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DECLARATION by APPLICANT: Sy G <o 74:

1} | hereby confirm ihat all details in this Form are True to lhe best of my knowledge, Any lalse statemant will render my Application & prgolng assistance, [ any,
fible for rejecton/cancitation,

2) | solemnly confirm that assistance. | necelved from Hoshlka Foundation, will be used only lor the "purpose”, as stated In this Form, for which such assistance
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AGREEMENT by APPLICANT (smaw 20 w01)

1] By affixing my signature or thumb impression on thie Form, | [Applicant) horeby sgree & authorise Koshika Foundation and it's Trustees 1o
usa/publishiput-up'reproduce my name, address, photo & details of the “purpose”, for which such assistance ls requested/granted, through any
medium, ncluding but not limited 19 verbal, print, elecironic, for soliclling donalions for Koshika Foundation andlor disseminating Information abaul il's

scilvities/achisvaments. Such use of my pholo & defalis can be made by Koshika Foundation before or gfter my treatment or fulliment of the “purpose”
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2] 1 iApplieant) further agres that any such use of my name, address, photo & delalts of the “purpose”, for which such assistance is requesiedigranied,
will nol automatically enlile me for recaiving or continuing the said essistance. The decision for granting andfor continuing the nasistancs will rest aoksly
with the Trustess of Koghika Foundation, and their declsion is this regard will ba final and acceptable (o ma
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By alfing bereunder, signatune of our Authorised Signatary for recommanding ihis case/palian| lor finencial agsistance from Koshika Foundation, wis
(Hospital) haraby-affirm & accapt following:

1) thint we neither are presently noe will in future mell of inencsl essistance from another NGO dr any other source, for the same pafienl'cose, ag we ans
reguesting to pet from Koshika Foundation, io the extent that such assistance is granted by Koshika Foundation, If the requesied asskstance is not granted
by Koshika Foundation, in part orin full, than the Hospital resarves it's right 1o make up the shorttall Irom anothers NGO er any other soures. This
confirmation essanfinlly sintes that tha Hospitsl will not avail any duplicate sssistance for the sema patient/cese from any other NGO or any ather source
2) The assistance from Koshika Foundation isonty finencial in neture. The chelce of the teatment/piocedurs advised/conducted by the Hospital on (ha
patient, in based on the arrengemant betwaan the patient & the Haspital, and is.in ng way influenced by Keshika Foundation. Hence, the Hosgitisl wil
asaume sola & complele respongibdity of the reatmen! & s cutcome & safely of the patient, and Koshike Foundation will heve no rols of responsibility
n the maatier,

wopt i, el W SR oAl W s e A il we ey et st = o (e e owmn A w0 o simw s G

|) W TR T W St v AT e | i W faw fowmen wee @ e s e W T e | oo W w  § SR T o e e
# Terfonfa 79 & waw o “wifvn s g owE iy e b R wifrn weee g weem fel sieeews § e W S am o omsme
ol e T T W W TR S wEIE W e w5 s e T f g § e wmeoam § fn s e owe we iy ey e
B wpewrl) wvm m fEEl W= wE R A S

1 “wifew omEEvm " @ w w were Se fafm wefy W R I weree e 6w e o S w TwaraiEe

o ) frwm B sl “wife sy g et wen e Wi o o b el o o ) 8 e s ol sA v g
W v b W W of e e e A ‘1&
R &= : 2
Ec‘{m“;” :;_';“FEF TENCE \ 3 ( ﬁ.ﬁm-.m:n:ilﬂ %]
il wEi B
Date of Surgery _ * o
iy % i N DANIEH -
n .B.B.S., DOMS, DNE (Name, Des d Signatory
{/ '33(?“[ with StanypPMC 9154 on baka ital)
3 & Wy geyEe e i
FOR INTERNAL USE of KOSHIKA FOUNDATION  siFitt® Fam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T TR 2

7 T

/]

11-04-2024



