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1) By afflxing my signature or thumb impression on this Form, I iApplicant) heroby agree & authorise Koshika Foundation and it's Trustees to
use/publish/pulup/reproduce my name, address, photo & details of the 'purpose', for which such assistance is requested/granted, through any
medium, including bul not limited to verbal, print, electronic, for solaciting donations fgr Koshika Foundation and/or disseminaling information about it s
activities/achievements- Such use of my photo & details can be made by Koshika Foundalion before or afler my keatment or futfilment of the'purpose'
for which assistance is being r€quested.
2l I (Applicant) further agree lhal any such use of my name, address, photo & delails of the "purpose", for which such assistance is rgqussted/granted.
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me.
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By affixing hereunde( signature of ourAuthorised Signalory for recommending this case/patient for financial assislance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we neilher are presently nor will in luture avail of financial assistance frcm another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundalion, in part or in full, then the Hospilal reserves it's right to make up the shortfall from anothor NGO or any other source. Thls
contirmation essentially states that thE Hospital will not avail any duplicate asslstanco for th6 same patient/c8sg trom any other NGO or any olher sou.ce.
2)The assistance lrom Koshika Foundation is only financaal in nature. The cholce ofthe treatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the arangement between the patient & the Hospital. and is in no way iniuenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete resoonsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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1) I he.eby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Appticaton & ongoing assislahos. if any,
liable for rejectiorvcanc€llatiofl .

2) I solemnly conirm tllat assistance, if rec€ived from Koshika Foundation, willbe used only for the'purpose', as stated in this Form, for whlch such asslstanc€
was requested by me.
3) I hereby confirm that I have not & willnot in future, avail oI reimbursement, in pad or in futl, from any other source/employer/insurance company. of the a
for which this assistance is requ8sted

rl { qicql6rdl {fr w vmq t f<i rri qS frq{q +t qr6r0 + rrSn ve qri sli tr cR t ffiu tr4 6qi qsrq cIqIqmIiitt{w ftftr+tcrsfttr
2)ttEmdwrrdr{ft'qtftrfiErs+rr<',ddqrdt,s{r6rBcq}'rrdskqsn$+frBcrrnfur.slIRn6q{qrtTatr
3)dgfrsrdttBfd{rarmftwrtnddt,s{ffir5I cfrl5 qr {-6'd frRl ffi lrq q}a/frctcfnffcr 6q{ *titfcqld qtl* qfrq il {lnr

DECLARATTON by APPLtCalr qr*<* Em qlqor v*:

,,GREEiTENT by APPLTCANT (sn+6 Em 6{R)

APPTICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

er+q6dE6rfilt@etfivn

AGREE ENT by HOSPITAL (Egdla rm 6{r{)

RECOI{i'ENDEO FOR ACCEPTEITCE

ff + feq {<r( Wfr
.r- I .L-t al^al}rl I\r

s<1"l,x i'ffi tiLne, Oufaaarl
lnstftne tu deb.L. t EYo C'l

,,$flSffiffi*,ffifl$)'rltP'
ltc s K 6eird erir{i irfirorfl

FOn rutrRHlt use ot KosHtKA rou[DATtoH qrnfrs s.r,h kt

SIGIIATURE oITRUSTEE I
ad rem r

SIGilATURE ofTRUSTEE 2

qd rmm z

/

30-11-2024

h

Date ol Surgery
qfqtYn 61 drfrs

4-F


