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DECLARATION by APPLICANT. sy g whwen -

1]lh-ﬁh);w1lmim-mhmmmmm True o the best of my knowledge. Any talse stlomen! will render my Application & ongoing assjstance, If any,
liable for rejectionicancelation.

2) 1 sobemely confiem thet asssstance, i received from Koshika Foundation. will be used only for the “purpose”, 38 stated in this Form. for which such assistance

was requesind by me

3)1 horaby confirm that | have not & will not in future, avad of aimbursement, = part of in full, ram ainy ofer sousc/smployarinsurance company, of e amount
for which this assistaros ls redqusted,
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1} By afficing my signature of thumb impression on this Form, | (Agplicant) heretry agree & suthoriue Koshika Fousdation and it's Trusioes io
use/publishipul-up/reproduce my name. adaress, photo & details of the “purpose”., for which such assistance ls requesied/granted, through any
mwmwumuw.mmhmmmmmr brd/or disseminating infarmation about if's

sctivities/achisvements. Such use of my photo & details can be made by Koshika Foundation bofore or my treatmenl of fulfimenl of the “purposs”
for which asststance i being mquesied

2} | {Appiicant) furthor agres hal ony such usa of my name. address, pholo & delads of the "purpose”, lor which such sssistance is requesiedigrantad,
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wilh) the Trustees of Koshika Foundation, snd thisr deckiion bs this regend will be final and acceptabie o me
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AGREEMENT by HOSPITAL (wme g &)

By affixing hereunder, signature of our Authorised Signatory for recommending Ihis case/patient for fingnclal assistance from Koshka Foundation, we
(Hosplal) harmby afm & accept following:

1} thart we: neithior are presently nor will in fulure evail of francial assistance from another NGO or any other source, for the same patientcass, ag we e
requesting k2 gel from Koshika Foundation, 1o the extent that such assistances is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in paf or in full, then e Hospital ressrves (1's dght 1o make up the shartiall from another NGO o any olher sourcs. This
conflmation essentiaily sintes (el the Hospital will not ovall any dupliceis assistance for (he same patienticese from any othes MG or dmy othar souite
£) The assistance from Koshika Foundation is only financial in nahure. Tha choice of the irealimentiprocedure advised/oonducted by the Hospdal on the
pttinnt, is tasad an the armangement beiween the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, he Hospital will
essume sols & compiete responsibility of the treatment & It's culcoms & safiety of the patient, snd Koshika FoundaBion will have no role of responsibiiity
= ihi matier

et s, wawl = st @ sl Sl Csifve st A im o wm d eftn R st L e e (e e R A T a e

1) W % 5% wies d 3 W wiem F el wwen e & woet wee w el 5= o @ o dvesR S W w8 B e oen s v
o Frwfeu et e o W F “wife T g s by b o i westee g we el afese By T i m § o s
faalt oty wowh W w el orm I o me W W sl e vem o e o e ww b e s fpde S e S by e

¥ wowtl Sva w fed sy wE @ A S

1 “wifrm wE” 2 W o wown S i eyl @ 8 o e o G ol w6 Tveae w e S o e

® e S ol “wifios e gro fedl e W el vt b vl wvsme d O oy o she s w ) wd festoh ) o e
& ot e “wifvn” &1 9 s W feiod w o o

Date of Surgery

b

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W T | T 2

&7 TP

Tan2022




	0373abf8a024886d9bb3754390d84b316ebcc566a277bb467164520eab81a037.pdf
	0373abf8a024886d9bb3754390d84b316ebcc566a277bb467164520eab81a037.pdf

