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1) By afliving my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and If's Trustess 1o
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By affdng heraunder, signature of our Authotised Signatory for recommanding this casaipatient for financial sssistance from Koshika Foundation, we
(Hoapital) haroby affirm & accept following:

1) that we neithar sre presently nor will in futues avad of financial assistance fom another NGO or any other source, for the same patient/case. &3 we e
requesting 1o get from Koshika Foundation, 10 the extent that such sssisiance is granted by Koshika Foundation. i the reguested assistance is not gramted
by Koshika Foundaton, in part or in full, Bhen the Hospital resorves It's right 1o make up the shortiall from ancther NGO or any other source. This
confirmation essentially states that the Hospital wil not avall any duplicate assistance for the same patient/case rom any other NGO or any other source
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patent, is based on the amangement between Ihe patient & the Hospital, and is in no wary influenced by Keshika Foundation, Hence, the Hospital wil
mm&mmanmcnmsmuumnmmwnunmm«m
vt sfen, veowd W st woldd o “wifow st @ fulle aen 8y feefn o wl 1, A v (veee) B s @ e w s et

1) W i w o whay oyt <fen o Belve wrer fedt i el oo @ fed srg wle O v SRt o o w £, W e e el st
W fewfnfify vo & s 4 “sifow sty oo vt 6w Csitw st po woen fief sfwses By v W few e § 8 s
o s & v dow W el e e @ spes o w0 sfee gl vem h oW P O we we o | e sceee fofte wee 2w Sleonet iy fest
H wed wea @ el = ana ®o Wmed

L “wfrm vt @ of spon S Al vl 9 B 00 s rwee go @ of wer @ el W sveries w o oh o

® v w feee £ sbe C oo vt wﬂwudwdhwmiﬂimw*d

o vk sy “wifom” W Wi e @ feetoll p o F ot E@Wr /—-\@6

DR. SACHIN SHARWAEmew0e0 fonAccErewcE i,,gpm,, \&
MBBE-ONB: Free Opiuisasacisy —— i
Fet ey o o
08|0Q-]2| (Name of Dr. & Regn, No. with Stamg) o oat:ua
TR W WY e 1R s s sfewd
FOR INTERNAL USE of KOSHIKA FOUNDATION 57t 37am ¥
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
[ | = yemet )

&’ B

30.05.2019



