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DECLARATION by APPLICANT: STSITS AT Siwom ¥W:

1} | herety confirm thal all detalls in this Form are True (o the best of my Knowledge. Any falee statement will render my Application & pagaing assistance, If any,
liable for repaction/cancellation

2} | solemnly confirm that assistance. if imcelvad from Koshika Foundation, will be used only for (he "purpose”, as sfated in this Form, lor which such assistance

was requested Dy me

331 hsralyy confiem that | nave not & will nat in futurs, avail of reimbursemant. in pan o in Ldl fram any other source/employerinsurance company, of the amaunt
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1) By affixing my signature of thumb impression on this Farm, | [Applicant) heroby sgree 8 aulhoriss Koshika Foundation and it's Trustess o

usel publish/put-upfreproduce my name, address, pholo & details of the “purpese’, for which such assistance |s requestedigranted, through any
mudium, including bul pat imited 1o verbal, print, slsctronic, for salicliing deonations ler Koshika Foundatlon andlor disseminating infarmation about il's
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wilh the Trustess of Koshika Foundalion, and thelr decigion is this regard will be final and scceplable 1o me

1) o W WS W WS W e e, § (i) el wee s e s o v s wEe it wew sl oW e s f fe o am,
v, W W e s oues F i 9 Cwifee wm el oS, weaan gat gt o o TRfiel s aefes & Rt S @ wen aem

# wfe s W e wfiwn & 5% oms W fpon o W TR W oW wE W fan S wfe weEe w s i

2) A (R oW 0 wew § T g S, v, e sl fra =0 f e & sqtve W wiide § g T DR S R T U T owey o

Vi v T e w0 fie st s e e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
ETE ¥ TeR W S e

AGREEMENT by HOSPITAL (weme g0 #71)

By afxing hersundar, signature of aur Aulhiorised Signalory for meommanding his casalpalient for financial assistance from Koshiks Foupdsation, we
(Haspital) hereby affirm & accept tallowing:

1) thot we ngither ars presently nar will in fulure svall of financlal assisiance from snother NGO or any other source, for the same pafientcnss, os Wi ah
requesting o gat trom Koshika Foundation, 1o the extent that such assistance Is granted by Koshika Foundatlon. If the requesied assistance is not graniad
by Koshika Foundation, in part or in full, then the I-iusprral resgrves il's right 1o maks up the shotfall from another NGO or &ny ofher sourcs. This
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patlant, is based on the arrangemant betwesn the patlant & the Hospial, and s in no way influenced by Koshika Foundation Henoe, the Hospltal will

assuma sole & complele responsibility of the treatment & s outcoms & safety of the patient, and Koshlka Foundation will have no role or responsibiiity
Iy the mather

et sl senel w5 A 8 wmRA w sl Wt W e wewn vy fftn © i 8, B oem (e T wwr 9w w wten w )

1) e Fr o wwe o o wfn o fafim s Tt s s w el s i A v Dl F o w A o £, R e oor s e
T i At 7w % way 4 “wfrw s o e iy e b oo s e g me el sfreesee 0 oop o few o & o s
faeiT w0 T W W W TR 9 W W OWEA 6T W e T TEm e ¥ we e o e s T owe T e o e
T T Hen W e S R R T s

1 “wifnE Wt O w v e wew fahe vl o & oh w o rmem g f oof weer o fet m awameafea s owEm i o e

w dra w fes | i Cwiee st oo TRl v @ W e 30 sl oeem F B @ e gow s s T A
W e s Cwifee” o v gt Pl e wee o ot Wi

RECOMMENDED FOR ACCEPTENCE

Date af Surgery
TR w1 Wi

0F/a8f au

FOR INTERNAL USE of KOSHIKA FOUNDATION st 27aim h

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I T | = T 2

d s

= /|

11-04-2024



