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“PURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT. SIHTH A1 970 TH:

1 | hetieby confirm thist l details in this Foem are True to the best of my knowledge: Any false statement will rander my Application & ongoing assistance, it any.
llable for rejectionfcancellation !

2) | solemindy oonfirm thit osssstancs, if received Iram Roshika Foundation, will be used only for the “purpose”. as stated |n this Formm, for which such Rssistance

wis requostod by me .

3) | ereby confirm that | Rave ot & witl net in futurs. avall of eimbursament, in part or in full, rom any other sourcelémployerinsurance campany, af the amaount

for which thee astistance is requested
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AGREEMENT by APPLICANT | mmes g %mi)

11 By affixing my signstute or thumb impression on' this Form, | {Applicant) hesshy agred & suthorise Koshika Foundation and II's Trustees 1o
usa/publishipu-upreproduce my name, address, pholo & details of the "purpose”, for which such asslstance is requesiedigranied, hrough any
medium. inchuding but fat imited 1o verbal, print, electronis, for soliciting donations for Koshika Foundation andior disseminating information aboul it's
schvilisslachigvamants. Such use ol my photo & detalls can be made by Koshika Foundation before of after my treatment or fufilment of the “purpase”
for which assistance 4 being requeslad

23 | (Applicant) furiner agres that any such usa of my name. address, photo & detalls of the "purpese”, lar which such assistance is requestedigranioed,
will not autematically sntite me for racelving or canlinling the said assislance. The decision for granting end/of conlinuing the assistance will rest solely
whiy the Triusiens of Koshika Foupdatlon, and their desision ts this regard will be linsl and acceptalie to me
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AGREEMENT by HOSPITAL (¥70IE 3M H7)

By afliking hereunder. signature of aur Awthonsed Signatory for recommanding this casefpatient far financial assistance from Koshika Foundation, we
{Hospita| ) ersty afliim & accept following

1) thst e neitrsr are prasently ot will in future avall of financial assisiance from another NGO or any other source, lor the same patienticase, As we are
raguesting i get fram Koshika Foundation, to the extent thal such assismncs 18 granted by Koshika Foundation. If the requesiad assistance i= not granted
by Koshika Foundation, in parl or in full, |hen the Hospitsl reserves i's right to make up the shortfall from another NGO or any other source. This
confirmation essertially states that the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any other source.
) The assjstance trom Koshiks Foundation is anly financial in natura. The cheice of the treaiment/procedure advisediconducted by the Hospltal on the
patient. is based on The arangement between the patiant & the Hospltal, and is in no way infhyenced by Koshika Foundstion. Hence, the Hospital will
asslma soie & complete responsibility of the treatment & it's outcome & safety of the pationt, and Koshika Foundation will have no robe or responsibility
in {he matlar

L= et W1 s @ i W~ s et @ i e gy feein W) o 8, T e (emme) fre v @ w9 i e §

P ——————— L L o o R R R R R R R R R LR R R LR R R
7 T e ¥ w1 s e o W g e b Ceifm weEmt em s i Aty asn 7 o ) ww # A e
Fedh s i seowrh s S o e | e A w s o e &) w e § we ww wm § s T e g dde 6 e
it wen m Fedlt s e A R AR

2 st TR © A o e W faim wsi = d At e wemmE g 4 o weE ) TRl EepuiE R g O O e

% i W T # o e wAvR” o B T W W T o & et e d oh @ ge e st we o ) wl Tkl o o e

w1 oy st it = wf e m Gl e e F s

RECOMMENDED FOR ACCEPTENCE
=A% o def

Date of Surgery Dr. Nelis Baini =
wty %1 Wi ”| *va’
cD- b Enroibs Lhafity £y (Name; Designation
6] 1-29- (Narie of Dr. & Regn. No, with Stamp) |

T H AW A P T TH 3 W

FOR INTERNAL USE of KOSHIKA FOUNDATION  iFifi& 2waim i '
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Tl YR | A FE 1

4 BAE

o J )

18-08-2024




