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1) | hereby confirm fhat all detalls in this Form are True to the best of my knowledge. Any false statemant will render my Application & ongoing assistancs, If any,
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1) By afjming my signatune of thumb impression on this Form, | (Apphicant) heraby agree & suthonse Koshika Foundation and it's Trustees o
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AGREEMENT by HOSPITAL (weams on 1)

Sy affpang hereunoer. sgnature of our Authonsed Signatory Tor recommaending this case/patiant for financial assistance from Koshika Foundation, we
(Hosplial) eereby affiern & accept lollowing.

1) thal we neiher are presently not will in fulire avail of fnancial assistance from anolher NGO or any other source, for the seme patiant/case, Bs we are
requasting b get from Koshika Foundation, to the sxtent that such assistance is granted by Koshika Foundation, If the requestad assistance js nol granted
by Koshika Foundation, in par or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
confirmation essarntially states that the Hospital will nol avall any duplicate assistance for the sama patient/casa from any other NGO or any other source
2) Tha assistance from Koehika Foundation iz only financial in nalure. The cholce of the reatment/procedurs advisad/conducted by the Hospilal on the
patlent, is based on the arrangement betwesn the patlent & the Hospital, and Is in no way Influencad by Koshika Foundation. Hence. the Hospital wil
gesums sole & compiate responsibllity of the treatmant & s outcome & safaly of the patient. and Koghika Foundation will have no role of respensibility
i the maller

o e, pEmE &1 A @ AR w1 st st @ i ween oy freitn w1 et §, B oem (e e wen @ o 0w st #

1) 9 T T W e A R s fefr e fied i woel wem @ e s i A T Tiere 1 S ow A o RO v st
3 fagdvitt 91 % wmw d “wifee v g v iy e ool s wee” o we el sifeeee # v o Few o A s
ferlt s B s e w e o wE A T A w afven e o o gfe F e wm o  fie e fid e T dritem iy fied
i T wem w e s A R AR A

2. “witfirw wEEtTE" ® = m wrEm e i st w1 b A s veem e A onf s @ fee o el W g 3 o v

& wrg W T @ ol “wifeen wrETe " o Tl wen W W e 98 el g A T S e gon st SR WA W R e O o e

=1 ot st “wiferen " W S e m faoihol AR F e A

RECOMMENDED FOR ACCEPTENCE
= ® fay el
Date of Surgery . ADMINISTRATOR
SR ¥ A A . u
—3aaid Pr. NEBMA (Name, . Signatory
By Rl B L3 (XM M0 & Regn. No. with Stamp) on behalf of Hospital)
TR W TN A T T T A T 7 9 e e i
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=iii® 3%
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
R | = R
AP

18-08-2024




