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2) | solernndy confiern sl assistance, If recaived from Koshika Foundation, will be used only for the “purpose”, a5 stated i this Foem, for wiich such assistance
Was roquestod by me.

3] | hereby condiem that | have not & will not in future, avad of reimbursement. in part o i full, Fom any Other source/employerinaunnce campany, of the

for which this sasistance Is requested.
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< 1) By affixing my signature of thumb impression on this Form, | {Applicant) hereby agree & authorise Koshia Foundation and It's Trustees lo
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(Hospited) heraby atfiem & accopt following:

1) 1hat wo neilher are presently noe will In future avall of financial assistance from ancthar NGO or any othar soucce, for Dhe same patient'tase, nx we amne
roguesting 10 gol from Koshika Foundation, 10 the extent that such sssistance is grantod by Koshika Foundation. If Ihe requetted sssistance i not granted
by Koshika Foundation, i part of in full, then the Hospital raserves It's right (1o make LD the shorttall from another NGO or any edher source. This
confirmation sssenlially states that the Hospital will not svall any duplicate assistance for the same petienticase feoen any other NGO of any cliher source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducied by the Hospdal on the
patiere, js based on the arrangamaont between the patient & the Hosptal, and is in no way influenced by Koshika Feundalion. Hance, the Hospltal wit
assumae scie 8 compiete responaibitity of the treatment & s cuicome & safely of the patient, and Koshika Foundation will have no role or responsibility
In the moatier,

vt afiegn, wemed %) abt 3 wedabl W “wife wreR” @ Sty wpen @ feedtn o sl £, fel e Cpvem) e weoe 8 s vl Wl

1) wr fe 3 0 wises ol 3 o wios & Tl sem e e woerdl sives @ el e wie @ Te Swed F @ w A o £ A0 T vl st wEbAt
# ferfnded v % wv F “wifow wervs® oo gee oy e wfe “wifver s o wom Tesd aderwen £ e o e R e
fievt = & werd viee w it e weees @ weem 89 w1 s yfe v b g F e v we S s fode e v St By fed
& wwd v w ferl s wwe @ A Al

2 “wifew v 4 @ of veem v Al wa® W B 3R v oo O of e @ et b avensfien w goe 90 of reen

2 v w1 faws § ol twifw wrstvR” oo Bl we w1 Wil o W § pefiet weses 4 0 ¥ s o she s ol )l et 00 e s

o B o wfon W 8 e @ Priod oo W9 el

RECOMMENDED FOR ACCEPTENCE
wihwt W g ey
Date of Surgery
== -
o G
\\1"5\ i%,zq\t'wL (Name, -
Md: . & Rege. No. with Stamp) 0 Ligng
WIEw R Noi 0¥ y.
FOR INTERNAL USE of KOSHIKA FOUNDATION Q&de bimeak 3 - 560 002
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
v | 2w A )

7 BAE

>/




