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2] | solemnly confirm that assistance, If received from Koshika Foundation, will ba used only for the “purpose”, as stated in this Form, for which such assistence
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trustees 1o
vselpublishipul-upiraproduce my name, address, photo & delails of the “purpose”, for which such assistance is requested/granted, through any
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospltal) hereby affirm & acoept following;
1) thal we neither are presently nor will in future avall of financial asslstance from another NGO of any other saurce, for the same patienticase, gs we are
requesting to gel from Koshika Foundation, lo the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, In part or in full, then the Hospital reserves It's right to make up the shortfall from anather NGO or any other sourca. This
confirmation essantially states that the Hospital will not avail any duplicate assistance for the same patient/case from any olher NGO or any other source,
2) The assistance from Koshika Foundation s only financial in nature. The cholce of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and s in no way Influsnced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibility of the treatment & it's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter,

et wfs, vl S S A SeEarh ) twiin et W Rl ween 6 fefon &t et 2, B en (vemm) e ven @ o wien wE

1) e F A adar st 3 o vl A fafirs e el A owwd vieee w e S @ g Sl W @ @ @ R, 9 e e el e
# frwion/fafn o & ey F “wifee Wt gm awe gy e ook wifow st g were fieafy sifescese dg v o ew o # 6 s
Pt s e sl wtem W fiRdl s wane B T B W sfen i T ) gfe F v wn e e s fipi ey 3w ddvaed by el
 wa W o Tl s we A onft SvEd

L “wifw wERR" § A vf v wun faiw wgh oW b o o gn 9 o v w R sview W o O

w o faww # s wifrw s g fEed wer w0 w o bl e 90 % e g sl st w9 W wl el oh o seew
51 it ol “sifew” =1 56 wfew w feeid v oaee | o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
TS § Tm W &R = e

RECOMMENDED FOR ACCEPTENCE
e % fiq degf

Date of Surgery
3V ¥ e Dr. Monika J i
8 -4o —‘;LS' (Name of DAt W2 stamp)

EA @ A A e g da A

FOR INTERNAL USE of KOSHIKA FOUNDATION &=t 37m #q

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R g | =t Fean 2

o s

-4

20-06-2025



