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1) | hereby confirm that all details in this Form are True io the best ol my knowledge, Any false statement will render my Application & ongaing assistance, if any,
|imble for rejection/cancellation.
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AGREEMENT by APPLICANT ( sres = F11)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & authorise Koshlka Foundation and i1's Trustess o
use/publishiput-up/reproduce my name, address, pholo & details of the “purpose”, far which such assistance ks requestad/granied, through any
madlum, including but not limited 1o verbial, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information aboul i's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation bafore or after my ireatment or fulfiimant of the “purpose”
for which assistance is being reguesied.

211 (Applicant) further agree that any such use of my name, address, pholo & detalls of the “purposea”, for which such assistance is requestadigranted,
will nol automatically entille me for receiving or continuing the =aid assistance. The decision for granting and/or continuing the assigtance will rest solaly
wilh the Trustess of Koshika Foundation, and thair decision is this regard will be final and acceptable o me.
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AGREEMENT by HOSPITAL (wemms gm &01)

By affuing hereundar, s:ignature of our Authonsed Signatary for recommending this caselpatient lor financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we naither are presently nor will in future svall of financial assistance from another NGO or any other source, for the same patient/case, as we ame
requesting o gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is not granted
by Koshika Foundation, in parl or in full, then the Hospital reserves its right to make up the shortfall from another NGO or any other saurce. This
confirmation essanfinlly states that the Hospital will not avail any duplicale assistance for the same pallent/case from any ofher NGO or any other source
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the trestment/procedure advisediconduclod by the Hospital on tha
patient, ls based on the arrangement betwesn the patlent & the Hospital, and is in no way Influenced by Koshika Foundalion. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's oulcoms & salety of the patient, and Koshiks Foundation will heve no role or responsibility

in the mattar

ot e, T W s # A W st st A fi s g fewfo o o, fel o (ree) T e A w e R w0 §

1) wr f§ 3 @ wwm sl 3 o wfew F ff e el e wemm W el @ wim R TR e F o w @ w8, W o i e
% faefonfief 39 € wan 4 i s g e 9 e § ol Cwifee et o s fef sofescse iy w6 fiew om € W@ e
fidt s o wowrd wen w fell s wEnE R T W W sfeen e e 6w g F e s w € e revm i we e il by fed
st wem w faE s aeE # o S

2. “wiferer wrRvE® | o o wemm S ff ow S b SR ow e o 8 ow e w fed o sTeRsTEn ® 9w ol o re

& d = fwn & s st wtva” g BEE wen w wi ool §1 g v o o o8 v o S s e owd fesid o ol e
w1 et ofr st W e gftee o Tt oawE A e

RECOMMENDED FOR ACCEPTENCE >
e W e e b

Date of Surgery
SR # A
R
¢ < N Negh s, with Stamp)
2\"" LR R R R
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=fis 37 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR 2

7 BAE

-/

20 -03-2025




