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DECLARATION by APPLICANT: WETE T wivm 7y:

1)1 heretyy confiern that all detsds in this Form are True 1o the best of my knowledge. Any fnise statement will render my Applcation & ongoing assistance, H mry,
Eable for

ijsmmmmnwmmm wil] b ussd anly for e “purposs”. o slaled in this Form, for which such assistance
was regquasind by me.

3) U herebry confern Sal | have aol & will not in future, avad of rembursement, in part o in full, from any olivwe sourca/amployerinsurance company, of the amount
far which this sssistance i reguesied.
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AGREEMENT by APPLICANT (spas gn sw1)

1] By affixing my signature or umb impression on tis Form, | (Applicant) hereby agme & authorise Koshika Foundation and it's Trusiees (o
une'publish/put-up/reproduce my name, address, photo & details of the “purposa”, for which such assistance is requestedigrantad, through amy
medium, including but not limited 1o verkal, print, electronic, for soliciting donatlans for Koshika Foundation andlor disseminating Information about it's
activities/achinvoments. Such use of my photo & details can be made by Koshika Foundation before or sfter my treatment of fulflimant of the “purpose”
for which assisiance is being requested.

2) 1 {Applicant) lurthar agree hat any such use of my nume, address, pholo & detadls of the “purpose”, for which such assisiance Is requesiedigranied,
will not automatically entitss me for recaiving or continuing the said assistance. The dacision for granting andior continuing the essistance will rest solaly
with the Trusiees of Koshika Foundation, and thair decision is thin regard will be Tinel and scceptable o me.
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REEMENT by HOSPITAL (wesme gm wim)

By afficing hereunder, sgnature of cur Authorised Signatory for recommanding this cass/patient for financial sssistance frmm Koshéaa Foundation, we
{M}hmmam

1) that we nedthar am presamtly nor will in future avall of finencial ass|stance from snother NGO or any other source, for the same patient'case, o we are
requesting 1o get from Koshike Foundation, to the extent thal such sssistance is granied by Koshika Foundation. If the requesled scsistance s not gramied
by Koshika Foundation, in part o in full, then the Hospltal reserves it's right to make up the shortfall from anotier NGO or any olher souree. This
confirmation essentially states thal the Hospital will not avail any cuplicete assistance for he same patisnt/icasa from oy other NGO or any other source.
2) The sssistance from Keshika Foundation is only finencial in nature, The chioice of the ireatment/procedure advised/oonducted by the Hospial on the
patiant, ks based on the arrangament batwean he patient & S Hospital, and i In no way influonosd by Koshika Foundstion. Hance, the Hospital will

assume solo & complels reaponsibiity of the treatmant & it's cutcome & safety of the patient, and Koshils Foundation will have no role o responsibility
in Ol rreatia.

Wt s, T W s W R W e st o e s by feedin o)l 8, fat v () P gw @ we el wol

1) W s 1 W wiew s 3 e F ff e e i e veo w e s vl T Ohare O w R W F 36 e v Cwifes e
o fgfryfaft ae o wean o Csifen et oo e by e ool Csifeen v po e el o f v 9 few we 0 sonm
sl ses fiv moerl s m el s ween | e o o afee i T o e O v w e § e s frfle see e ot iy e
#r nowd vioe @ fedll s w0 W AR

1 “witew wretv” 8 o ol moen ven i oy & & SF w v oo 9 of e v el TeieR W e o v

W e w fivws | sy “uifre st @0 el we W v o ot B ol e A ol @ e e s st wd o wi Tl dh o g
% ot o “sifre” o S 9w @ feioh ot 9 ot ool

Date of Surgery
sifytes =) mite

t%\“\w

| Deepak Tripathi
g nistrglanr

FOR INTERNAL USE of KOSHIKA FOUNDATION 3831t w4 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

oy LA

20-06-2025




