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DECLARATION by APPLICANT: STHTS g Wi Wy

1)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assislance, if any
liable for rejection/cancedabon.

21 | solemnly confirm that assistance, f received from Koshika Foundation, will be used enly for the “purpose”, as stated in this Form, for which such assistance
was requested by ma.

3) | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from any other source/empioyerinsurance company, of the amount
for which this assistance is requesiad
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AGREEMENT by APPLICANT (smees g %)

1) By affixing my signalure or thumb imprassion on this Form, | (Applicant) herety agree & authorise Koshika Foundation and t's Trustess o
use/publishiput-uplreproduce my name, address, pholo & detalls of the "purpose”, for which such assistance is requestad/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciing donations for Koshika Foundation andfor dissominating Infarmaticn about it's

activilieslachiovements, Such usa of my photo & details can be made by Koshika Foundation biefore or after my freatment or fulfiment of the “purpose’
for which assistance s being requesied.

2) | [Applicant) further agree that any such use of my nama, address, pholo & detalls of the "purpose”, for which such assistance is requested’granted,
will nat automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustoes of Koshika Foundation, and their decigion is this regard will be final and accaptable o me.
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AGREEMENT by HOSPITAL (WemaM 3 &17)
By affixing hersunder, signature of our Authorised Signatory lor recommending this case/patient for financial assistance from Knshika Foundation, we
(Hospital) hereby affirm & accept follawing.
1} that we neither are presently nor will in future avall of financial assistance from anather NGO or any other source, for the same patient/case, 85 wa are
raquesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If tha requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any olhar source This
confirmation essentially states thal tha Hospltal will not avail any duplicate assistance for the same patient/case from any other NGO or any othar source
2) The assistance from Koshika Foundation s only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, s based on the arrangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibiiity of the treatment & if's outcoms & safety of the patient, and Koshika Foundation will have no role of responslbility
in the matiar

mm.mﬂﬁmﬂmﬁ'mmﬁ'ﬂﬁhmﬂmﬁmthﬁn[mm}ﬁmmﬂm-nhmmtl

1) wn B T W e s T s F fafve wem e el dem e aen wi @ 3w i A om A o b, W e e et s
3 frfnfet Tw € v 1§ “wfvw e gu W 1y 5 4 ofe Csifen eem o wme el sfenese TR w0 e o kA s
it s A e S w Bt s wEmE @ w4 w0 sfesr gien e §1wm gfe F e v w b e o i e T it iy e
i w wen w et s wee @ A A

2, “wifir TR @ T T s Pt et w4 AR o e g 4 o wew @ R o ITmafem W o Ol o e

& wra w Fv & sl “wifven wEsteE” g e we W W Tem o ) e v d o0 & e e sl s o @l fedod a0 vd e
w1 ol ol “wfre” € S ofe @ feetd o F oo

RECOMMENDED FOR ACCEPTENCE
wirgrt & feg s

9q- g -9 ) (Name of Dr. & Regn. No. with Stamp)
TR W TN § TR S T

FOR INTERNAL USE of KOSHIKA FOUNDATION

SIGMATURE of TRUSTEE 1
I T |

7

& S

———

20 - 03 - 2025




