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1)1 harsby confirm fhat all detads in this Form ase True 1o the best of My knowledge. Any lsise siatament will render my Application & ongoing assistance., if pny.
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1] By alfong my signature or tumb mmpression an Mis Farm, | (Applicant) hersty agroe & aulhoriss Koshika Foundation and s Trustees 1o
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1) tral we nehar ars presently nor will in buture avall of finsncal essistance from anoiher NGO or any ther source, for the same palientcase. as we are
rsquesting to gt from Koshiks Foundation, 1o the extont that such mhmmuhwmwﬂmhh‘?mum If ihe reguesisd aesistancs $ not grantes)
by Moshika Foundstion, & pan or in full, then ke Hospital reserves &5 nght Io make up the shoetfall from another NGO o any other source. This
confirnation essentiaily states thal the Hoepital will not avall any duplicate assistance for the same patienticase from any other NGO or any olher source-
2] Tha assistance from Moshikas Foundation is only fnancsal in nature. The chosce of tha treatmantiprocadure sdvisediconductsd by the Hospital on the
patent. s based on the arangement betwaen the patisnt & he Hospital and is in no way influenced by Koshikn Foundasion. Hance, the Hospéital will
rmm;mmdmmmn’:um & safety of the pabeni, and Koshika Foundation will have no role or responsibdity
n the mattor,

W sifend, TR W ST W e Wi T ® fafe s vy Rl & a8, f o (o) Fee wem @ e o wierow b

1) w5 & 3 @ wfw 3l 7 9 wies § ol wee el R owel weE e el o owe § T s § @ 0 @ o 39 o Cwm e
# fewionfile 7o % waw f “wifrw vt on v iy e ) o S wifeee ot oo we Tl sfeass o v o fem wn € W s
fost sem e wowrdt v m fen v e & seer 9w s e e & v e F e wn we £ e e i wex e iy e
T wowt dom W el == o @ W S

2 “wifr weEE” W o o wren wen Pl ol S b T W e g @ o e @ fed v Treafes W o ol o v

o i e s B ok e e po Pt v o oo o b opeited e f Oh o g goe ol st o Wi o o of v
= e s Ve o W oftm o feeih oW oot o et

RECOMMENDED FOR ACCEFTENCE
=t & fo wegi
Date of Surgery 3 =N
o D
2% (Kame: Domgrution & Stama Signatory
oWE T
=il FOR INTERNAL USE of KOSHIKA FOUNDATION st wiim 77
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2

" y o

17.11.2025




