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1) | heraby confirm that all detalls n this Form are True to the best of my knowledge. Any false slatement will render my Application & ongoing assistance, If any,
liable for reaction/tencetation

2) 'solemnly confirm that asslstance. If recenwved trom Koshika Foundaton, will be used only for the “purpose”, as stated in this Fomm, for which such assistance

was fequested by me.

3] 1 haraby confirm thit.| lave ool 4 will not in future, avall of reimbursamant, in part or in full, from any other sourcalemployerinsurance company, of ihe amount

for which this sssstance is regquesied
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1] By affuong my signature or thumb wmpression on this Form, | (Applicant] hereby agres & authorse Koshika Foundation and it's Trustees o
usaipulishiput-upireproduce my name, address, photo & detalls of the "purpose”, lar which such assistance is requested/granted, through any
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avliviliesfachievements. Such uso of my pholo & details can be made by Koshiks Foundation before or after my freatment or fulfiiment of the “purpose”
for which assislance & baing requeatad

21| (Applicant) further sgree that any such use ol my name, address, photo & detaits of the “pupose”, lor which such assisiance is requested/gianied,
will not autamatically enditie me for receiving or continuing the sakd assistance. The degision for granting andfor continuing the assistance will resl soiely
wilh Thi: Trusteas of Kashika Foundalion, and their decision is this regard will be final and scceptable (o me
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AGREEMENT by HOSPITAL (Feme g W)

By aflmng hareunder, signature of our Authonsad Sgnatory for recommending this casa/patient for financial assistance from Koahika Foundation, we
(Hospital) heraby affirm & accep! following

1) that we neither are presently nor will In future avad of finanolal assistance from another NGO or eny other source, for the same pafient/case, as wa are
reguisting to get from Koshika Foundation, to the extent thal such asssstance is granled by Koshika Foundation. If the requasled assisiance ig nol granted
ty Koshika Foundation, in pari or in full, then the Hospital reserves it's rghl 1o make up the shorifall from another NGO or any other source. This
canfirmation assantially states that the Hospital will not avail any duplicale assistance for the same patlenticase from any other NGO or any other source
2} The assistance from Koshika Faundation is only financial in nature, The choice of the reatmentiprocedure advissdiconducted by the Hospital on the
pithanl, |s hased on the srratgement betwesn the patlant & the Hospital, and (s in no way influenced by Koshika Foundation, Hence, the Hospilal will
assume sole & compiets responsibility of the reatmant & il's dulcome & safety of the patient. and Koshiks Foundation will have no role or responsibility
in the matter

wom sfvma, g @ ol @ s W Cwifre wrRne” 4 faim we T e o @ 8, fa e (rmee) B owew @ o 3 wliwn s b

1} = 6 3 0w sl 1 @ wfes F fafm wem feet T woed wem o fell S A @ e o A @ oma o, 39 e e e T
W fmfrvify 79 % s § Cwimw s g e g i ool Cwifee wele g wee feefy s 1) w0 fem oo d W s
fareit o i v wen @ el W FEe R WO @ W sfen giee T o e J e s s § e s fi e e i 1 e
e wrw) e w e s w0 A

2. “wifr s 8w smm e Tl vt w6 S0 @ e oo S ol e o TR o e woPm T o T

% W) fe ol “wifn waRe” g e wen W s ) b el e F 00 ® v goe sl o WA W a R o s

wi el sbe i w0 S s @ Faerd ge ae Al A

RECOMMENDED FOR ACCEPTENCE ARNAB MO pak

wirgdf ® e swgf TOR

Date of Surgory hﬁm“ PUR

sfeteel %) e Or A sCeH
r =  Designation &'Stamp of Authorised Signatory
23-Y-2e28 P DY Degn. No. with Stamp) e behalt o Hospita)
TR WA 0 EE E A W 3 T e s SEn
FOR INTERNAL USE of KOSHIKA FOUNDATION  #iafis Iwam 74
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | A T 2

” AT

uir /.

18-08-2024




