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1) By affixing rmy sigratute o thumb impression on this Form, | (Applicant) horeby agree & authorise Koshika Foundation and (s Trusiees i
usalpublishipul-up/reproduce my name, address, photo & details of the “purposa”, for which such asgistance g requested/granted, (hrough any
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By affaing hareunder, o of pur Authorised Signatory for recommending this case/patient for financial asssiance from Koshika Foundation, we
(Hospital) haraby affiem & accoapt 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 paienlcase, as we we
requenling to gel from Koshika Foundation, to the exten! thal such assislance is gronted by Koshiks Foundation. If the requasied ans:stonce |8 nol grantod
by Koshika Foundation, in gart or in full, then the Hospital reserves iU right to make up the shortfall from another NGO or any ofher source: This
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assume sole & complete responsibility of the treatment & I's outcome A safety of the patient, and Koshiks Foundation will have no role or responsibiiiy
i the matier,

R i, W W S E R S wiiew et W i wwe i faedm W b R o o) T v S wm s Ee owE

1) wr fo 0 o il o v ot s F fie v el et W W el e § T il F O ow @ o §, W e e e s
# fewftofed T % wa d “wifee wrtva® go we fy e b wi Cwfre srestmt g wen Pt s i e o fien s § 8 s
il w1 ovell T w el = T W T o W afewn e T o e F we ww o # s seoes fgdin o se i i e
r wft Sew w fed s owe A W e

2 “wife bt @ o ml oo e et s @) il o peem oo @ of s w fek o eresion W B of o

# i w fave b o sl vt o el en W ol e b i v 00 # e e she sd wd o i fysted

w1 ot bt “wR W W e w feoh v W W e & %éa'*'
e
RECOMMENDED FOR ACCEPTENCE “"@b

it % feog ey A7

Dato of Surgery i s

Cortl wo. T8y v (Name, Designation’dpsp of Autharised Signatory
ok | i i

=

USE of KOSHIKA FOUNDATION a1 3% 11~

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e | TR 2

%7’" /__11—04/6’ -




