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1) By afiixing mY sig nature or thumb imPression on this Form, l(Applicant) hereby agree & authorise Koshika Founclation and it's Trustees to

use/Publish/Put-uP/rePI oduce mY name, address, photo & details ol the 'PurP ose; for which such assistance is req uested/granted, through anY

medium, including bul not Im1ted to verbal, Print, electronic, for soliciting donations for Koshika Foundation and/or d isseminating inlormation about it's

activities/achievements Such use of mY Photo & detai ls can be made bY Koshika Foundation betore or after my troatment or fulfilment of the "Purpose

2) I (Applicant) lurther agree

will not automatically entitle me for receiving or contin
that any such use of mY name. address' Photo & details of the'Purpose'' for which such assistance ls requestedi granted

for which assistance is being requested

uing the said assi stance. The decision for granting and/or clntinuing the assislance will rest solely

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acc€ptable to me
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By affixing hereunder, signature of our Authorised Signatory for recommending this case/Patient lor financial assi stance trom Koshika Foundation' we

1)that we neither are Presently nor will in luture avail ol financial assistance lrom anoth er NGO or any other source, lor the same Patient/case, as we are
(Hospital)herebY affirm & accept following

requesting to get from Koshi ka Foundation' to the extent that such assistance is granted bY Koshika Foundation. lf the r€quested assistanc6 is not grant9d

by Koshika Foundation inpart or in full, then the Hospita I reserves it's right to make u p the shortlatl lrom anoth 6r NGO or any other sourc€ This

conlirmation essentiallY state s that the Hospita I will not avail any duplicate assistance for the same oatienticase from any other NGO or any other source

2) The assistance from Kosh ika Foundation is only flnancialin nature The choice ol th€ treatmenl./Procedu r€ advised/conducted bY the HosPital on the

patien t. is based on the arrangement between the Pa tient & the Hospital, and is in no way influenced bY Kosh ika Foundation. H6nce , the Hos pital will

assume sole & complete resPonsibility of the keatme nt & ifs outcome & safety of the Patien t, and Koshika Found ation will have no role or responsibilitY

f,qri sfir$, r<wt al d{ t qrrd'It't 6i 'qiftI6l $r{+{H' d frf{q glrftr t( ncstR{t 41 srfr t, ffi f,q (f,s s) f+q cdn t qrq c dsn Td tr
in the matter

l) qE t6 r q-tqq Crr r d fiq { frfrq sEl{dl ffi rR s(fiTt risn q ffi q-{ €1fl t Tft t't/cn* { di cl 'd d t, +i fr tct 'qiRrfl ss-*{r"

i fssrftvffi< r< d qeq { "alREI qrc3m" an q< tg f* tr qR 'qifrmt qrr*rH" at tscdl ffi ififrm/sffi tE qglfi f+a vin t ii oem

ffi q-{ ft st*rt {gl qr ffi q-{ s=SFII t Trlqa di qr qfr6l{ g{fra (rdt tr rs 1& i qE 5rr qr r t fr qsdrf, frftq :T<< Tft ttqrce t frS

Jh {c*rt dqr qr ffi erq sr*F t rA t'n'd'it

z. "oifrro qrr*rn" * d qt s[I{dl *se friilc r{fr d tr tfr qr rgara m d ri {aIE qr H ,ri sq-{Rqfo,qr ql 3m tfi qti rmm

+ +s sl fqsc t drt "EtFrfi srd-*{H" gm ffi ron cr cii <flq rd tr tsH (grdlfl { t i * ros gtut !ct{ icri sd al rTt frC<r0 rii qi tmrs

d +ft CR '6'fftrql ' 41 4ti lfrdl qI fr4<rt 5s crcd { rfi tfil

APPIICAI{T;LARAIIOt,'

True

rejection/can

EIdsqrfid!6 flflDEC by
ilssislance,&lion@nder ongoingmy Applicalsefa stalemenemstbe ot knowledgthetoale vFthis 0rminilsall delathaconfirmhereby

assistancesuchtsthtnstatedascellation thefoton purpose'for Ube sediable will vndatioFka UohiKosfromivedIeceifstanceassthattmconfi2 solem nly theofcompany,r/insurancesource/emolh ployeame tu fromor n nyested by !nrequwas partrsement,reimbuofren futunotwill&nothavealthconllrm3 hefeby tr[6.fiqIf{RIrtrqilctLS uested tqrin dreq qEII3T{rgisth assistancefor qqf{dolqf<ir 6rtTfr{rdl csqrr6r0fi ir{EIfu+rqqq'ritIrrl iti it6 qII{ rr4l5S6{iII ii wsal(SFTqIn iFIIIf6qrH+BkqTS lf{scd,tT{l?5IIfrqI it {qtdqdqrse{rr dR ElIr6'tfir6l fdrcla 6tTF{r 6q*{ar4dliiEMtt Ela/FIqldd.eqlz srrlffiBRrsF6CI:Eiir6*Ifi3gtddvfit{6rmniq€i{6liII{ 5tu ERr 6{R)LIP CANTAPbyREEMENTG

6r fi{Ilr
LEFl THUMB IIIPRESSION

APPLICANT'S SIGNATURE OR

HOSPITAL Er{lEFdIFIREEiiENT byAG

EPTENCEACCFOREDRECOMiiIEND
+ fiTq {<frff

D€aittam.,
thsph.l)

Signatoryig

{q

Senior Manager

fleme of
gr€{

Dr

&

THI. B.I{
FIGO,.FPOS

futnist ii'p1

lma

Date ol Surgery

sr\kn qi ilfr€

-)t\-o ss 2nlsffiKOSHIKAofSEURNALINTEFOR

SIGNATURE ot rnUSree Z

qrsl dRN{ zSTEE 1GNATURE TRUofSI
qrs rmm t

17.11.2025

6{R)

c

.J


