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1)1 hareby oonfirm thet all details in this Form are True o the best of my knowiedge. Any false statement will render my Application & ongoing assistance, i any,
finbie Tor relection/cancellation,

211 solemnly confirm that assistance, || recedved from Kashika Foundation, will be used ohly for the “purpose”, as stated in this Farm, lor which such assistance
wad reglested by me

3} | heraty confirm that | fawe nel & will not in futare, avail of reimbursamant, i part ar in hll, from any ether scurcelemployedinsumnce company, af the srmail
far which this assistande s roquasted.

1) A e e o wEn 4 fot s anh e Sl wpE % s s vt §ofe w e o we s we w8 A &0 o B W owowe b

2} 4 gm W e T Cw w6 o wmoof &, e o el wve = o o el e i, @ o we o w0 T b

1) & e wm { T Fam werem g v i 9 ok 8, v ol W ot w e fren fedh e el s A A fen & ST R e o
AGHREEMENT by APPLICANT (wzs Gm =i1)

1} By afllung my signature or thumb impression on this Form, | (Applicant) hereby sgres & aulhorise Koshika Foundalion and its Trusteas to

usaipublishiput-up/repraduce my name, address, photo & details of the “purpose”, for which such assistanoe Is requested/granted, hraugh eny

msdiurr, inciuding but not imited Lo verbal, print, electronic, Tor soficiing donatiens for Koshiki Foundation andfor disseminating information about it's

actvities/achipvements. Such use of my photo & detalls can bs made by Koshika Founidation bafors or after my treatment or fulfilment of the *purpose”
for which assistance s baing requested,

2) | {Applicant) turther agree thal any such use of my name, address. pholo & datails of the "purpose”, for which such assistance is requestodigrantad,
willl nal sutamatically entitle me for receiving or conlinuing the said assisisnce. The decision for granting andior confinuing the asslstance will rest solely
with the Trustees of Keshika Foundation, and thar decision & this regard will bo final and scceplable to ma.

i)™ T :ﬂmmﬂrﬂﬂmm.hm}ﬂwﬁmnﬁﬂﬁhmtﬂ“mmdnmm‘uﬂm:ﬁmtftﬂuﬂ.
am, Wi ab W Tamon g w4 i, 3 s v S, G, weEn atagdve W o e s e o fr fes o s s
ﬁmﬂnmﬁhmilﬂimwmﬂiwimwniﬂih‘mm'IWﬁMh

1} & (oo w8 a S ween f fE S0 T, T, R o fee @ B serne 8 agivd o witi § e e w1 wem W) s ey

Sl T T it W Pl s s T g

APPLIGANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
siTE W yEeR W A W P

:

AGREEMENT by HOSPITAL (wesmm BW &7

By affiing hereunder, signature of our Authorsed Signatory for facommending this cossipatien) for financial assistance (rom Koshika Fourdstion, we
(Hospital) heroby affiem & scoapt following:

1) that we nefher are presently nor will In fulure avall of finansial psglslance from another NGO or oy ofher source, fof the Ssame paEenycasn, 08 wo are
reduesting to et from Koshika Foundation, (o the extent that such assistance is granted by Koshika Foundation If the requesied assistance |e not granted
by Kostilka Foundation, In part or in full, then the Hospilal reserves Il's right to make up the shofall from anothar NGO or any other sourca, This
confirmalion essentially states that the Hospital will not avail any duplicate assistance for the same palienticase from any other NGO or any olher sourcs
%) The assistance from Koshile Foundation is only financial in nature, The chofce of the treatmentprocedurs sdvised/eonducted ty the Hospital on the
patiant. t= baged on the amangement hetwaen the patient & the Hospital, and 5 in no way mfluenced by Keshika Fountation. Henos, the Hospital wil
gssume sole & complete reaponsibility of the {reatment & ('s outcome & safety of the patient, gnd Koshiks Foundation will have no i or responaibility
in the matiar.

pwit wfiegy, pEmEl w ST B WA W vt e A e s i fwdor o b, e (emee) e wew # we e slee s

1) i o e i W i fafv s e R e seem w fied seg e @ A Tl F o ow A o b W f w0 e TR
% forwrinpfefl o o o f sl W mmiqﬁrhuﬁ'ﬂnmwm'wmﬁﬂmnwwhmmiﬂm
m’hmﬁrmﬁmMITMmmﬁmhmmmmtwﬁﬂmmmifﬁmmmmﬂmum
B s e @l sem aney @ ot Sl

2 S SRR A o T e e e R et b S e g o T @ el amvRiEn W e 00 o e

% W w fe ¢ sk e e g Beh wen w wil g ol b salen v d 0 R g e i s W s el o oW e
w1 ¥ty ol “wiiwn” = W ffien w T v e o W oeh /

f b

\ RECOMMENDED FOR ACCEPTENCE
RNSARY = E:ﬁm MARSSEY
Date of Su
!tq’a: :'i m DF‘WAH THAL) Administrator
MS LDPH :
|5/ eraa 0RO S B i
5/5/23 %mmumﬁ;ﬁ’t W AW e S
FOR INTERNAL USE of KOSHIKA FOUNDATION  &iftss 3w 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= R A T

7 AT

08-04-2023




