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1) I hereby conlirm lhal all delails ln this Fom are True to the best of my knowledge. Any falso statement will rende. my Application & ongoing asslstiance, lf aoy,

liable for rejectior/cancellation.
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1) By affixing my signatur'e or thumb impression on this Form, I iApplicant) hereby agree & authorise Koshlka Foundation and lt's Trust€es to

use/pubtishfuut-uplieproduce my name. address, photo & details of the 'purpose', for which such assistance ls requested/g6nted, through 8ny

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

activities,/achievemeots. Such use of my photo & details can be made bt Koshika Foundation belore or afler my trsatment or fullilment of the 'purpose'

for which assislanc€ is being r€qu3sted.
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with the Trustees of Koshika Foundation, and their decision is this regard will b6 final and acceptsblg to me.
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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 E accept following:
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;nnrmation essentiatty sdtes that the Hospital will not avail any duplicaie assistan6 for the sams patignucase from any other NGO or any other source'

il i;;;rl;;;;; i1911i ioitriia iounaatioriii ont, R;nciat in ;ature The choice of the lreatmenuprocadure advised/clnduct€d bv lhe Hospital on the

oati6nt. is based on the ananqement oetween ihe'patLniA tfre Hospital, and is in no way influenced by Koshika Foundation. H€nce the Hospitalwill
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ir," rrearment & it s outcome & safety of th6 patient. and Koshika Foundation will have no rcle or responsibility

in the matter.

rnf aeqa, iRrm +i S{ t qrcd^}t d "61Rrrr srd-3fi" { f{Fdc sErIr tg ffiil +1 qrd t, Cil{ f,q (rFr €) faq v61d er< I **n ed tr

l)qrfsrdTdqnet{cdqfrq{Rfdq{E{drtnslhsr*r(rirqnqrffiq-{stdiTntinlrd{d'iqId{t*,Sifrtci"qlfimsrt.*{R"
i ftqqrftrvFnfr r< * seq { "+tRr*r srr*rn" w rr< tg fr ll qR "siREI $rt3{r" E{ (dTfdl k{ft erfimrrfi tg r{r rd ftqr sr l ni qsdro

firS wrl tn qr+rt {rqr qr ffi q< r<rr< t wrrror dt 6r lqiqdR $trd rrrdl tr W lE { se ca wn t f qwcriq E*q q< 3*t tfuqrqi t( frS
lk w*rt t'sr qr ffi q< srqr t {i +qvdfil

z. "rlfrr6l qrs€w" i d d rrrctr d-ro tefirq ryfr d ri'i vr rmm !n { 'I{ R.ff ql fFE 'rA rq-fl,lBql 6l

* *e 6r iccq t dR "qtfrror sre{r" rm ffi r6R 6r Eti T{rd qd *r reH f,e f, { tfr * rcr qwr qt lcH

d dn !ct{ "EiRtcr' ql at{ ttu*t qt frrt<rt w qrcd { ad .ttr

3nc t{ G rFrira
rri d/qri fn(r0 rifr G rwan

lu.{^+','

sn+<+ * rtant frrr

AGREEi,IENT by HOSPITAL (?FdId EM T{R)

oale ol Surgery

dctm fri ilfu

\o\M 3'flnatory

Senior Mana
RECOillMENDED FOR ACCEPTENCE

+ ffrq t€(ifr

(Name ol 0r. & Regn. l{o. with Stahgl
sr€r 6t tI iI ERnfi q fq. 1

FoR IilTERilAL USE of KoSHIKA FoUt{0An0 qrnftfi Bcqlt h
SIGilATURE of TRUSIEE 2

qS rmm z

SIGi{ATURE ot TRUSTEE 1

AIfr ERffi I

4-'F/

30-11-2024

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSIOR i

Va

ai;,,: & EYE
(Attnl,,]


