qsnm Bfrq q< ra t'tnrqd tE ffi

lk {r*rt dqr cl ffi q{ {rqr t d d,nr&frr

z. "qiRrfl srrC{i" i d r! E{rmI *'rd frfdc rqtr c1 tr rifr c{ ElTfls Er{I { ,'Ti {.dlf, qI l6i :IT Bq-sIVIE'{ 6I 1lIS TN qd TgdI€
rtfl qa team

* d-s m frrc t dn "aifrmr srr€nc" BRI ffi v6R 6I qti <rn {fi lr rsioi rmro {tt+r"t*qhqdqrid
q1 !i,i dr'6tR'ql'd di 1tuor u ffi re nrd i't0 tt'frt

!r{dsqlon+<qT:AN EMN LtcLARATIODE c by ifnce any,assisla& srender ongoinApplicationslalementfalseof Anythto besl knowledgeeatm Tre rue myn lhis olsdetaialthalh conlirmereby
assislancesuchforthislnstatedfor asliable therelection/cancollation. foron "purpose"be usedF ndationouhiKostromreceivedrfassistancethatrmconlisolemnly2j

theol amountcompanyme source/emothel ployerfinsurancefromby funrequested ol anyinrsement, partof reimbuTE avanot n Iutuwil&avh notethatconllrmhereby3
uested +qI r+Arss reqsistanceas f{(Rth ttit {EFTdIfor iqrnrllqlq{Idl6rFlFfrcM6ticEtrrdqdl cd*nrffiTttir !r$r{t{qEI{S.dkqc!T5'l6{in f5drqrn lq{ tr'FIIc!r5!qjcriqri6cl 5qffid61ES sh.qicclrl $ssSlqld {frtsrs€{n6iftr5l{frl iqfreil qEFIdIiit olh fr d4rEM ftTqI tt6qnsitufr+{or$qs:rffiFRrsirdqIi{ftmi6l{frl3qtd61qdilqEfqqfd s6Frdl i{6{drtl lfu a{ 6tr{)AGREEMENT bY

str+fi d$ ct ftrn
APPLICANT'S SIGNATURE OR LEFT THU MB IMPRESSION

dr]PITALHOSENTREEMAG by

Manager Oull6achACCEPTENCEFORENOEDcRE o!'!ir
+ fds ffidff

#
t IDate oI Surgery

orickn 6i iTftc

rx{rzfry
qHft'd 3rt'l ia

FOR ltlTERt{AL USE ol KOSHIKA F0Ut{DATIOI,I

Srellrune ot TRUSTEE 2

qrfrwrK:SIGNAIURE oITRUSTEE 1

qrs ERItfi t

1A-O8-2024

---{rF-

6m)( Egrfltl


