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1) | hereby confirm (hal all details in this Form are True to the best of my knowledge, Any lslse stalement will render my Application & ongolng asslstance, |f any,
listsde for rejectoncancallation,

2) | sbemnly confirm that assistance, f rocedved from Koshika Foundation, will be used only for fhe "purpose”, as stated In this Form, for which such assistance
waa requanied by me.

3) | hevetry confirm hat | have nol & will nol in fulure, avail of réimbursement, in part of in full, from any other sourcelemployerinsurance company, of the smount
for which this assistance is requesied,

1) & w6 o a8 B g wd e 6 aEw F e v e i owf s feen o W swe o W & O S0 wee Fee ow) W e #

2y it gt s afn o vt @ o W o b sgsn e 6 wive F off & fed feow sim, =t e weEn | v o i

1) 3 ufie wom f 5 fan v &7 e oske o of &, a0 ofn o wfes w wn e e s e Sew s s @ 3 @ feen s o e o o
AGREEMENT by APPLICANT (s gl Wit

1) By affixing my signature or thumb impression on this Foim, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
uselpublishiput-updreprodice my nami, address, photo & detalis of ihe "purposa’, for which such assistance ls requested/granied, through any
medsim, |ncleding bul not imited to verbal, print, slectronic, for soliciling donations for Koshlka Foundation and/or disseminating Infarmation about it's

selivities/achisvements. Such use of my photo & delails can be made by Koshika Foundation before or after my freatment or fullliment of the “purposs”
for which assisiance |8 baing requested

2) 1 iApplioant) further agree that any such use of my name, address, pholo & delalls of the "purpose”, for which such assistance is requestedigranted,
will not autematioally entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assstance will rest solaly
with the Trustees of Koshika Foundation, and their decision |s this regard will be final and acceptable o ma,

1) ™8 v W T vRI W S W) i e, ] (siew) ae wei W gie v f of i st s e i oW S s € B G0
wm, W el T e o i #, 78 st g S, e, e e et A o afafaled s avalend S fe el o e e

o et s W e s & w9t wey W fw o oy ow o @ wm Y s W e wifioe e o =l st &

2) & (smiew) wu wm d v  FR o, v, W@ ol fern W s wem w Il @ wids § R v Tom W ovEm TR T e

“wif v e i = fte st sl aoEr wm

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
s W e W W W e

AGREEMENT by HOSPITAL (T&mm 0 W)
By affixing hereunder, signature of our Au:hm:nd Signatory for recommending this casel/palient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & accapt
1) thol we nefiher ars presently nos will in futurs avall of financial sssistance from another NGO or any other source, for the same patent'case, na we are
retuesting 1o gel from Koshika Foundation, o the extent that such sssistance is granted by Koshika Foundation, If the requested assistance is not granied
by Koshika Foundatian, in part or in (ull, then the Hospital reserves if's right to make up the shortfall from another NGO er any sther source. This
confirmation assantinlly states that tha Hospital will not avail any duplicate assistance far the same patienticase from any other NGO or any other source
2 The assistance from Moshika Foundation is onty financial in nature. The choice of the treatmentprocedure advised'conducted by the Hospital on the
patient, is based on the arrengemant betwesn the patien! & the Hospilal, and isin no way influenced by Koshika Foundation. Hence, The Hospital will

agsume gola & complete responsibility of the trestment & I's outcoma & safety of the patient, and Koshika Foundation will have na role or responsibility
i [he matiarn

wunt sfiega, wemalt ® sl & sl o stfoen eresbra" @ Rl e o fawfoe =) ad #, B (reme) T wem R wE s wmm w R

1) W T 7 o whee she w ft st o fafirg oo el e st s W el e w0 T e F 6w R o 4, e v it e
# firnfon Mt 390 & s o weET T g WS B T ) ol s WSt g e e ST € S 76 e e W s
fist s v wowrlt s o fiedlt ss w2 wenen W w sfuwn gee e & omoge | e wn owen b i oreoen g s e defem i fesh
i ol dom m ferh o w0 3l duend

L “wiforw wreee @ o mf werom wwe ffien wgfe w & B e oo f wf weon e e Treysfien W opm df o e
% ¥ w fvn & ol “sifow wst” oo S v v W o 3 B gl e o Ol 8 pe e she sl oS W o GAS0R
w1 Wil s i WS gfem W faeed w o F o \

RECOMMENDED FOR ACCEPTENCE \
whapt % fem st N

Date of Surgery
siyhm 7 =i A “b ;
{Na gnation & Stamp of e S
aajﬂ' "/3“1 nnhlhlﬂul'HHpihl]
1 T A T T S s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #ift® avam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | T TR

7 AT

i/

11-04-2024



