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DECLARATION by APPLICANT: STHE T00 o s

1)1 hareby confirm that all detasdts in this Form as True (o the best of my knowiedge. Any false staterment will render my Application & ongoing assistance, i any,
limnbba for rejeclon/cancellaton,

2) | sobomnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, a8 stated in this Form, for which such assistance

was requested by me

3) | hesrstry confirm thed | have not & will not in future, avail of eimburssmant, in pea or in ull, from ahy olher sourcelemployeriinsurance company, of the amount
for witich (his sssistance i requestad
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1) By affixing my signature ar thumb impression on this Form, | (Applicant) hareby sgres & authorise Koshika Foundafion and Il's Trusiess Io

useipublgh/pul-upiraproduce my name, address, photo & detsils of the "purpose”, for which such assistance (s requestadigranied, through any

medium, inchuding bul not Bmited 1o verbal, print, electronic, for soliciling donations fof Koshlka Foundation andfor disseminating Information about it's

acinitieslachievemants. Such usa ol my pholo & detadls can be made by Koshika Foundation betore or afier my trestment or fulfilmant of the *purpose”
for which nssisiance s being reguesied,

2] | (Applicant) further agree that any such usa of My name, address, pholo & detalls of the “purpose”, for which such assistance |s reguosted/granied,
will not sulomatically enlilie me for receiving or continuing the sajd assistance. The decision for granting and/or conlinuing the aesistance will resi solely
with the Trustees of Koshika Foundation, and theit decision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (w=ms gm0 wTH)
By affizing hersunder, signature of our Authorised Signatory for recommending Ihis case/patient for financial assistance from Koshika Foundation, we
{Hospital) horeby affirm & accep!t following:
1} irat we nenthier are presently nor will in fulure avall of fnancial sssistance from anothar NGO or any olher source, for the same palient'cass, as we ane
requesting to gel from Koshika Foundstion, 1o the extant that such assistance is granted by Koshila Foundation. If the roquestad sssisiance (s nol 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 assantiaily states thal (he Hospiial will not avail any duplicate szsistance for the same patienticass from Bny othar NGO or any athar sourca.
2} The assistance from Koshika Foundation is anly financial in nature. The cholce of the reatment/procedure advised/condusted by the Haspital on the
patiant, s basad on the srangement betwean the patiant & the Hospital, and i3 in no way influenced by Koshika Foundation. Hences, the Hospial will
assume sols & complele respansibility of the irestment & it's outcomae & safaty of the pationt, and Kosh|ka Foundation will have no role or responsibiiity
i fhe matiar,
¥t afiown, wmelt = s @ SR sl s @ i e i el o a8, Tl oes (reme) P e d w3 oew w b
1) W TR 9 o e AT 6 s o fafe e el wewl siem o T e e | o ditat 9 W mod o 4, B s v Cwifew o
# fumfimfal am 5 7y o “sifes " gm e 4y & oo s weEmt o e fisf afreess g oo fien s § W s

el sen e woed Wem W e s wIne @ wee wow s gl o b e F v own an # fe s fftn e ws divee i e
#r wrwrll gew w G o g R ) AT

2 “sifrm s © o o mwen S faf ol 8 & T w o go G o v w e R Tvmfie W o

® i faw 3 sl sifew e g el oW w g o ) gl v F 30 # e g sl e Lel o
w1 ¥ sh i W o A v T e £
RECOMMENDED FOR ACCEPTENCE (ri." \
wgdt & fou defa vipistrator
Date of Surgery .
st EEN SEN SHAHI
8fed] 3 Sr it S Qi S
Mg . 7, A 3 e 3 wlwmmm
FOR INTERNAL USE of KOSHIKA FOUNDATION  stift® 3w 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W T | = TR 2

/)

rﬂ FAE

25-11-2023



