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1) | hereby confirm that all details in this Forrm are True 1o the best of my knowledge. Any false statemenl will render my Application & ongoing assistance, if any,
llable for rejection/cancellation. :

2} 1 solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me. g

3} | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcefemployer/insurance company, of the amount

for which this assistanca Is requested.
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AGREEMENT by APPLICANT (smes 510 0)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusteas to
use/publish/put-upfreproduce my name, address, photo & dstails of the “purpose”, for which such assistance is requestedigranted, through any

mediurn, including but not limited to verbal, print, electrontc, for spliciting donatlens for Koshika Foundation andfor disseminating information about it's

activitles/achisvements. Such use of my phote & details can be made by Koshika Foundation before or afler my trealment or fulfilment of the "purpose”
for which assistance is beling requested.

2}1 (Applicant) further agree that any such use of my name, addrass, photo & detalls of the “purpose”, for which such assistance ls requestedigrantad,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their declsion is this regard will be final and acceptable to me,
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By affixing: hereunder, signature of our Authorised Si
(Hospital) hereby affirm & accept following: <
1) thal we nsither are presently nor will In fulure avail of financia assistance from another NGO or an
requesling to get from Koshika Foundatlon, to the exient that such assistance is granted by Koshika Foundation. If the requestad assistance Is nol granted
by Koshika Foundation, in part or in full, then the Hospital resarves it's right to make up the shortfall frorn another NGO or any other source. This
confirmation essentlally states that the Hospltal will not avall any duplleate asslstance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Feundation Is oniy financigl i nature, The choics of the treatmentprocedure advisediconducted by the Hospital on the
patient, is based on the arrangement between iz paiient & the: Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the teajment & it's cuitcome & safely of the patient, and Keshika Foundation will have no role or rasponsibility
in the matter. ’ . i

T s, Rl W R TRAR R R s G e e 3 i | e 3R w0 (verme) Pt e @ W T wem e d

1) a5 & 9 5 wdom s A @ of F ffm weem G s den @ fed s i A v Mol T A w A @ 3 90 e e YRR et

? femfavfefe saa @ v f "wives we=” oo 1 - g WA il STEASE 3 Tt T fem e § o e

fodl o M wER wen W R ww wenE @ weee o al B giva ol g i % v F w2 F e fedm g 3% Wit 4y G
W wrd e o fa arm wdR Y T e

2w erRe" A @ T e R R A g v veww TR AR R R R il PL R e R e
& i w e 4 ol it weeE T we S SR 0 L e A b i o CE AT R T e el e IR 8w Reded 30w s
B st “wifEn” W e S w0 o

gnatory for racommending this case/patient for financial assistance from Koshika Foundation, we [

y other source, for the same patlent/case, as we are

RECOMMENDED FOR AL EPTENGE
weyd # fam vl

Date of Surgery ' i n -
3 O \PN/ ' lize, Desigheple 1‘”’);-:2-':!}[“'M~"-1 fagnatory
o) ql 254 ’ '(Na!hlé-o%b‘r.-"&"ﬁe%ﬁ_h@ UEEI@W} . ‘F\ aﬂ\'v"“""';i"]:' b
" | TUSEFIRAD | anmymtoniil
Regpmmmmmﬂm FOUNDATION £
SNATURE ol TRUSTEE | - =
i e )

TR R
(‘ ""”/;.‘ ' i

——— — — - ——

14




