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1) | hermtyy condirm that all detalls in this Form are True 1o the bast of my knowledge, Any false statement will render my Application & ongoing assistance, i any,
limbte for refaction/canceflation.

2) | solemnly confirm that assistance, if received from Koohika Foundation, will be used only Tor the "purposs” as staled |n this Form, lor which such assistance

wias roquesied by me

3) | hereby confirm that | heve not & will nol in fulure, avail of reimbursement. in pan ar i full, froes any othar sourcalamaloyeringurancs company, of tha smount

for which this aspistance m roguostad
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AGREEMENT by APPLICANT {smies g w1

1) By alfiming my signalure or thumb impression on ihis Form, | (Applicant) heraby agres & aulhonss Koshika Foundalion and I1's Trustees to

useipublish/put-upreproduce my name, address, photo & detalls of the *purpose”, for which such assistance is requested/granted, through any

medium, including but not limited 1o verbal, prinl, slactronie, for soliciting donations for Koshika Foundation and/or disgaminating Information about it's

solhvities/achievemants. Such use of my phota & details can be made by Koshiks Foundation before or after my treatmend or fulfilment of the “purpose”
for which assislsnce s being requesing.

2) | {Applicant) further agree that any such use of my name, sddress, photo & detalls of the “purposa”, for which such assistance s requestedigranied,
will not automatically entitie me for receiving or continuing the said asslstance The decision for granting andlor coplinuing the assistance will rest solely
wiith the Trugtees of Koshika Foundation, and their decision is this regard will be final and sccepiable 1o me,

1) ¥R W9 WY W W sing ) e weres, (sl wodt wewir s ofte s f wd et i sl wes sninl s s s e o,
. W s T v w i § R T s, o, e gt agte d ol i s e @ fed fedt o s

# waftr w01 % frg wfimge & 5 o W ferw B opre ¥ oE W oW g we § e weEw "t w ami sfoe

2) % () 6 W F W am, v, W e fee o fie oo @ sgied @ ol § o0 e woww W ween 0 ww T e

“wifirn" v wed cofid w ffe ey sl sross v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
wPE & T w A W P

AGREEMENT by HOSPITAL (weimes 50 1)

By affining hearmunder, signalure of our Authorssd Signatory for recommending (his oasefpatient for financial assistancs from Knshika Foundabion, wa
(Hospital) heroby affirm & accept fallowing:

1) that wa nieither ara presenily nor will Im future avall of financis! aesistancs fram another NGO ar any other source, for the same patienlcase, &5 We are
raquesling to get from Koshika Foundation, to the oxtent that such assisiance s granted by Koshika Foundation., If ihe requasted assistance |s not granied
by Koehika Foundation, in part of in full, then the Hospital reserves it's right o make up the shortfal from snather NGO or any other sourcae. This
confirmation essantially states that the Hospltal will not avail any duplicate assistance lor the same patianticass from any other NGO or any other source.
Z) The sasistance from Koshika Foundation i only financial in nature. The choice of the treaimant/procedurs advised/conduclad by the Hospital on tha
patient, is based on the smangement betwean the patient & the Hospital, and | in no way Influenced by Koshiks Foundation. Hance, the Hospital wil
assume sole & complele reaponsibillty of the frestment & it's outoome & safety of the patient, and Koshika Foundation will have no role or responsibility
In U mather,

vl s, povlt € e @ el w Cwifew et 9 fafee wee o Rl & w8, Bl o (v B e @ aem o s o

1) e 3 i ol 3 6 o f Pl werom fedt 4y moerf e w Bl are wim 8 e Sl o R w2 B o e T
it ffrinfeth s & ey o o westeR " mo o wg T B oo et wevR g e fefh afmoee 8y e 0 e o @ s
it s i weRd W W TR e e W e o9 W e g e b w1 J we s o § s s i s aw wiess # e
it sl e W el a0 we W v

2 “wifimw WA @ W weem e Tl wgfe o &) TR v weee g G onl v w fel vl sreowfivn o

st el st “wifrer” ot 99 e w faoid e F e

RECOMMENDED FOR ACCEPTENCE
- =i % T wegh
Date of Surgery 4
Wt & Wit
ol o2 (ame, Desigftion &en R paSet signaor
™ 1: e Fiwm iy
FOR INTERNAL USE of KOSHIKA FOUNDATION  sifis 7w
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
= | A TR 2

Y o B

tr./ 4

L

11-04-2024



