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

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

medium, including but not limited to verbal, print, electronic, for

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

for which assistance is being requested.

2) t (Appticant) further agrei thal any such use of my name. address, photo & details of the 'purpose', lor which such assistance is requested/grantod,

jtt not automaticatty enii e me for receiving orcontinuing the said assistancg. The decision for granting and/or continuing the assistanca will rest solely

with the Trustees of Koshika Foundation, and their decision is this r€gard will be linal and acceptable to m€

t) vs yq c( !ffci 11a1q( qr rt'rd cl an mrr{, { (qri(6) q[n {f,qft d Se 6{dr (qi'6fRr6I $rd*{c qt{ B€* arffi ' ti efrqn etm i[fr to an,

! ,qlddkitfq-q{qrsyq:{$ft-rt,st"ctRmr'qqqrd,<Ir,qq-{rcl1d3*Yqf sdl,'fdEfrqlgit{3c-dfu?if+ffiffiqlrsRqlqc

{ v{rfii 6{i t idq qF{a tr li vqr *r frErq li wrq * qrd qr rr< i 6{i d frq'qiftfl srl*m' s qrS qft1.d *r

2) d (!sri6) fs qm t q6m tf{ t{ Tq, (dt, siA eh Fq "Idfd{f,Iq-fl+v$df nfttl I5i vt: T|tFkI?;I r6qR 1fr T]nnll !qRdiI
etfrmr' qal sr* arfrd ct fTdq sfdq dR rtur*ri d,rrr

Byaffixinghereunder.signatLlreofourAUtholisedsignatoryforrecommendingthiscase/patientlorfinancialassistance
from Koshika Foundation, we

rn the matter
qi iit{ t qrTdd,rl ql "s1ft6r srr3fi" t fsfdq {6r{dr t{ ffifl +1 srd t, k{ f,c (f,sRro) fiq r6R i rllq s 1+6R 6d tr

iAppticant) hereby agree & authorise Koshika Foundation and it's Trustees lo

s of the 'purpose', for which such assistance is requested,lgranted, through any

soliciting donations for Koshika Foundation and/or disseminating information about it s

made bi Koshika Foundation belore or after my treatment or fulfilment of the 'purpose"

(Hospitall hereby affirm E accept followrng:

]itf,;i*6 n"iG, rr" presen y nor wilt in-future avail of financial assistance lrom another NGO or any other sourc€, for the same patient/case' as we are

iJqr"iring to g"t f|'or'rosniti Founaation, io ttr; extent that such assistance is granted by Koshika Foundation lllhe requested assistanc€ is not granted

lv'i""t iil i,i*o"t'"", in part or in full, ttren tne uosiitai reserves it's right to m;ke up th; shortfall f.om anothor NGo or any oth€r source This

"6nnin,l"ton "i"*tiurrv 
sdles that the Hospit;l wi n;t avail any duplicaie assistance for the same pati€nvcase from any other NGo or 8ny oth€' source'

,l rhF ,<s,sten.e trom Koshrka Foundatto;is onty financial rn nature. The choice of the lreatmenuproc€dure advised/conducted by the Hospital on the

;I,ffi-" #il;i;; ji*ii-".i"il"ii]Ji irrJpaleni a tnu uo"pit"t, and is in no way influenced by Koshika Foundation. Henc€ the Hospital will

#;;l; ;#t;;i;i" ii,-"p'"-".,iiirt1, 
-"i 

ir,r! trealmenr & il's outcome & safety of the patient, and Koshika Foundalion will have no role or responsibilitv

6qrt lcfirfd, ERnTfl

l) qE ffi r d {dcr{ 3Eka6qBq{frfdqqtrTdtffilhsrdrfr{sncrffirq"iniTfttfllqrra{diqrtrtt,*iftf,qi'6ifiI6l$lr*fi"
M1Yr,ffiTsf, d q,qq { "6tRrdr srrr€?H" m q.fi +{ f6 ll qR "6iFrdl srsCrn' rrrt {wrdl fnfr elRrd/qr€ t{ c-$ d frqI qnr * ii lr{Tdla

ffi q-r4 iR {.drt drqt q ffi :ra r<rrr t sr+m dl qr anr*n Srnm ra-tr tr 5c lft { EE EU qrdl t ft ns<ra Efrq q< aqt tirqrd tt f+S

lk wqrt rtsr qr ffi rrq srqr t r& +'n.d'tt

z. "qlRr6r srse{q" { d r{ {E(dt +s-d cffq rtrfr +1tr ri,fl n rmn Em{I{REq ftt qi 3c-cr?!Fql dl $lq li'i
d fs +r tacc t fi "dFm srr+{'?' 3m FrS r*n cr d{ <<rs rfi EsH rmr< i tt d ren grm sk qri qIi 41 qq f,{mR

Id 6},fl qt "4tRm'61 6t qE-sI qt ffi w qrrd { ?d ftfr|

(tlame, Designation & Stamp ofAuthodsed Signatory

on behall of HosPital)

rE s v( Egdlil qnl{fl tifr[fiIfr

varrq\zlqr q

# 16rH, Tlrimr-ar Rod,
EF C.]! Trus.)
llL. Tmk B.a tu,-

Managpr Oufa.ch
hcthut ht

RECOI{ITENDED FOR ACCEPTEI,ICE

ffi + fdq ri<fd

Date of Surgery

fi"qtYH si irftu

SIGiIATURE ofTRUSTEE 2

qrd rm"v z
S|GI'IATURE ol TRUSTEE 1

qrs EmsI( t

30-11-2024

V

4-F


