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1) I hereby mnfrm hal all delails in this Form are True to lhe best ol my knowledge. Any ldlse statement will render my Application & ongoing assistance, if any,
liable for rBioctodcancollation.

2) I solgmnly confirm that assistanc€, il received ftom Koshika Foundation, will b€ used only for the'purpos€', as stated in this Fom. for which such assistance

was requestsd by me.
3) I h€f;by corrfi; hat I have not & will not in future, avail o[ reimbursement, in part or in full, from any other source/employer/insurance company, of tho arnou

for which this assistance is requested.
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshaka Foundalion, we

(Hospital) hereby afirn & accept following:
i; ttrit wi neitter are presenly nor will inluture avail of financaal assistance from another NGO or any othet source, for the same patient]case, as we are

requesting to get fiom Koshiki Foundation, to the extent that such aEsislance is granted by Koshika Foultdation. lflho requested assistance is not granted

bykoshik; Fo,-undation, in part or in full. then the Hospilal reserves it's right to make up th€ shortfall trom aoother NGO or any other source. This

confirmation ess€ntially stslqs that the Hospital will not avail any duplicatg assistancs tor tho samo patignucaso from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financiat in nature. The choice ol the treatmenuprocedure advised/conducted by the Hospital on lhe
p;tisnt, is based on tho ar.angoment botweon tha patient & th6 Hospital, and is in no way inf,uencsd by Koshika.Foundation. Henc6, th€ Hospital will

assume sole & comptet€ responsibility of the troatment & it's outcome & safety ot thg patient, 8nd Koshika Foundation lfill hav€ no role or .gsponsibility

in the matter

1) By afllxing my signature or thumb impression on lhis Fo.m, I (Applicant) hereby agree & aulhorise Koshika Foundation and it's Trustses to

use/publish/put-upkeproduce my name, address. photo & details of the 'purpose', for which such assistance is requested/granted, through any

medium, inciuding but not limited to v€rbal, print, electronic, lor soliciting donalons ror Koshika Foundation and/o. disseminating intormatioo about lt's

activities/achievements, Such use ol my photo & details can be made by Koshika Foundatlon before or ane. my treatmsnt or fuMlment ofthe'purpose'

for which assistance is being requested.
2) t (Applicant) further agree that any such use of my name, address, photo & details of the 'purpose', lor vvhich such assistance is requestedlgranted,

wilt not automatically entitle me for rec€iving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustoes of Koshika Foundalion, and lhgir decisioo is this rggard will be final and acc€ptabl€ to ms.

r) rR rqr c( q{i f,Rm qr qhr. d un Etner, d (qri<6) qr{ {tqfr d ffr 6{ir tc! "difitfi srdirH q1r 3s* 4frd " ui afrqi ero {ft fu rn,

q1r,qldCnslFc1or5gyqs{c}F(l,Et.ntfrter'qqlanfl,<r<,qrfivql$fait{cigS''frfrftqfeh3catuql+Hffi(vmqqq
t yqftd 6ri * fttq qfttrn *r tt rqr cr frlr"I lt rirc * cd { tE i 6ti + ftrc "61fir6l Fr*Crr' c <tS aftti lt
zl I (qri<c) rs m i stca tfe ftr crq, w, t6ia !nt{ frc{ll cl fd srEdr + E\&qI t $nft t !i En: IllFk[ rfl f,$({:rff rnflr Y{ Il{q {
'ffim' qq rr$ <rRrd 6I FIdq qfrrq st .Iq6rt d'nr

f,qd qft{ir, rRr{t d ek i clqd/tlfi 6i "6tF6r srr*m' i Efaq surir *g fs$fr{ al rd l, m f,c (uFdla) fiq mn { cFa a {{taiR 6{A

l)qrf6rltlqdqr{!rt(atqfrqlEftrqqrqnrffilhv6rt{gnrftffiq-{s}dtBRltfiArRi{r{tqrtril,*tfrf,ci'Eifttsl$rtam'
i imrfuytrfi r< * sqs il'nifi| r sr{C{r" fl c< tg ft tt qR 'dtl6l srr*{r'rR r$rc'dr flr{ft sfirfc+a *g c-d( rff frqr qal t ni lE{IrdrH

frrfrrqlnvr*tr{mqtffiq-{Tffrtruq-adlqrlcfrrrltftlrgflfirs1e{eewrcraIEqeinafffiqx<rat'fuqnitgfrrd
tn srdrt {rqr cr ffi qq arqr t li tqr&tr
z" 

.qtQrsr vrr€nc' i d 'ri sIITirr *ca fifirc r{fr +1 tr rtfi vr rmn uu { r{ Fdr cl H rq zq-cvefrqr qr 3 c tfl qc f,t{iltd

d fs 6r frcq t rut( ";1B*, qtg*s' 6m ffi r+n fi si* <nc afr {r t{H rsnre {t{ *t6q!I{t qt{ qli crt 61{Itffit'frqiuwcm
d lit qt{'!iRr6r' a1 6ti 1fr6' lr frffi rs crcd I cd *tt

1'l-04-2024

Date of Surgery
SctYn 61 irfr€

tB't*))rr
FoR INTERNAL USE o, KoslllKA Fout{DATloN srtt'd ild{ i(


