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| DECLARATION by APPLICANT: ST 1 W ¥

1) | heteby confirm that all detalls in this Form are True to the best of my knowledge. Any false siatomant will render my Application & ongoing susistance, if any,
fimbia for rejection/canceliation,

2) 1 solemnly confirm that assistance, i received from Koshika Fourdation, will be ised anty for the “purpose”. 25 stated In this Form, for which such asslstance
was fequested by me,

3) I haraby confiem that | have nat & will not in futurs, avail of seimbussemant, in part o in full, frem any offier sourcelemployerinsurance company, of the amaint
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1) By ffizing my signature o thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Feundation and It's Trustess o
use/pubiishipul-upfreproduce my name, address, photo 8 detalls of the *purposa”, for which such assistance Is requestedigranted, through any
medium, ineluding but not imited 1o verbal, print, electronic, for soliciting donations Tor Keshika Foundation andior disseminating infarmation about it's
acliviies/achievements. Such use of my photo & detafis oan be made by Koshika Foundation before or after my treatment o fulfiment of the *purpose”

for which assistance is being requested.

2} 1 {Applicant) further agres thatany such usa af my name, address, photo & dalails of the *purpose”, for which such assistance (s requesiedigranied,
wlll not autematically enfitie me for receiving or continuing the sald assistance. The decision for granting andlor continuing the assistance will rest solely
with tha Trustess of Keshika Foundation, and their decision is thie regard will bs finai and acceplable 1o me,
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AGREEMENT by HOSPITAL (¥ g &707)

By affixing horeundsr, signature of our Authorised Signaldry for recommending this case/patient for financial assistance from Koshika Foundatian, we
{Hespital) herety affirm & acceat lollowing;

1) that we neither are prosanily nor will in future avall of fnancial assistance from arciher NGO or any other source, for the same patient/case, as we are
rafuesting to gl from Koshika Foundation, to the extent that-such assistance s granted by Koshika Foundation, If the requested assisianos is not granied
by Koshika Foundation, in par or In full, then the Hospltal reserves if's right th make up the shortfall from another NGO or any other ¢ourse. This
canfifmation essantiaily states thal the Hespital will not avall any duplicate assistance for the same patient/casa from any other NGO or sny otfisr sourte.
2} The assistance from Koshika Foundation s only financial in nature, The chalce of the treatment/procedure adyised/panductad by the Hospital on tha
patiant, js based on the arangement batwean the patient & the Haepital, and s In no way influenced by Koshika Foundation. Hencs, the Hospital wil

assume: sote & complete responsibility of the treatment & IV's outtome & safety of the patlant, and Koshike Foundation will have no role or responsibility
In 18 matter.

o s, weEwl ® oA S ST R i st A R e 6 e 1 ol L, Bl o (reee) P msn A e a e s b

V) A e s i o e R e s s o P e win @ v i 0 W @ o 8, W feowe i g
# frefmiet w0 % e o “sifem WA o0 W= 4 T ¥ oR “sifw s g weem Rl sTvwasn 3 T W e w s
el sva fe gt den w Bl ey w8 werne A9 w afieen e v v g o o wn w s el we e idlean iy fed
vl wew o el s w o) Sl

2. “wiftr w9 o of wemm e v w6 ool W vEes oo F o g ow o sl w0 e O o weee

& T § iy “wifvEn wE=vR" o e wEw W e e ) b i e d Ol & e g s s wt wh ol fesol S0 womm
= v by ‘e W e @ Frid v s 9 R ‘

RECOMMENDED FOR ACCEPTENCE
o @ g aei

Date of Surgery = N
swmATE | Dy Mﬂmm& _
J-m -“-":LS‘ {Name, Designat ¢'of Authorised Signatory

(Name of Dr, & Regn. No. with Stamp) on hahuifuf Hespital)
‘-ﬁ:’!!ﬂw!{ﬁwn?ﬁii T W e s el
FOR INTERNAL USE of KOSHIKA FOUNDATION  srifis 3wam #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e |

’,.._-—-—"'—"'__'_-—-J
20-08-2025

1 S e




