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1) | hereby confirm that all detalls fn this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing
liabln for rejecton/cancellation.

2) | solemaly confirm that sssistence, If recaived from Koshika Foundation, will be usad anly for the "purpose”, as stated in this Form, for which such

was requesied by ma,

3} | heraby confirm that | have not & will not n fulure, avall of mimbursamant, in part or In full, from any other source/employer/insurance company, of the amoun|

for which this sssistance i requested.
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1) By afflxing my signalure or thumb Imprassion on this Form, | (Applicant) hereby agiee & authorise Koshika Foundation and W's Trustees lo

usa/publishipul-upreprodiuce my nama, address, pholo & delails of the “purpose”, for which such Bssistance is requesied/granted, through any

medium, Inciuding but nel limited to verbal, print, electranle, for soliciting donations for Koshika Foundation and/or disseminating indormation aboul it's

activities/achievemants. Such uae of my photo & detalls can be madae by Koshika Foundation before or after my Ireatmant or fulfilment of the “purpose”
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will not adomatically antitie ma for recelving or continuing the said essistanca. The decision for granting andior continuing the assistance will rest solaly

with tha Trustess of Koshike Foundation, end thelr declgion |s this regard will be final and acceplable 1o me.
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By afficing harsunder, signaturs of our Authorised Slgnatory for recommending this casalpatient for financial assistance from Moshika Foundation, wa
{Hospital) horeby affirm & accept following:

1) that we nelther are presently nor will In future avail of financlal assistance from another NGO or any olher source, for the same patient/case, as we are
tequasting to get from Koshlka Foundation, 1o the extent thal such assistance is grantsd by Koshika Foundation, if the requested assistance is not 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 olher source. This
confirmation essantially states that the Hospital will not avall any duplicate sssistance for tha same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in naturs, The choics of the treatment/procedure advised/conducted by the Hospital on the
paliant, is based on the arangement batwesn the patisal & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will
assume sole & complete rasponsibility of the treatment & it's outcome & safety of the patienl, and Koshika Foundation will have no role or respansibiiity

in the mattar.

vt s, TR W s @ wesand W s v A Pl s gy fewion € w8, B o (v fre wew @ e e s b

1) o8 T o wdeE et S o wiva o Reflm v el B el wem m Rt o win A T Ditee o w A o 8, 38 B v i e
W firwionfief 79 & W s S g e iy e bR Csife westm” g W e sifmeen iy s ot fem am oo s
ot ar I wwdt W @ sl o= s @ e @9 W sten e e o e f s oww wm f f s e wee o et fy Pl
ol wen w fet w= o W o A

2, “wifer wrEve” 2 o o e W faii w6 & B s v o 9 ool wew w el aeEm W e T o
% ¥ru w fow § sl Wi et o e v W e e S et e F O @ g

) Wil sl “wifr @ W gt W Pl v e W R e R

o e

Administrator

& fag sl Vrinadavan, Mat -

DI’ SUFYA ND A [-\; i EWB FOR ACCEPTENCE BIRTTISToN s fyat = ﬁ-ﬁﬁmﬁ.

Date of Surgery el

i At KA/

} { """ (Name, Designation & Stamp of Authorised Signatory

23102 {Name of Dr. &  with Stamp) on behalf of Hospital)
’2] -7 TN BRI Y T A W % T FGAE A S
FOR INTERNAL USE of KOSHIKA FOUNDATION 1Tt 3w 1Y
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
TR 1 = FEE 2

o AT

30.05.2018



