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“PURPOSE" for REQUESTING ASBISTANCE:
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DECLARATION by APPLICANT. Wriow ©m sy W

111 harety condirm that all detats in this Form are Tree 1o the best of my knowlsdge. Any false statement will render my Application & onguoing assistance., i any,
listsle for repctionicanceliation,

2) | sokemnly confirm that assistance. if recelved from Koshiks Foundation, will be used only for the “purposs”, as statad in this Form, for which goch assistance
was mequesied by me

3 hereby confirm 1hat | have not S will mot in future, aval of rembursement. in part of in full, from any oihes soucaiemployedfinsurance company, of the amount
tor which this assistance = requesied
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AGREEMENT by APPLICANT | spies gm %)

1) By affizing my sgnature or thumb impression on this Form, | (Applicant) hereby agree 4 authorise Koshika Foundation and If's Trustees to
usalpublshiput-upireproduce my nams, sddiess, pholo & datalls of ihe “purposs”, for which such assistance is requesiedigrantad, through any
madiurm, ncluding bul not imied to vorbal, print, sectronic, for soficiting donations for Koshike Foundation and/or disseminating information about it's
actrvithes/achimvements. Such use of my photo & detalls can be made by Koshiks Foundation before or after my trestment or fulfiliment of the “purposa”
for which nssistancs s being requesiod

2} | {Applicant) lurther agree thal any such use of my name, address, photo & detsits of the “purpose”, for which such assistance is requasiedigranted,
will rot sutomatically entithe me for recelving o conlinuing the sald assistsnce. The decision for granting andior continuing the sasistance will real solaly
with the Trursteas of Koshika Foundation, and their decision is this regard will b final and acceptable (o me.
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APPLICANT'S SIGHNATURE OR LEFT THUME IMPRESSION :

AGREEMENT by HOSPITAL |(7rsm g0 wir)

By affixing hereunder, sgamture of pur Authorised Signatory for recommending this casa/patient for finencial assistance from Koshika Foundation, we
(Haspitall hensby aMinm & accept following:

1) that we nesther are presently nor will in future avall of financial sssistance from anciher NGO of any other source, for the same patient/case, as we &
reguesting 1o gol from Kashika Foundation, 1o the exient that such assistance s granted by Koshika Foundation. If the requesied assistance & nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves I1's right to make up the shortfall from anofher NGO or any other source, This
confirmation easenGally stales thal the Hospital will not avail any duplicate assistance for tha same patient/case from any olfer NGO or any other sourte
2) The asslstance from Koshika Foundation is only financial in nature, The choice of the trealment/procedure advised/conducted by the Hospital on the
patiznt. s based on the armngemsni batwesn the patlsnt & the Hospital. and s in o way influsnced by Koshika Foundation, Hance_ the Hospitad will
assume solo & complete responsitility of the treatmant & i's cutcome & safety of the patent, and Koshiks Foundation will harve no role or responsiility
in the matter

vt e, waned W s @ oald s S sifes wrstit @ fafil oo oy fesdm o el 3, fal e (eeme) Fren wse @ owe s s sl )

iy my o o ke sbe o ) wlves F feln e ek A avsrd Wy @ el s vl o T Bl F R w Ao £, e el Ceitfee orelt
% freivids vm % wav 4 “eife s g v iy fe b ol Csifee et po e T sfeeee g TeE T e w A s
foslt w= fn e dem W fee = T @ w0 oW el e e o e we o e s Sl T e Sl iy el

b ol vhan w el s e W ol dmadel
2 “wifrm wirdn” 2 o of woen S B ol @ b & v e g @ of T o o srafE W e oh o

% W= W fawg § s “sifirw &0 &l won W Wi v A b iR wme { o T oge o R o W = feeeh 7R o v
w1 wirt ol “wifew” W Wi e s o ey
RECOMMENDED FOR ACCEPTENCE
E ‘ ““.ﬂm W frg g ﬁ
mﬂm b BS usw Assistant Adminisiralor
PN SvnitgaR -
1ot 2y | AaShun stamp) ALVAGR ebal b Hospital
REN 0% %1 2w o o o 1 7 7 3w R S s
FOR INTERNAL USE of KOSHIKA FOUNDATION st 3wam- ]
SIGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
! VR | PR

S—y? JAE

04-03-2024



