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DECLARATION by APPLICANT: HFFTS 0 W90 ¥4

1)1 hareby oonfirm that all detais in this Form e Trua to the best of my knowleoge. Any false stmament will rendar my Application & ongoing assistance, Il any,
liable for relectonicancelstion, _

7} | sotemnly confirm {hat assietancs, freceived from Koshika Foundation, will be usea only for the “purpese”, as steted In this Farm, for which such assisance

was reguestol by me. -

33| haraby canfirm kel | have net & will notin fulure, svai of reimburssment. in gart of in full, trom any ather sourcelemplayetinsuranca company, &l tha amouni

for which this assistance |5 requaied
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AGREEMENT by APPLICANT (S & ®T0)

1) By affixing my signature of thumb impression o thls Farm, | (Applicant) herstby sgree A4 autherisa Keshika Foundation and it's Trustess 1o
use/publishiput-up/repraduss my nama, address, pholo & details ol the ‘purpeas’. for which such ausistance is reguestadigrantad, through sny
miedium, inslading but ot limited to verbal, print, elestronic, for soliciting donetions for Keahika Foundation andiar disseminating infarmation abaut t's
antivities/schisvaments, Such use of my phota & detalls can be made by Kashiks Foundation before or afier my Irsatment or fulfimrent of the “purposa”
forwehich assistance is baing requested.

2) | (Appligant) further sgree that any such usa of oy name, address, photo & detsils of |he “purposa”, for which such 2ssistanca s requested/granted,
will not automaticatly entitle me for receiving or continuing the said asswstance. The declsion for granting andlor continuing the assistance will rasteolaly
with the Trustess of Koshiks Foundalion, and el decision s this regard will be final and actaptsble (o me.
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AGREEMENT by HOSPITAL (¥eims 3w %)

By affixing Herepnder, signature of our Authonssd Sonaiory for recommending this case/patiant for finanolal aswisiance from Koshika Foundatian, we
(Hospital) hersty allirm & accapt following:

1 that we neither are prasenily norwill in future avall of finsncial assistance from anather NGO or any other source, for the samb patlent/cass, a8 we are
requesiing 1o gel from Koshika Foundation, o the sxdent \hat cuch assistance is granted by Koshika Foundation, | the requosted assistanca is nat grantad
by Koshika Foundation, in part or in full, tnen the Hospital resarves I1's right fo make up the shorifall from anather NGO ar any ather source. Thia
confirmation essanfialy states thal the Hospital will rst svail any duplica’s assistance for the sama patient/case from any ofhar NGO or amy athor sourns.
2| The assistance from Koshika Feundation is only finsncial in nature. The cheice of the treaimentprocedure sdvised/conducted by the Hospilal an the
patignt, ks based on tha armangement hetwean the pafient & the Hospital, and Is in no way infiuenced by Koshika Faundation. Hanca, the Hospital wil
assuma sola & compiste resconsibility of the treatment & it's outcome & salsty of 1he petlent, and Koshika Founcdatisn wil frave no fole ot fesponsthiity
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RECOMMENDED FOR ACCEPTENCE

DR. PRAVEEN SEN SHAHI o = e\ |
Dato of Surgery i n74 .
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