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CECLARATION by APPLICANT. STis gR1 S o4:

1) | herebry confiom hat &l detads in this Form g True 1o the best of mry knowdedge. Any false statement will render my Application & ongosig assistance, i any,
fizbhe for refectionfcancellation.

2) | Balemnly canfirm that assistancs, ! receved from Koshika Foundathon, will be used only for this “pufpose”, 88 stated kA this Farm lor which such assmstance
was requasind bry me

3} | hisraby condirm lh.i! | have not 8 will not in futurs, avall of reimbursament, in pan or in full, from any ofher soutcslemplayerinsurance company, of tha amaunt
for which thie assistance is requested.
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1] By affiing my signalure or thumb impression on this Form, | (Applicant) hereby agres & authoriss Koshika Foundafion and it's Trustess o

uselpublishiput-upireproduce my name, address, pholo & detalls of Ihe "purpose”, for which such assisiunce |s reguested/granted, through any

madium, inctuding but Aot limited 1o verbal, print, slactronle, for saliciting donations for Koshika Foundation and/or disseminating Information about it's

activitiesfachisvements. Such use of my pholo & details can e made by Koshiks Foundation before or after my treatmant of fulfilment of the “purposa”
for which asgistance & being requested

2) | [Applicant) fufther agree Ihel any such use of my naime, address, photo & datalls of Ihe "purposs”, lar which such assistance ks requisted/granted.

will nat autcmatically entitle'me for recefving or continuing (he spid assistance. Tho decision for granting andfor continuing the assistance will rest solaly
with the Trutiees of Koshika Foundation, and thair decislon |& his regard will ba final and acceplubie 16 mas
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AGREEMENT by HOSPITAL (¥ 5 &)

By affixing kereunder, signature of our Authorised Signalory fer recommanding this casa/pationt for financial assistance from Kashika Foundation, we
{Hospital) hersby affirm & sccapt following:

11 thal we nelther e presently nor will in future svall of financial eesistapce from enother NGO or any ofter source, for the sama patienl'case, 85 we ane
requosting bo get from Koshika Foundation, 1o the extent that such assistance |5 granted by Koshika Foundatian. If the requasted assistance |s not granisd
by Koshika Foundalion. in part or in full, then Ihe Hospital reservas (s righl to make up the shorizll lrom anathier NGO or aay other source. Thie
confirmation essentially states that the Hospital will not aveil eny duplicate agsistance for the same pallentcase from any other NGO or any other source
Z) The assistance from Koshike Foundation |s anly financial in nature. The cholee af the reatment/procedurs advised/conduciod by the Hospital on fhe
patient, is hased on the arangement betwean the pathent & the Hospital, and @ 0 no way infusnced by Koghika Foundation. Hance, the Hospilal wiil

pesume sole & complete respongibility of the treatment & it's outcome & safety of the patient. snd Koshika Foundation will have no role of responsibility
in e matisr.

r-iﬁ.nfqun.w-rnsﬁm‘raﬁtﬂwﬂ'ﬂﬂﬂd'ﬁﬁmwﬂm'#ﬁﬁvmhmdmﬂ!.ﬁﬂwimmﬁwmﬁﬂﬁht&mmh

|} e T heey sl w o ofee o Tt s Tt ol smem w et s w0 e bl St ow A w € 3 e e e
# fawfmfets T % e A Wi TR g o i b R e e o we el sl 8 w0 few e @ e
foht srs v wewll sen W e o AT W WeTE A W s os T o g F we W wm & e s Tl o s w4 el
fir st weam o el s we w AR AmeE

2 i et 0 oo m e v fufm o w8 b R wovewm g @ v W T T SrEeiET S
% e o v B ol e st g fet wen W Y v ) el wee Tl S e o sl a6
o wilt =t “wife” W o g m fac g oo o ol el

. 'é-

RECOMMENDED FOR ACCEPTENCE S nsudd | &1
ﬁ‘ Wi

N\ B\ *)

A & fo gl
Date of
i oty YAN DASN:]SM
DOM
e iy 2 PMC 18
ER W MW
FOR INTERNAL USE of KOSHIKA FOUNDATION S 3wam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
P | =IH] T 2

7 BAE

¥ )

11-04-2024



