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1)1 heraby confirm that all detalls in this Form are True to the best of my knowdedge, Any false statement will rendar my Appiication & ongoing Assista

liabie for rejection/cancefiation.
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1) By affixing my signature of thumb impression on this Form, | (Applicant] heraby agree & authorise Koshika Fourdation and s Trustees o
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By affixing hersundar, signature of our Authorised Signatory for recommanding this casalpatient for financial assistance from Koshika Foundation, we

| (Hospitat) herety affirm & accept following:

1) that we naither are prasently nor will In fulure avall of financial assistance from another NGO ar any other source, for the same patlent/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If ihe requestod assistance s pol grarited
by Koshika Foundation, in part or In full, than the Hospital reserves It's right 1o make up the shartfall from another NGO or any other sourcs. This
confirmation essentially states that the Hospltal will not avall any duplicate assistance fo the same patient/case from any other NGO or any olher source.
2} The assistance from Koshika Foundation is only financial in nature, The choice of the reatmentiprocedure advised/conducted by ihe Hosgital on the
patient, is basad on the arrangemant batwaen the patient & the Hospital, and is in no way Influenced by Koshika Foundatlon, Henca, the Hospital wil
‘gssume sole & complete responsibiiity of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibifity

in the maliar.

Wit v, we = s § S W wf W # Tl e by R S 8 T () e e e s 8

1) e fi 3 o i e 3 i o faf e el o s w e o i W T s F W ow A o e i s
3t fein 79 % e 4 s et oo e iy e o ot v et g e el s ee 8 wen w9 fam o A s
fat s A T wen @ Pl o e @ R S W sl e wom #) s ofe  mre o am # e seoe fid e e il g e

v vt ston m Flt e e @l amErh

2. “wifesn TR A ot e #aw fafe v w4 0 w0 v g 9 onf v W@ R T sveEE W e O e e
% g wr P # ol s omrstve " g fed v w i T e e o O W T g she s R
ot i aitr it =t s it W el o o S i

LT S UF VA4 DA TS HRECOMMENDED FOR ACCEPTENCE
wmood nrsc nuag e w fom s
Date of Surgery —
e w2
I&]"D)2| (Name of Dr. Stamp)
T F WG W R
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1

=it T |

w7

- /)

01.07.2021



