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DECLARATION by APPLICANT St 2m Ximy ¥:

1} | hereby oonfirm that all details In this Farm are Trus o the best of my knowledge. Any false statement will render iy Application & ongolrg assistance, if any,
lipble lor eection’cancsliabon,

2} | salemnly canfimm sl assistance, f reeived from Koshika Foundatlon, will be used only for the *purpose”, 4s stated in this Fotm, far which such assistancs

was requesiad by ma.

) | herasy anfiem that | kave nol & will not in futute, svel of reimbursement, in par of In i, from any ather seurcalemploverinsurance company, of the amaunt

for which this assistance = requesied
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AGREEMENT by APPLICANT {5 gm =)

1} By sffieing my elgnatiera or thumb Impression on this Form, | (Applicant) heraby agree & aulhonse Koshika Foundation and It's Trustees
usalpublishipui-Upteproduce my rEme, address, pholo & details of the “purpose”, for which such assistance is reg uestodigranted, through any
medium, inciuding bul not limited o varbsl, print, elegtronic, Tor soliciling donations for Kashika Feundation ardice disseminating Information about I1's
selivillestachievements, Such use of my photo & detalls can be made by Koshika Foundation bafore or sfter my irmatment or fulfliment of the *purpass”
for which assistance |3 baing reguesled.

211 iApplicant) further agres that any such use of my name, address; phote & detalis of the "purpasa”, for which such assistance is reqlestadigranted,

will ot mutamatically entiile me for recelving or continuing the sdld assistance. The decisfon for granting andior continuing the assistance-will rest solsly
wilk the Tiuntaes of Koshika Foundation, and thair declsian |s this regard will ba final and accepfable o me.
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AGREEMENT by HOSPITAL (wmmm g &)

By affizing hereunder, signature of o Authonised Signatary for recommeanding this casefpatient far inancial aesistanes from Kashika Foundation, we
(Hospital) horaby affirm & accapt fallowing:

1) that wa neliher are presently nor will in future svadl of financial assistance from amofer NGO or BNy Other solroe, foe the samse petient'cose. aswe are
retfuasting lo gal fram Keshika Foundation, to the mdent that such assistance |s granled by Kashiks Foundatlon, If (he requesied assislance is not granied
by Koshika Foundation, in part ar In hill, then the Hospltal reserves i's right to make up the shortfall from anather NGO or any offier source, This i
confirmation essenfially-states that the Haspital will not evall any duplicste assistance for tha sema patienticase from any ather NGO or any ather source,
2} The assislante from Koshika Faundation |s only fnancial in nature. The choice of the treatmentiprecedurs advisediconductad by the Hospilal tn the
oatient, is basad on the srangement belwean the pstisnt & the Hospital, and is in no way influsrced by Koshika Foundation Henee, the Hospital wil
assume sole & complets responsibility of the treatment & s outcome & safaty of the patient; and Koshika Foundation will have na rale or responsibility
in the mater.

we sifEEE, w W st AT i et A fafer e b Rl o anf 8 TR e CpEmEe) B e R e A v e 4

1) % 7 A el s iite S fafrn meven Rl eososrt s n Bl o v A e AR S S wod w8 3 e owe S st
8 Teemivindn w5 & w4 wifin s o e i TR R ot s wek g e el st B v e o £ o s
e R u e B e e S TR e FH W S g e o e | e wm o # B smmm Tl v 5 diemm f
i ! win et s o R S

L I wrE A e Faw Rl ety ) & O w weme o S me B T TR @ S A o reme
& 9= w1 s § aﬁr'wﬁﬁmmﬂ"mhﬂmwﬂimmklmmﬁﬂﬂmwmaﬁaﬁﬁmﬂhﬂmﬁ.ﬁqﬂm
1w A v W S afrm w Rrste® v o F 8 Al

RECOMMENDED FOR ACCEPTENCE
i ® foy de

Date of Surgery Bt Jille Pead L lges =
BT 3 Wi Consyltant G Lh_r_.g]p ¥iE b

Regd. | No.. 31318 i {Name, Deslanation §';
- 129 (Nam of D, & Regh Noi twith Stamp} 1 Cliector o

SRAN AR g, R T B s
FOR INTERNAL USE of KOSHIKAFOUNDATION  smf® awam /.~
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR |

= BAE

uit 1 4




