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DECLARATION by APPLICANT: SRS T wimn wy:

1) | hereby confirm thial a4l details i this Farm are True to the best of my knowiedge. Any false stalement will render my Application & ongoing assistance, if any,
labis for rejection/canceliation.

23 | solemnty confirm that assistance, if recoived from Koshika Foundation, will be used only for the “purpose”, as stated In this Form, for which such assistance
was requesied ty me,

39 | hereby confirm that | have not & will not in future, avail of reimburssment, in part or in full, fram any other sourcelemployedinsurance company, of the amount
fae which this assistance is requested,
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1) By affling my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusiees 1o

uselpublishiput-up/reproduce my name, sddress, photo & detalls of the "purpose”, for which such assistance is requested/granted, through any

medlum, Inchiding but not limited to verbal, print, iectronic, for soliciting donations for Keshika Foundation andlor disseminaling information about Iit's

activitlasfachievements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assistance I8 baing requested.

2) | (Applicant) further agree thal any such use of my name, address, pholo & details of the "purpose”, for which such assistance is requestedigranted,
will not sutomatically entitle me for receiving or confinuing the said assistance. The decision for granting and/or continuing the assistance will rest =olely
with the Trustees of Koshika Foundation, and their decision |s this regard will be final and acceptable to ma.
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AGREEMENT by HOSPITAL (v @0 Wit)
By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1) that we nelther are presantly nor will in future avail of financial assistance from analhar NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. I the requested assistance is nol granted
by Koshika Foundation, in part of in full, then the Hespital reserves it's right to make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any othar NGO or any other sourca
2) The assistance from Keshika Foundation s only financial in nature. The choice of the treatment/procedure advised/conducted by the Hosgpital on the
patient, is based on the arangement between the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hanoe, the Hospital will

assume sole & complets responsibility of the treatment & il's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier

rﬂrﬂW.Mﬁmﬂmﬁ'mm“ﬂﬁﬁmmﬂhﬂm«hml.ﬁﬂn{m}ﬁﬁmﬂmummi-

1) wg i 7 W e sk T e fad s e el de @ el s v @ aw il F 0w R o 8 ¥ R oes e s
it 9 & wew o “eifn Rt go w iy e book Cwifew e g W fel sifeese g T T e W § W s
frell s wETh e W TRE) S R 2 T B9 W s g e b gfe F we wn ww R s i e e il i e
% wewrl W W TR S oEE B T S

1, “wifir wEEvE" ¥ W o wE ue il wef w1 & 00 W oeees gm o wemw @ o awmvefe W e i ol e

& dtw w favn # sk i e g e wer W s v o b ol w00 ® g e s s w9 i fedil B0 0w

w it ok s o s gftn w Tl we o o e

RECOMMENDED FOR ACCEPTENCE
=it % fo sl

Date of Surgery
sivive i

_gad A
-8 7 ,P'-‘ Stamp)

TR 5 AN 9 pEme A T 3

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGNATURE of TRUSTEE 1
2t B |

7

- S

20-03 - 2025




