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DECLARATION by APPLICANT: 3 770 T

1) | hereby confirm that all detalls in this Farm are Trus to the best of my knowledge. Any false statement will rander my Application & angoing sssistance, i any,
liable for reiecion/cancelation.

211 solemnly canfirm that asslistance, if received from Koshika Foundation, will be used orly for he “purpose’, @s stated |n this Farm, for which sueh aasistance

was fequested by me,

3) | hereby confirm that | have not-8 will nol i1 futurs, avall of reimbursemant. in pan oe i full from any olher sourcalemipluyer/nsumnes company, of the amaunt

for which this asklstance is requasted.
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AGREEMENT by APPLICANT ( spiTw g S11)

1) By affixing my signature of thumb impression o this Form, | (Applicant) heraby agree & authoriss Koshika Foundation and ('s Trustess 10
uselpublishipul-uplreproduce my Rarr, addrasas, photo & detsits of the “purpose”, Tor which such assistance s requesiedigrantad. through any
madium, inciuding but not fimited 1o verbad, print, siectromic, for sallching donations for Koshika Foundation andior dissaminaling information about it's
actlvitiestachisvemants. Such use of my photo & delails can be made by Koshlka Foundation before or-afier my eaiment o fulfiimant f the “purpase”
for which assistance |5 baing requested.

2) | (Applicant) further agree that any such use of my name, address; phato & datalls of tha “purpose”, for which such assistance I8 raquestad/granted,
will nat autematically entitie me for recaiving o continuing the sald assistance. The decision for granting andior continuing the sssistance will rest solely
with tha Trustees of Koshika Foundation, and thelr dacision is this regard will be fimal 2nd accapiable o me.
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AGREEMENT by HOSPITAL (Temm 5 %)

By affixing heraundsr, signature of our Autharised Signatory for recommending this case/patiant for financial assistanca from Koshika Foundation, we
{Haspital) hereby affirm & sccept following:

1) that we naither are presantly nor wiil in future svall of financial assistanca from another NGO or any other source, for (he same patient/cass, a8 we nre
requesting o get fram Kashika Foundation, 1o Ihe extent that such assistance is granted by Koshika Foundation. If iha requested assistance is not grantad
by Koshika Foundation, in part or In full, then the Hospital reserves |U's right to make up the shartfall from anothor NGO of any other source. This
confirmation essentially states thal ths Hospital will gt aviil any duplicste assistunce for the sams patienticass fram any other NGO or any ather aource.
2| The ausistance from Koshika Foundation s only financial in nature. The choice of iha weatmentiprocedure advised/tondlcied by the Hospital on tha
patlent, is based on the arangemant betwean the patiant & the Hospital, and is in no way influenced by Koshika Foundatian. Hence. tha Hespital will
sssume sola & complete resporsibility of the reatment & it's pultome & safaty of the patient, snd Koshika Foundation will have no role or responsiblity
in the matiar.

L m.mﬂﬁmﬂmﬂﬁ“mwwﬁmmﬁmmmtﬁﬂw (o) B B w o wler 5§
t}ﬂfhn‘rlﬁmﬂmitm#mmmhmmwfmﬂmﬂnﬂmﬁmﬂﬂﬁmﬂﬁtﬂmwt*m e
ﬂmwﬁm#“mmﬁ*mmﬁhhuﬁwm"wnﬂmm o e §q W T e o § W v
ol s &y wverl wen w Fe s W W W W mummtlwﬂﬂwmmimmmmmmnmﬂ
W wr s = B s e A TR S

& “-a‘rhmvmﬂm'ﬂwﬂnimulﬁmmqﬂmﬂmhwtmmwﬂﬂmtﬁin&mﬂmmwmmm
%hwhi#'ﬂhmﬂ*mﬂmmiﬂmnﬂlnmmﬂﬁﬁmwmﬂﬁﬂﬂwﬁﬁﬁﬂﬂﬁm

w1 gk ol R W o ftn @ fa v A @ e

RECOMMENDED FOR ACCEPTENCE

=it % foe Hef oS
Date of Surgery _;!- I :
s ¥ i Cansultaet] @Heon
REGL il's Gharity Ey Rospital
*>93' b <5 IHmmﬁfﬂ.!--ﬁfknr!-}lﬁ:'ﬂ&M )
T T A FE AR 0L
FOR INTERNAL USE of KOSHIKA FOUNDATION  afFf 3%ai 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
7| TR | =l e 2

&g’ o

20-03 - 2025




