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1) | hereiy confirm that all detads in this Form are True to the best of my knowledge. Any false statemant will render my Applicalion & ongoleg assisiance, if any,
liatde for rejection'canceliation

2) | sodemnby confirm that assistance, if recalved from Koshdks Foundation, will be used aaly for the “purpose”, as stated In this Fom, for which such assistance
was reguesled by me.

3} | heraby confirm that | have nol & will rat in future, avail of reimbursemant, in gan of in hll, from any oftwes souicefemployarfinsurance compeny, of the amound
for which this assistance is requesied.
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AGREEMENT by APPLICANT {sns gu %47)

1] By affixing my signahere or thumb impression on this Form, | (Appficant) hereby agree & authorise Koshika Foundation and i1s Trusiaes to
usalpublishiput-upreproduce my nama, address; phato & detalls of the “purpose”, for which such assistance is requestedigranted, through any
medium, including but not mited to verbal, print, lectranic, for seliciting donations for Keshika Foundation andfor disseminating Information aboul i's
soflvilesiachisvamants. Such use of my photo & details can ba made by Keshika Foundation bafora or after my traatment o fulfiiment of the “pusrposa”
for which sssistance s being requasied.

2) | (Applicant) further agree thal any such use of my nama, address, pholo & detalls of the “purpesa”, lor which such assislance (s requestadigranted,
will nol automaticatly enfitie ma for receiving or continuing the said ssorstance, The decisian for granting andior continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba fingl and acceptable to me,
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AGREEMENT by HOGPITAL (wems g Fam)
Hy alfixing hareunder, sigrature of our Auihorsed Signalory for recommending ihke case/palent for linancial assistance from Koshika Foundaton, we
{Hospetal) hareby affirm & acoept following:
1) thial wa neither are presanily nar will in future avall of financial assistance from another NGO or any othes source, for the ssme pabentcase, a8 we an
requesting to get from Koshika Foundation, 1o the sxtent that such assistance is granted by Koshika Foundation, IT the requesied assistance s not granied
by Koshia Faundation, in part or in full, then the Hospital reserves it's right 19 make up the shorifall from srother NGO or any other soufoe. This
confirmation assenfially states thal the Hoapital will not avail any duplicate assistance for the same patisnticass from any other NGO or any other source.
2) The assistance from Koshika Foundalion ts only financial in nature, The cholce of the treatment/procedure advised/conductad by the Hospital on lhe
patient, is based on the amangement betwean the patient § the Hospltal, and |s in no way influenced by Koshika Feundation. Hence, the Hospital will

gasurme aols & complels responalbility of the treatmant & I's ouleoms & safety of tha patient, and Koghika Foundation will have no rola or responsibility
i ine matter

pral s, weanell 1 sEn N sl @) il swlyE” a fafie s i iy @) ad 2, e e (e e e @ e s e s B

1) W w3 W i s 7 W e o i e T el e w T @ owm S e T F oo w o, o i ot
W T 3w % WA § Wi wEETe T o R i T R e e o W e s i e T e s § o s
Pl s T WO W W TR S R W OEEE A W SR e e W e § vee wn wm k f swme i v we i gy faeh
i wownft wiven W fadt sER e @ A EmvER)

2 “wifiver wrrtyR” o o of e stee Fafir el 91 & v e o @ onf wew m Red R rwe e W
& s w favs @ ol e TR o Rl e W R v b el v A Ot € v gon s s o
w wr st et v o w feded oo F W el

" =
=5 =
RECOMMENDED FOR ACCEPTENCE . . A1)
=l % fo d=r 2| mmm‘i"‘f:“ ] )
Date of Surgery YAN DANISH &/
'\nh“H ﬁ Hﬁ! : .E.s,l mus' HHB h e
od / Hh\'f . Itl_u.:\;lih -SI:H:?ME 9184 by on I o
EA AN LR ] W A T T i i
FOR INTERNAL USE of KOSHIKA FOUNDATION 3 3wart 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
7 R | ] T 2

7 BT

/4

11-04-2024



