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rejection/canceliation.

2) | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistancs

was requesiad by me.

3) | hereby confirm that | have not & will not in future, availl of reimbursement, in parn or in full, from any other sourcaemployer/insurance company, of the amou
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use/publishvput-upireproduce my name, address, photo & details of the “purpose”. for which such assistance is requested/granted, through any
medium, including but not limited to verbal, prnt, electronic, for soliciting donation ‘+ Koshika Foundation and/or disseminating informabion about it's
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will not automatically entitie me for recelving or continuing the sald 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 final and acceptable to me.

1) WO W a W A W e e,  (awiw) el wel o e wa { o Cwifow wite sl sadk sl w0 sl s e S
wn, Wil ol W P i wer A Wi £, 39 et T s, on, weww o It @ ot il st aeefeed ® e e o s e

% vty vl € forg afege B A g W feaw @ g ¥ wdl w et 2w € e tsifow sade” w sl afeg b

2) & (swiew) W W % wem {1 S0 o, iR ol fee W e ¥ aetel o witle € i e e W R W e W e

“wifw" vy s il W el ol o weenl W

—

—

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

ity ¥ vaaw w W@ W s
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/csse, as we are
requesting 10 gt from Koshika Foundation, 1o the extant that such assistance is granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any other source.
2) The assistance from Koshika Foundation is onty financisl in nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital. and s in no way influenced by Koshika Foundation, Hence, the Houpital will
assume soie & complels responsibiiity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity

in the matler

vt ey, veawd W) siv @ wad w “sifw wetee § el aoe g fewite o) £, P we (v e e @ we v el vl h

1) w s 3 whe obr 3 e o Al spes el St weed deer w el s sl @ oe e § @ w A & e el st
¥ feeftnfel vo § waw o “wiftw st ou T iy s SR Csifen setet pu see el alveasn B T W few e § o e
fodt sen &y wowdt s w fesl s e @ o o W sfve e v oo F we e i e i oo S i el
& et vew w Nl w= e @ W el

2 “sifrm wten” ¥ o ol wrem S e w9 3w e oo € of s W et W svenslew W T O O

% dw W feen § o Cwifen wiste” oo el wen W W wew wft b wliet v 4 O @ e gow ol s et wll Redgl O Y e

w o ol sl W W e fedoll W o F ol é

ORI Por (Wek or Repection a3 applicable) ACCEPTANCE ICTON
wag ( w e o) e 2
Date of Surgery ™ 1ee ; ¥
“‘* ‘ /ww 09 ’ Ejt:é‘?mﬁ 1
0 (1'1 % v : ) Susryl E dulion & Researc!
o o w"i" A ‘hdd
(Name of Dx. & Regn. No. with Stamp) : “'""."w' m""’"“""’
+ T W W N TR W AR vEan sy S
K FOR INTERNAL USE of KOSHIKA FOUNDATION ~ Sifts 3wl i
SIGNATURE of TRUSTEE 1 _ SIGNATURE of TRUSTEE 2

W q < - -__v'—______,/

e




