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1} | hereby confirm that all detalls in this Form are True o the best of my knowlodge. fatse statement will render my Application & on assistance, if any,
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1] By affixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundalion and It's Trustees o
usa/publishiput-upireproduce my name, address, photo & details of ihe "purposa”, for which such assistance is requestedigranted, through any
medlum, Including but not limited 1o verbal, print. electronic, for soliciling donations for Koshika Foundation andior disseminating information about it's
aclivities/achievaments, Buch use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the *purpose”
for which assislance is baing requestad.
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with tha Trustees of Koshika Foundallon, and their decision is this regard will ba final and acceptable (o 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 & accepl followling:

1] that we neither are presenily nor will in fulure avail of financial sssistance from another NGO or any other source, for the same patient/case, as we are
reguesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance s not grantad
by Koshika Foundation, in par ar in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essantislly states thal the Hospital will not avall any duplicate assistance for the sama patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation Is only financial in nature, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, Is based on the armangement between \he patient & the Hospital, and is In no way Influenced by Koshiks Foundation, Hance, the Hospital will
assume sola & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or rasponsibiiity

in the matter,

wot wfun, wene) 91 S @ AT S st FeEt @ e s 6 Sl € o B, BR e Oreee) B R R o o i s

1) w8 v 7 o b s o it F faf s el dowoed s W el s e @ I dlad W @ Ao 3, T er e wre

# Fafoferefiy T & s o “wifo wte” g W #g B oo Cwifoe SR o we fef sfoweee 3 TR ) fen o # @ s
fadll s i wowrh wem w e o wEE A T 99w sfeen e v b ow g F we wn owm § e s fpim e e il iy e

it wwn wen w e s e A o S

2 “wife wraeR " # A of e wae faf gl w6 0w veee o @ of e w e o avveiee W g i owd e
% i W v ¥ sl wifre syt oo fell wen = W e A bl e 00 S e e o s W 9 o Faeied R o v
w1 e sl “wifr” W W qfre W fled st S 0 el

RECOMMENDED FOR ACCEPTENCE Qq
=it ® fo st = -3
Date of Surgery i e
SR %1 wiE Dr. Monika :
(Name, Desighgiipn & §¢p of Authorised Signatory
6-l0-32G (Name of O 7 38R Bamp) ok Shaiee + '
TR TN A A Y a1 9 A\ et f
FOR INTERNAL USE of KOSHIKA FOUNDATION  &ift® 37 8 ~wnid A"
SIGNATURE of TRUSTEE { SIGNATURE of TRUSTEE 2
el FER | w2

7 2

20-06-2025




