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1) By affixing my signature of thumb improssion on this Form, | (Applicant) hereby agree & authorse Koshika Foundation and it's Trustees 10
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranied, through any
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By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for fimancial assistance from Koshia Foundason, wo
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sssume solo & compiede respoasbiity of the treatment & it's outcome & safety of the pationt, and Koshika Fooundation will have no role of responsibisty

n the matlar.

oot oy, vanwd ¥ ot B ldd w “sion wrsher® @ ffi s By firrfte o wd £, Bl ve (vemee) fe s @ R w e wa

1) ux fu x W whon sl 3 @t e o Sy wpon fedt B woel) wege w el s wie W e Ol ¥ w o 8 36 B Ceifow asrdt
# fawifnfefy 2w ¥ o o v st g e ¥ e b ok Cwifer st g wpen el sfeceen By gep ol fen e Bl s
feiit ses i el den w fed sea waee @ mes A W sfrer e can & pa e F e e o | i s 1ot wee e divamd iy el
& wonl) wen w fes s e o e

1 “wifte s @ o of soen Swn iy s W & B W e po @ of W fed ot Trersen W opoe 9% o

% ¥y W e § oy “wifre STt oo R e w w vee o B gefted weeme o O R g e obe s Wi W)

o) o e “wifon” o) wi 9 Petoh s oamd F oft o g
i ’ yvd Q/_\

SN e e )

Date of Surgery I "
g% LEAA // ;
o\ (Name, Designation & Stam
&(\Q (Name of 6. & Regn. No. with on behat of
TRIERITERI il ™ 1 % v wfege i
FOR INTERNAL USE of KOSHIKA FOUNDATION ml"!“i(
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | A T 2

rf AT




