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DECLARATION by APPLICANT: Y& o whewn ¥3:

1) | hereby confirm thal all details in this Form are True 1o Ihe best of my knowledge. Any false slatement will render my Application & ongoing assislance. if any,
iatle for rejection/canceliation

2) { sulemniy 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

3) { herevy confirm that | have not & vall not in future, avail of reimbursement. i part or in full, from any other source/employerfinsurance company, of the amount
for which this assistance i1s requested
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AGREEMENT by APPLICANT (srdes g #0)

1) By affixing my signature or thumb impresston on this Form. | (Apphcant) hereby agree & authonse Koshika Foundation and 's Trustess to
usa/publish/pul-up/reproduce my name, address, phote & details of the “purpose”. for which such assistance is requested/granted, through any
medium, including but not kmited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminaiing information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or afler my reatment or fulfilment of the “‘purpose”
for which assistance is being requasted.

2) | (Applicant) fusther agree that any such use of my name. address. photo & details of the “purpose”, for which such assistance is requested/granted.
will not automatically entitle me for receving or continuing the said assistance The decision for granting and/or continuing the assistance will rest solely
with the Truslees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me.
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AGREEMENT by HOSPITAL (#3#® 50 #IR)

By affixing hereunder. signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospitat) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from ancther NGO or any other source, for the same palient/case, as we are
requesting Lo ge! from Koshika Foundalion. to the extenl lhat such assistance is granled by Koshika Foundation. If the requested assislance is not granted
by Keshika Foundalion, i part or in full. then the Hospital reserves i's nghl Lo make up Llhe shortfall from another NGO or any olher source. This
confirmation essentially slates thal the Hospdal wili not avail any duphicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature The choice of the treatment/procedure advised/conducted by the Hospitat on the
patient, 1s based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibifity of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility

in the matler

T sy, Tl ® AR 9 FmeAr w Cwifem s W fafm v 4y faerin € o ¢ R (see) PR R Y TR s wlwR A b

1) % 5 7 9 afam e 3 @ sfrm d faf e el N vl dem @ el e @ A TR T TS @ A ® 2 R e el wRRme
8 fawfmffs o & @ay F “Fifim TR g0 TR g T 4 aRk P SRR g gemm el s awe v SR W e I ¢ 8 s
firet o R wd wem W R SR TR A A o w afien g o § o e d e an oo § s fref we TR i by fedd
 wtt wen I e aRg W | o S ,

2 "wife wEET” ® o T aemm dw fafm wgh # 8 Of w e go 9 W e @ v syervaien | ot o s

% o W faw ¥ s i ST g R wEn 1 w6 § el vorm F O % sene go i aR SR )l feee O T e
) gt sl sl Ft SE qftem @ faeded 9 ume A T8 an

RECOMMENDED FOR ACCEPTENCE
B \ \\\ o
\

Date of Surge A N
‘ st 9 ww M GuP? mps_s‘\‘;wf ‘
9) L AL) {Name, Designaliogﬁ'&Eﬁrbz'qlfnﬁ\_gttu\sﬁ\ganatory

|2 / t , 2024 {Name of D;MBE@E}- ;ﬁ;ﬁ gﬁﬁ'ﬂ on behalf ¢f Hodpital)

o
—

T W R e s s
FORINTERNAL USE of KOSHIKA FOUNDATION  =ifts 3wam &7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T BRI | AR T 2

’ S AP

30.12.2019

Ao allis .




