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DECLARATION by APPLICANT. smdes g Sy Om:
1} | hereby confirm thal all datadls in this Form are True (o (he best of my knowlsdgs, Any false statement will render my Application & engoing assistance, If any,
[imbrba for rejEcionfcancelton,

2) | sedemnly confirm thal assistance, | meelved from Koshika Foundation, will be used only for Ihe “purpose”, &s stated in this Form, for which such eesistance
was requested by me

3} | herehy condirm that | kave rol & will not in fulure, avedll of reimbursemant, in part o2 in hill, Irom any other sourca/asmployerinsuranca comparny, of the amount
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1) By affiing my sigrilune of thumb impression on this Form, | (Applicant) hereby agrea & suthorise Koshika Foundation and it's Trusteas fo
usa/publshiput-upireproduce my name, address, pholo & details of (he “purpose’, for which such assistance ls requestedigranted, through any
madium, including but not limited to verbal, print, elecironie, for soliciting denations for Koshika Foundalion andlor dissaminating information about it's
scihvities/achievamants. Such use al my pholo & datails can ba mads by Koshika Foundation before or after my treatment or fulfiment of the "purposa®
for which assistance is baing requestad.

2) 1 |Applicani) furiher agree thal any such uee ol my nama, address, phale & detaits of the "purposa”, for which such assistance is requested/granted,

will nel automatically entitle ma Tor recelving or continuing the said assistance, The decision for granting and/or continuing the assistance will rest sololy
with the Trestees of Koshika Foundation, and their dectsion s this regard will be final and accepiable to me.
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AGREEMENT by HOSPITAL (Fwmm g7 W)
By alfixing hereunder, signalure of aur Authorised Signatory for recommending this cosefpatient for financial assistance from Keshika Foundation, we
[Huspital) hereby alfiom & acceplt fallowing:
1) thint wen paither mre presently nor will in future svall of finencisl assistance from another NGO of any other source, for the same patient/case, as we are
requesting fo get from Koshika Foundation, o the-gxtent that such assistance is granted by Koshika Foundation. If the requasted assistance is nol granted
by Koshika Foundation, s par of In full, then the Hospdial ressrves (Us right 1o make up the shartfall from another NGO or any other sourcs. This
confirmation essanfislly states that the Hospital will not avall any duplicata assistence for the same pallent'case from any other NGO or any othar sourca,
2} The assistance from Moshika Foundation is onty financial in nature, The choice of the trestment/procedure advised/conducted by the Hospital on tha
patient, is k3sed on the amangement ketweaen the patient & the Hospital, and (s in no way influenced by Koshika Foundation, Hence, the Hospits! will

nssume solg & complsle responsibility of the treatment & il's outcormse & safety of tha patiant, and Koshike Foundation will have no rals o responsibility
in the matier,

wat s, vl W A g W s e A falis s ¢ feeltn o al f, Pl oes () Fre e @ e wlisw o b
1) fE 5w sl v sfies F fufre ween feel oo st Peelt s e o v dhenedt o @ o §, & e e el st
# fafonfrfs 7@ & waw =i wRvR” oo iy TR b oft Cwiftee st g mem el sfreess i o= I fea ww @ o s
Tl s T Wl W W SRR 560 AR W EEE T S i e §om gfe J vre s & B s fidm w ae i by P
fﬂmm=mﬂmmﬂqﬂﬂwﬁ|

Wiy W ﬂm‘tﬂimmmmﬁhMHMWQMMHMﬂMWFHHM
1mmmiﬁh “wifrs s g faet wen w1 W e b wie e o S v e sl e gt T v e
W ok sl “wife W e skl v o )

Date of Surgery
sifgw ® Wi

(3 Jo4] 3y

FORINTERNAL USE of KOSHIKA FOUNDATION _ 52 27 1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) g | i FE 2

&4/6?4‘

25-11-2023



