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14 1 hereby confinm that sl details in this Form are True (o the besl of my knowledge. Any fatse statement will render my Application & angaing assistance, if any,
llabia | .

i nulmﬁrrlly conflem that sssistance, If received from Koshika Foundaton, will be used only for the “purpose”, &5 stated in this Form, for which such assistance
wih requasted by me,

an h::;!l}y confimm that | have mot & will not in future, avail of reimbursement, in part o in full, from any other sourcetemployesinsurance company, of the amalni
lor which this assistance Is requesied,
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1) By affixing my signature or thumb impresslon on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o
uselpublishiput-uplioproduce my name, address, phola & datatis of 1he “purposa”, for which such assistance is requesied/granted, through any
medium, incheding but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information abaut it's
nolivities/achievemants, Such use of my pholo & detalls can be made by Koshika Foundatlon before or after my treatment o fulfilmen! of the *purpose”
fof which assislancs @ baing requested.

21 | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance (s requested/granted.
will nat autematically entitle ma for recalving or continulng the said assistance, The decision for granting andler continuing the assistance will rest solely
with (he Trugless of Koghika Foundation, and thair decigion s this regard will ba final and acceptable to me.
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AGREEMENT by HOSPITAL (e=wm 30 %1)

By affiming hereunder, signature of our Authornsed Signatory for recommaending this casa/patiant for financial assistance from Koshika Foundation, wa
(Hospital) hereby affiem & accapt follawing:

1] that we neither am prasantly nor will in futare avall of Tinancial asaistance from another NGO or any other source, for the seme patient/cese, as we are
raguesting 1o gol from Kpshika Foundation, Lo the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves I1's right to make up the shortfall from another NGO or any other source. This
confirmation sssantlally states that the Hospital wil not avall any duplicats assistance for the sama patiant/casa from any other NGO or any other source.
#1 The asaistance from Koshika Foundation is only financial in nature, The choice of the reatment/precedure advisedivonducted by the Haspital on he
patienl, is based on the arrangement batween the patient & the Hospital, and Is [n no way influenced by Koshike Foundation. Hence, the Hospltal will
assums soie & complete responsibllity of the treatmant & it's outcoms & safely of the patient, and Hoshika Foundation will heve no role or responsibility
I the maiier.

ot siften, wR W) s R AT s e @ fafm w0 fewin @ owd ¥, T o (e fre W WS 3 W o
13w T = o mine sl 3 o wiem | fafer weren fel e wmEal sem w Bt ey s A T i F A om S o W e i st
# Temifonforafn 39 o wers F "W AT g e i T & ol s st m o fef smeese #g i fee oW s
firsdt s i et wen w e w R A R W st i e o g o e v am e s R s i g e
Mmmuﬁﬂﬁmumﬂ#iﬁwﬁrm

tmmwlmww:mmm v fit wen W wd m o & i v o ol F e g Sl
w1 v o “wfrw W v ofem w fesh w o J = e

RECOMMENDED FOR ACCEPTENCE ﬁ{ B " ]
. Tt ® feg s Administr 5

Date of Surgery -

st w1 A

Ly /OJ/ Y o pital) o

M & v g sl sl
FOR INTERNAL USE of KOSHIKA FOUNDATION  3irafid wam #q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | ST T 2
.'__Jr e

11-04-2024



