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1) I hereby conlirm that all delails in this Fo.m are True to the best ot my knowledge. Any false statement will render my Appllcation & ongoing assistancs, It any,
liable for rejectiodcancellation.

2) I solemnly confirm thatassistance, if rec€ived from Koshika Foundation, willbe used only for the "purpose', as stated in this Form, for which such assistance

was requested by me.
3) I hereby confirm that I have nol E will not in fulure, availof reimbursement, in part or in full, from any other source/employer,tnsurance company, of the amount

for which this assistance is requested.
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By afiixing hereunder, sagnature of our Authorised Signatory for recommending this case/patienl for financial assistance from Koshika Foundation we

(Hospilal) hereby affrm & accept following:
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presently nor wilt in-luture avail of financial assistan6e from another NGO or any other source, for the sam€ patient/cas6, as we are

requesting to get from'Koshik; Foundation, to the extent thai such assistance is granted by Koshika Foundation. lflhe requested assistance is not grantod

by koshik-a Fo-undation. in part or in tull, then the Hospital reservos it's right to make up the shortfall from another NGO or any olh€r source This

c6nfirmation ossentiatly sdtes that the Hospital will not avail any duplicate assistanco for the same patienucase from any oth6r NGO or ony other source.

2) The assistance from Koshika Foundation is only financial in nalure. The choice of the trgatrnenvprocedure advised/conduct€d by the Hospital on the

pitient, ii taseO on ttre anangement botween th€ patient & the Hospilal. and is in no way influenced by Koshika Foundalion. Hence. the Hospltalwill

assume sole & complete resp;nsibility of the trealment & it's outclme & safety ol the pationt, and Koshika Foundation will hsve no role or responsibilily

in the matter-

1) By affixing my signature or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshika Foundalion and it's Trustees to

use/publish/pul-upheproduce my name. address, photo E details of the 'purpose', for which such assistance is request€d/granted, through any

medium, inctuding but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my traatment or fulfilment ol the 'purpos€"

for which assistance is beilrg requosted.
2) I (Applicanl) fudher agree that any such use ol my nam€, address, pholo & details ol the 'purpos€". for which such assistance is requested/grant€d,

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

with the Trustees of Koshika Foundation, and their decision is this regard will be finaland acc8ptable to m€.

l) E( yq q{ qqi ERw( cr .ri,r3 +1 uq e,n6r, { (qrt<o) qrfi wqf( d !& 6rfl tc? "qitrfi striiln qt E€+ q*cl ' ai eFlc c'w {fr il an,

vcr, ctd lik d fs-d{vr rg vqa { clh( t, T* '6ttr6l'qcl q$, fi, qervql $t E!G{q i YE lfrefind qi{ sqetq} * mt nr$ S rm qlgm

i lslfia 6{i d fdq snrt? *r lt vcd 6I BqoI ii Edrq * cEd qI qE i 6,d * idq "6tftr6r srJgtr{' c =qr$ qflltd tr

zl { t qr+{fi1 rq qn i v6rd tflr +{ rq, rtt, qle} dh i{d{q S fo {nrdr * E(rqI t mtt t fn st: (trrri 6I r6qr lfr iHfi rg{{is{
"eifrmr" wl trS <rfu.ii or fid'q erfcq 3it <IEr6rt dnl

Ect .xfutn, {Rrs( 61 *( t qrrd,t fr 4t "q]frl6r srr+flr" t frtdq {f,r{dr t{ fimftfi 61 qrd t, firi Eq (asrdrfl) frq rrar d qrq a et*n qri tr

l)qEf6lnlqdcgqtrrdqicq{fqfdqR6lTdrffillrsr+rtrirqnqrffie-{{*niTff+n/clrd{dnqrtrtt,*Cfrtci"citmlsrf,i{?'
i ffiwffi( rfi d q<q I .+iRmr vrc*m" fn r< fu fc lr qR "+itmr qrc€w' fm suq?ir ffid anmrw+e tg r5l rfi feql qm I n) €Es Is

ffi q{ 
't{ srcrfr drcr qr fus rq T+trrr i {f,rrdr dl cl sFr6R t(fud rudl tr w 1& { ee ro ura t fr ssrm ffic c< i{l ttft/qlTe *g frd

jtr mort rtpn qr ffi irq sr.F t TE +m.dfrt

z. "qiftFFr sB-*flr" t d r{ strq-a **a fqfdq r{R ql }r tftwrmrafm{ rri q€I[ ql f5,{ TA gTsrv!fr,cr fi 3lls rtfl qi Ewdl€

* d-e tqyc t 3rt{ "6iftr6r srse{q'Enffircnm cti <<rs r0 | vsH rmm{ti * rem 5wr ift{ luri sd a1 {rt ffi td qq a{ffi
61 tt'i !ft{ "61tl6r'd st{ 1tudl ct fqC<d r{ qlrd { d *'frt

30-11-2024

APPUCANT'S SIGI{ATURE OR LEFT THUiIB I"PRESSION :

!cr+(6 * ERlw{ qr si$ et fim

.fffi
T

util of

r$r. r(Date ol Surgery
s{ictH 6i drfrc

o<lLlvf


