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1 ) I hefeby OOnfim hal all details in lhis Form are True to the best of my knowl€dge. Any false statemert will render my Apdlcation & ongolng a$sist.ooe' it any'

liabte for ciscliodcancellation
zl i-Jli-ri"ri-iiffi tr"i asststance, it ,ecetreo t om Koshika Foundstion, will b€ us€d only for h€ 'purpose', as s!.trd ln thie Form. br whlch sudr a8sl$arca

rnebyrequosted theoftance company,ufrom other son ol n fu rce/employer/insuofvai re anym8 nol future a bursement, partalth h notconllrm3 hereby
uestednce rswhichfor assistathis *qI T{-Adi{{RSIilIlrq] iit Tirqinttqqgi6rFlfq-{{q{FI I{d q& cssriql{6,rtt0 qq+qS'd fs-{olt{ i9T6q Rq lrJsR6{iIIsis"n l({ {ITSII rzllq{l tqlqrtqrffi t6qr lsrc4,rgtr6l EkcsS dn qId +{ffsra-+Yn ${Rt 6iftr6rIIETqi[qlti Erq2 {qfrqfirqrni dr dF6qn I tlrtda,,Fr+qdqtqrlffi3q sfrr6tEI fif,ESI Fsl61 t {fitydrT ,r{CEiqs qEPTdI6{(It +s3 Yfu

AGREEMENT bY Br{ 6m)

RE OR LEFT THUMB IMPRESSIONAPPLICANT'S
qrtrq +

AGREEIIiENT by HOSPITAL (f,Fklltl Em lf,(n

necOUtrtElOeo rOn ICCEPTENCE

+frqffidff
MT LAKSHMIPATHIN

Ia

0
fiE\EE"

(Nltne.

rjl
I M

Date of SurgerY

s,icifi 4i irtq

ID I)- t(uNDA$tti
r]r.TEd4

HRfr6KA 0F ItKOSHofUSER NTERNALFO

qni rmm :
2

SIGNATURE of TRUSTEE 1

qrfr rRIc{ t

1) By affixing my signature or thumb impression on this Form, I

us6i publish/put-upireproduce my name, add.ess, photo & detail

medlum, including but not llmited to verbal, print, electronlc, for

activlles/achlovements. Such use ot my photo & details can be

(Applicant) he.eby agree & authorise Koshika Foundation and ifs Ttusie€8 to

i oittr" 'prrpo"e;, L which such assistance is requested/grant6d, lhrough sny

soticiting donations lor Koshila Foundation and/or diss€minating infotmauon about lt'6

male t'y fosnifa foundation b€lore or 8fier my treatrnont or funment of th€ 'porpose'

Ior vi,hich assistance is being requested.

2) I (Applicant) turther agree that any such use of my name, address, photo & details ofthe'purpose', tor whlch sucfi assistancs ls requested/gtsnted'

will not automaticalty entitte me for receiving or continuing ttre saia asiistanc€. The dedslon ior granting and/or continuing the assistanca will teet solely

w1h the Trustees oiKoshika Foundation, and their decision is this regard will be final and accsplabl€ to m€'

t) !{yq-r.qt rqqi ERrs{ { ffi nl crq Eqr6{, I (qriq6) qTi {rcft d !k 5Gr tC{'61fr6t wdgT{ dt( 6qii <ffi "ni qF{dt;GItfri{dq'

,ur, uld dtr ql ia-{"r r{ yqz { Stu t, cd 'ffi61" qq .{d', <H, qrfl/ql $t r(kc t g* ftrEtrd ak acaF{qt * fri ffi d *m qqq

t r€fia 6d + frq efqw tr ti vqr m frc{ol it wlc + rrd cl r< t 6d $ firq'Tifir6l rrsCfi' c ,lqr$ qt'q-{ tr

2)l(qriT6)wrniwrrtt*tnrn,ra,qtaqt(tcqlqqlf6{rlTdl*3(t!i|iltfrfdtnnTR:TlFlill16IEitfiifiv*nr$ndc{

(Hospital) hereby affirm E accept following:
1) thatwe neither are presently nor witt ln tuture availof financial assistance from snother NGO or any other sourc€ tor th€ ssmo pationucas€' 6sl|o 6rs

reQuesting to gel fiom Kosrrim rounaationlii iirl 
"-*i"nt 

ttr"t ir"t 
"ttist"n"" 

ir gr"nt"o uv io.trira ioundation lf tho requested assistan@ is not granted

bv Koshika Foundation, in part or in turr. tnln gre iJsiiili i"!""-""lii ,ight to ,ire ,i.lr,J *or'tt"tl ftom anolhsr NGo or anv other sourca' Thls

fi,iffiil; ;i,,jiffi; ;iJ;il il; i;";it;i wli n6t avair any oupticaie asslstancE'for the sam€ patienucaso rrom.anv oth€r NGo or anv other sourco'

2) The assistance from rosnim rot noatroriis-oiiv n.j*"i r" ,i"ir-i". rne ctolce ot tle treatrnlnuproc€dure advisedi conducted bv tho Hospital on lho

oarienr. is basod on the 
",,rnn"r"n, 

o"*lJi ii';'rliiJiil iiij'iiiip*i;; j;;;";ti"n'encei ti rosnira Foundatlon' Honcs th€ Hospnalwlll

assumesote&compteteresponsibitityo{;i,i"t,I"^ia-iL""rt"orieas.tetyorrrtepie"r,anJkosrilrturounoationwillhavonoroleorrosponsibility

l$"#*"j"*""qk*crqe/m6i.srtffisr.-*,,,ifrftrcq,{irtgfx',R{rdsffit,ffirq(f,e.Er)fremr<iqrqcdsRTd*r
l) w fr l i q.dfi qt{ r s qffe { fifdq qllq'fl ffi lh <ort risn qr nrd q-q sin { r*r tftqcd l ti 1l ii d t' *i ft tci'atftEr 'nd-*{r'

d frmfirvfinfr cou d {qs i,"it* *;+*;; *o *sr f, oR ""iR* srriw'm w*.a tnftr qffIn',".{s ig 
"ar 

r* ftcl q ld ,R'oI

nr* u.qrns{srt{sr*t O n-*.o*, i.t** tiqr',nfr",{{fii€it1$G{eecaq tfr qsrnc tiftq q< Efi fift/q*6 *gflEd

lR {(6rt $m cl ffi !r{ qlqi i {fi tflr&frt

z. "cifirTr srd-*{r'd 6 d q[lq. qiq-d fstirq ItR +1 tr tfr c{ fsirE g{ { { {M[ ql flFt Ti znmfro cr 3m tff q{ nw

*trs",frsqtqt{.E}ftrfl*r+",a"o6'**cr+li<rcifi rcfeif,sEiltI1drflr<g{rtakqr}iliatrrtfdcr0Mq{!{EF

'dftmr' qq6€* qM rr frdq qRq lut Tqfit !i"tl

iy affxing hereunder, signature of our Aulhorised Signatory for recommending lhis case/patient tor financial assistance from Koshika Foundation, we

d d,t slk '+lfrIcl' q1 6f{ rm{t ql ffi rq qrrd { nff d{t

2046-2025

Authorised Signatory


