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DECLARANOil bY APPLICAilT; qliq6 E(l dqql C?I

1) I hereby mnfrm that all details in this Form are True to the best ol my knowledge. Any false statgm€nt will ronder my Application & ongoing assistance, if any'

liable for rejection/canc€llation.

2) I solemnly mnfirm that assistence, il received from Koshika Foundation, will be us6d ohly for the 'purpose', as stated in this Form for whlch such assislanco

mes uested byreq theof amountnycompafrom a othern ot n source/employar/insurancareimburcement, nyre ava partof&nol wiL not futunalth havconilrmhereby
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1) By afiixing my signature or thumb impression on this Form' I (Applicant) her

use/publish/put-upheproduce my name, address, photo & detalls of the "purpo

medium, inciuding but not limrled to verbal, prant, electronic, for soliciting dona

activitieJachieve;ents. Such use of my photo & details can be made by Kosh

eby agree & authorise Koshika Foundation and it's Trustees to

sei, for which such assistance is requested/granted, through any

lions for Koshika Foundation and/or disseminating information about it's

ika Foundation belore or after my treatment or fullilment of therpumos€'

for which assistance as being requested

2) l (Appl.canl) further agree that any Such use of my name. address, photo & details of the .purpose,,, for which such assistance is requested/granted,

wi1 not automaticarly entitte me for receivini-o-r 
"onrinring 
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" 
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The decision lor granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be linal and acceptable to me
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By aff xing hereunder, signature of our Authorisod Signatory for recommonding this case/patient for financial assistance ftom Koshika Foundation' we

(Hospital)hereby affirm & accept following
1) that we neither are presently nor will in luture avail ol financial assistance from another NGO or any other source, for the same patienucase, as we are

requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Found ation. lf th€ requesled assistance is not grantgd

by Koshika Foundation, in part or in full, thsn the Hospita I reserves it's right to make up the shortfall from nother NGO or any othor source Thisa

confirmation essentiallY states that the Hospital will not availany duplicate assistance fo[ the same patienUcase from any other NGO or any other source

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatm€nuproced ure advised/conducted by the Hospital on the

patient, is based on the arrangemant betwoen the patient & the Hosp ital, and is in no way inf,uenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibilily of the treatment & it's outcome & safety of the patient, and Koshika Found ation will have no role or responsibility

in the matter.

m qG;, .**t *t sti{ t qrqd^},t qii "Eiftrqr qrr*r|?" t frfiq srlq'dr tg ffi{ 41 crff t, fil trl (f,sme) ftq r+n t qrq c dtTR 6{i

r)q{f6;il{dcHdRraqFq{fqFdqs6rq-drffiiksraTtr{sr{qrffiq-{slniTfitff/qrrd{dtqrir}t,$ifrf,ci"Elfirt[lsrd-itr{'
i ffirvFnfr rm * sqq { .6ift|6l Erd€{r' Er(I q< tE ft tr cfr 'iiftrfl srr€{r" a{ ftrq ffi( urRwmo tg rgt d frq crfl t nl qq a

ffi o-q rn qo;rt {m qt ffi erq v+rqt i {f,r+dr di ql rcftsr g{kd rsdr tr rs lE { qe ca qrfl t fF qsdr€ frftq c<c sf,I t'fi/qcd *( fE*

lk qwrt riqr qr ffi rq strl t rEl d,nad'fft

z ,qiifrm.nrrBw" t d 'r{ snq-m *q-e frtrq rtfa q1tr tfr c{ Esdra m d'ri {-en qr f{i 'ra 
sc-srvcfu'ql 6l Tls rtfi qli 6wdlE

* <tq cr tqsq t dR .aiRr6r srr€ffi" Er( ffi yqn 6I q1i <{r{ Tfr tr vsfua Esdrd { tfi + rorc gc qt( qd sd +1 srt frffi rnfl qd tstre

61 *,fr BtR'6lftr6r'q1 qt{ ttufl qr tqCqrt r€ clqd d qfi ri'tt

17.11.2025

sr5€vt?',

full,J'

)
nrt n,

Senior Manager
SignatoryETHI. B.K.Dr

ab ).
Date ol Surgery
siAffi si dlfrs .


