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1) | herety confirm that &l ceteis in this Formare True to the best of my mawledge. Any 1alse statemnnt will render my Applicalion & ongoing assisiancs, it any,
[iatble for rejeciionfcznceliation. )

2] | splemnly confim that asslstance,  received from Koshike Foundation, will ba used only for tha “purpass™, 33 slated in this Farm, Tar which such assistance

wias requesled by ma.
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1} By gffixing miy sigriatute or thumb impression on this Farm, | (Applicani) harely agroo & aulhorise Koshiks Foundation and [Ps Trusizes o
usafpublishiput-updreproduce my name, sddrass, phoio & datails of the "purposs”, for which such assistance isrequestedigrantad, through any
medlum, Inchuding bul et limlled to vertal, print, eleciranie, for sollciing denations for Koshika Foundation andfor disseminating information about I's
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with tha Trustees of Koshiks Foundation, snd (hel dacision is fhis regard will ba final and accentable to me.
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By-alixing heteunder, signature of sur Authorised Signatary for recommending this casalpatiant for finsncial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accapt following:
1) thal we neithar g presenlly ror will in luture svall of financial assistancs from anather NG or any other source, for the same patient/cass, 88 we B
redquesting 4o gal fvam Kashiks Foundation, to the exdent that such assistance is grantad by Koshika Foundation, If the requasted 2esictance is nol grantas
by Koshika Foundation, In gart o in full, fnen the Hospital rmearvis [1s right to make up the shortiall from another NGO or any ather solirce. This
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patient, is based on the amangemant batween Lhe palisnt & the Hospital, and s in no way influenced by Kosfiks Foundation. Hence, tha Hoepital will

::snlumg sols & complets responsibilly of the reatment & s oulcome & ssfety of tha patient, and Koshika Fourrdabon will have o role o respons/Biliy
n the maliar,

yart s, Tl W SR R AERArn Wil s o iim s fy R 61w e (e e e R o w wlew w &

1) W% 5 7w sl T W e F i s e oo S W e S o e i 3 aw T E, i T T e et
# frmionfed =0 & ey F Ywile s o v i §) S Cwioe sreeRt g e e sifes e b v ot fen o €@ seEm
fl w7 Ay s W T T W 0 e S s e e 8 ve g d e s s £ s i we w0 o by Al
e wrdt wn el s e | o wEd)

2 “wifiee werveT 2 o e Sam i ol ol b o e oo @ o o B R v o
s w s § o et s o R wen @ e oo o ) o e B S e g s s
& Al s e W e o Frel o d = e

7 S KB

A2

| RECOMMENDED FOR ACCEPTENCE
= = fom i LY \

oy
m
a‘ll‘ i

/; Name, D : e Althorised Si
28] / '.5}( e {Name of Dr. & Ragn. No. with Stamp) (arme, B behalf of Hospital) e
T W N A pEE T T A% T FE A S
FOR INTERNAL USE of KOSHIKA FOUNDATION == 394 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

oAl FE |

7 FAE

4

20-03-2025




