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BASIS for REQUESTING ASSISTANCE (Tick whichever s applicable)
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DECLARATION by APPLICANT: SPeF Bm i 1v:

1) | hereby canfim thal all detalls in this Form are True to fhe besl of my knowiledpe. Any false siatement will render my Application & ongolng acssistance, If any,
lisbie for refaction/canceltation

2) 1 poleminkty confirm that aesitance, if recedved from Koshika Foundation, will be used onty for the "purpose”, as stated in this Form, for which such assislance
was requasted by ma.

3) | heraby confirm that | have not & will not in fulure, avail of rembursemeant, in part ar in full, from any other source/employerfinsurance company, of the amaunt]
for which this easistance s requesied.
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AGREEMENT by APPLICANT | svew B0 wimt)

1) By affixing my signalure or thumb impression on this Form, | (Applicant) hereby agree & aulthorse Koshika Foundation and I('s Trusizes 1o

usaipublishpul-uplreproduce my name, address, photo & detalls of the "purpose”, for which such assistance |s requestedigranied, through any

medium, Including but not limited 1o verbal, print, electronic, for soficliing donations for Koshika Feundation andlor disseminating information about if's

activitlesfachievements. Such use of my photo & detalls can be made by Koshika Foundation befora or aftar my treatment or fulfilmant of the “purpose”
for which assistance is being requested,

2) 1 |Appiicant) further agree that any such use of my name, address, pholo & detalis of the "purpose”, for which such assisiance s requesiedigranted,
will nest automatically antitle me for recaiving of continuing the 2aid assistance. The deocision for granling andfar continuing the assistznce will rest solsly
with the Trusiees of Keshika Foundation, and heir decision is this regard will be fingt and acceplable o me.
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AGREEMENT by HOSPITAL (Wssama g i)
By affixing hereunder, signature of our Authorised Signelory for recommending ihis case/patlent for financial assistance from Koshika Foundailon, we
(Huspitel) hereby affirm & accapt falowing:
1) thal we nelther are prasently nod will in future avall of inancial assistance from ancther NGO ar any other source, for the seme patientcase, as we are
reguesting 1o get from Koshika Foundation, to the extent that such essislance is granted by Koshiks Foundation. If the requested assisianca is nol grantad
by Kashika Foundation, in part or In full, then the Hospilal reseves it's right lo make up the shortfall from another NGO or any olher source. This
confirmation essantialy stntes (hat tha Hospital will not @vall any duplicate assistance for tha-sama patient/case from any other NGO or any othar source,
2) The assistence from Koshika Foundation |s only financial In nature. The choice of the treatment/procedure advised/conducted by the Hospllal on the
pathent, is baged on the arangemant batween the patisnt & the Hospital, and is In no way influenced by Koshike Foundation. Hence, the Hospital will

gssume sole & complets mapongibility of the treatmant & iU's outcome & safaty of the patient, and Koshike Foundation will have no role or responsibility
i the matiar.

it sfiegn, wenel = o A4 bl W Csifee st @l s by R W ol 4, B v (v e e @ wre w wlier ow b

1) w1 i sl 7 o i o fafire w Pl e e deE @ el o wE @ e Ol 4 W oo @ o 3, S e e S sifes st
#t famrfofeafn T & way o “wifiee W po o dg e § ol U sifesw weetve m weee fft s 1y we o Ten o f o s
famll s i weed) wen ow faed S w0 | e 29w Sier g e o g T we s o i s i oee e il iy fed
it wowilt e @ faerd s wes w5 dmrdeR

L “wifymm wrtne" @ o of meym fum fafie e w6 B @ e ow § ool e w R ETeeiEn W o R o e
& dra W fovn & o e st o il e w W o o ) el v A B E R e sk g oliS RN
# vl ol “sifn” 9 56 gfvw W faclod o oes F o s ;

RECONMENDED FOR ACCEPTENGE
~ ¢ - T W fe degir
Date of Surgery W
3R % e EIIBBS, N SEN SHAHI = NN
o8fo4/3 4 RefaNo T8 Regn.No. wi Bty e, o s
Time:ZRE1 1. 39, DAV ¥ 11 3
FOR INTERNAL USE of KOSHIKA FOUNDATION  wrifte 2w 1§
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

el R |

o/

s

7 e

25-11-2023



