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DECLARATION by APPLICANT: STHEW ¥ W we:

1} | heretyy confirm that all details in this Form are True to the best of my knowladge. Any false staterant will render iy Application & sngoing assitance, I any,
lighle for rejection/canceliation.

2) | solemnly corfirm that assistenoe, if received from Koghika Foundation, will be used only Tor the *purpose”, as stated (r (his Fam, for which guch aseastance
wits raquising by me

3) | hisreby confirm that | have not & will nol in hulure, avall of reimbursemeant, in gart or in full, from any other sourcalempleyerinsurancs comaany, of tha amount
fos whilch this assistance s requesied,
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1) By aflizing my signasture or thumb impression on this Form, | (Applicant) heraby agree & suthorise Koshika Foundation and it's Trustess 1o

usa/publishiput-up/reprodice my name, address, pholo & details of the “purpose”, Tor which such essistance s requestedigranted, through any

mudium, inciuding Bul nol limied (e verbal, print, slectronic, for solicfing donatlons for Koshika Foundation and/or dissaminaling information abaul It's

aclivitiesfachisvemenis: Such use of my pholo & detalls can be made by Koshika Foundation before or aftar my treatment of fulliimani of ihe *purposse”
for which assisiance |s baing requesied.

2) | (Apphicant) further sgrea thet any such use of my nama, address, pholo & detalls of the “purpose”, for which such essislance s fequastadlgranied,

will not sutomalicaily entite me for recaiving or continuing the said assistance. The decision for granting andior continuing fhe assistence wil rest solely
wilh the Trustees of Koshika Foundalion, and thelr deciaion is this regand will be final and accaplable to me
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AGREEMENT by HOSPITAL {vema 50 %)

Hy affixing hereunder, signatune of our Authorised Signatary ler racammanding this case/patient for financial assistance from Koshika Foundatian, wa
[Hospital) herely affim & accept lollowing.

1] that we maither ang presently nor will in future avall of financial assistance from snother NGO or any other source, for the same patientcase, 35 we are
requesting to get from Koshika Foundation, fo the extent that such assistanca & granted by Koshika Foundation. Il the requestad assistance |8 nof granted
by Knshiks Foundation, in part or in full, thken the Hospital reserves it's rfght to make up the shodfsll from ancther NGO or any othet source. This
confirmation essentially siates that the Hospital will not avail any duplicate assistance for the same patlant/case from any othar NGO or any other source.
2} The gssistance from Kashiks Foundation (8 anly firancial in nature. The cheice of he ireatmantprocedurs advisadiconductad by tha Hoepital an the
patlant, s based on the arangamnnt belween the patlant & the Hospital, and is in no 'way influenced by Koshika Foundaton, Hence, (he Hospial will
gusume solie & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will heve no role or responsibility
I The mattar

wo s, wrn o oW e | e e A el e fefon = ol @ Tl o (evmme) B wen 8 e s sl w d

1) T w A wda st w R v S fafer s Tl M ommmadt semn o Tt s win ettt SR u A ob 3 S R e sl weEe
W TerTEs A § Ay | it weei e o 1y e b ol Cwilee s e ame el sl iy v o e o € W s
fiweit o 1w wow W fedt o T @ e A W afesn g e b o e F o e owm b R s Bl o e e #g e
i W Hen TR S R R T Ee

2. "wifE w0 o e s B gt b 0w eee mod of weow e m T w0 ST e e
& dre W fewm § ol “wifw wre " g fet o W S o ol e F O 8 e g ol s TN FEH
W w sy “we” w W qfen o T o o e

RECOMMENDED FOR ACCEPTENCE
- whad ® forg e

Date of Surgary

smm siwm D, SUFY.
'-"S/n?[;q M.B.B>.,

A AT R ™ & T g S e
FOR INTERNAL USE of KOSHIKA FOUNDATION  sr=ifiss =waim 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il FE | A TR 2

11-04-2024



