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“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: smde® gm =hmm w1:

1) | hereby confimm that all detalls in this Foom &t True 1o the best of my knowledge, Any lalse statement will render my Application & ongoing assistance, If any,
liabrle for rejactionicanceliation

2) | solemnly confirm that assstancs, If recalvaed fram Koshika Foundatlon, will be used only lor the "puipose”, a8 stated In this Farm, lor which such assistance

Wit requesied by me.

31 | hisrihy confirm that | kave not & will nat in heture, avall of rmimbureament, in part ar in full, from any other sourcsamployetinsurancs company, of the amaunt

for which this assistance s requested
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AGREEMENT by APPLICANT { sras g 71

1) By affixing my signalure or thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and I1's Trustees o
use'publishiput-up'reprodute my name, sddress, pholo & details of the “purpose”, lof which such assistance is requested /granted, through any
medium, inchuding but nol limited Lo vertal, print, electronic, for soliciting donations for Keshika Foundation andlor disseminaling information about its
activities/achlevements. Such use of my phota & detaits can be made by Koshike Foundation befors or after my freatmant or fulfiiment of tke “purpose”
{or which assislance & being reguesied.

2) | |Applicant) futher agras thal any such use of my nama, addrass, photo & details of the “purposs”, for which such assistance = requesied’granted,
will nat aatomatically entitle me for receiving or continuing the said sssistance. The decision for granting andior continuing the assistanco will rest solely
with the Trustess of Koshika Foundation, and their dacislon is this regard will ba final and acceptabile o me
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
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AGREEMENT by HOSPITAL (7%= 30 F00)
By alfining hereunder, signature of our Authonised Signetory for recommending this case/patient for linancial azslatance from Kaehika Foundalion. wa
(Hospital) heraty offirm & accept following;
1] that wa neither sre presently nor will in fulurs avall of linancial assistance from anctner NGO or any other souroe, for the seme patienticose, as we are
requesling to gel from Koshika Foundation, 1o the extent that such asslstancs is granted by Koshiks Foundation, If the requasted assistance |& nol granied
by Koshika Foundation, In part or In full, then the Hospital mserves it's ngit to make up the shorfall from anather NGO or eny olher source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patienticase from any other NGO or any othar source.
2 The assistunce from Koshika Foundalion is only financial in nature. The choice of the roatmentiprocedure advised/conductad by (he Hospital on tha
patienl. I8 based on the amangement hetween the patent & the Haspital, and is in no way nflusnced by Koshika Foundation, Hence, the Hospital will
zssuima soln & complate responsibility of the freatment & ['s outocma & safety of the patient, and Koshika Foundation will hove no role or responsibility
in fhve matiar,
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Date of Surgery
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