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DECLARATION by APPLICANT: SU5% T SISen 9%: -
1} 1 hereby confirm thal all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.

2} | solemnly 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} I hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amaunt
for which this assistance Is requested.
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AGREEMENT by APPLICANT (amies g0 )

1) By affixing my signature or thumb Impression on this Form, i (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
use/publish/put-up/reproduce my name, address, phote & detalls of the “purpose”, for which such assistance is raquested/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's
activities/achievements. Such use of my photo & detaiis can be made by Koshika Foundation bafore or after my treatment or fulfilment of the “purpose”
for which assistance is being requested.

2) | {Applicant) further agrae that any such use of my name, address, photo & detalls of the “purpose”, far which such assistance is requested/granted,
will not automatically entifle me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solely
with the Trustees of Koshike Foundation, and thelir decision is this regard will be final and acceptabie o me.
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AGREEMENT by HOSPITAL (¥ewaid g )

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

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such asslstance Is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any dupiicate 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 Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complate responsibliity of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

In the matter.

vt s, vEwd B o @ TmRAT H® i wRedv A fafie w3y e # o #, R o (verm) e yeR @ W T elen @ b

1) T 75 2 @ wiwm s 3 6 ofew § fofim e et sl dem o e o e @ 3w Tiame A o ow R @ 3 3 e v e s
A femfmfeft 330 @ way § it v o0 v 3 5 4 9R “wif weRw” gu v faf sifreme 3y e e S 4 @ s
foeht = i ward Wen W Rl o e @ weeE TR W afeen g e bW g F e wn am § i s fid e g dhe 4y fed
i vl T W fedt = AnE W W S

2 “wifym w2y W o T werm Rea fufm v S 3P W reeE g @ W wew @ R W svevsfEn ® ORI e

% 49 % fieg § sl i TERTWT U R vER W WY T T Wi e d Of @ e gow ol aR R w w Reelgd O o e
=1 ¥t sie “wifem” w5 w5 g @ R woaeR § o

\
RECOMMENDED FOR ACCEPTENCE
=l B g e \\ X /
Date of Surgery \ “ ?:{

A ) wt e JV . §S
_— %?-‘p\} {Name, Designaﬁol&%_ g ngna'w
Galr] | nismade e,
"Fow&ﬂl%m&ﬁ FOUNDATION _ aifs vy

4 Fu

SIGNATURE of TRUSTREX - 2l SIGNATURE of TRUSTEE 2

TR TR | AR TR 2
/@04/6
A PR

30.05.2019




