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DECLARATION by APPLICANT: STHES [0 W T

1) | haroby confiom ihal all delalls in this Foim are True lo the best ol my knowledge, Ay falsa staloment will render my Application & ongoing asdistance, i any,
liatihe for rejection‘canceliation.

2} | solasmnly confirm hat assistonce. i received from Koshika Foundaton, will be used only lor fhe "purpose”. ne stabed in this Fomm, lor which such asslgtance
wis reguestad by me

3) 1 heretry confierm that | have nol & will not in futute, avail of resnburssment, in par of in il rom any olhed source/employerinsurance mm.dwml
for which Tus assislance 1§ rogquestied
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AGREEMENT by APPLICANT ( sméeh g %)

1} By affixing my signature or thumb impression on this Foem, | {Applicant) hemby sgres & authorise Koshike Foundation and it's Trusiess 1o
use/publsh/put-up/mproguce my name, address, photo & details of the “purpose”, for which such assistance s requesied/grantod, through any
misduim, ncluding but net limited to verbal, print, electronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's
aclivitlew/nchievements. Such uie of my photo & detalls can be made by Koshika Foundation balomn or after my treatment of fulMmani of the “purposs”
for which sssistance is being reguested.

2) | [Applennt) furiher agree thal any such une of my nivma, addresa, pholo & detalls of the *purpess”, for which such Bssistance s requestedigranied,
will not automatically entitie me for recabving or continuing ihe sald assistance. The decision Tor granting and/or continuing the nssistance will rost solaty
with the Trustees of Kosteka Foundalion, and their decision is this regard will ba final and accepiabie o me
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AGREEMENT by HOSPITAL (wesmm o0 %)

By aflixing heoeunder, signalum of our Aulfonsed Signatory lor recominending Lhis casa/patien! fof financial sssistance from Koshika Foundalion swe
(Hempital) hereby afirm & accept following:

1] thal we nelther are presenily nof will in luture avall of financlal asaistance from another NGO of any other source, 1of the sama patient/'case, B wo o
requesting 10 get from Koshika Foundation, 1o the sxlent that such assistance is granted by Koshika Foundation. if the requested assistance is not granted
by Hoshikas Fourdetion, m par of in full, then the Hospital reserves iU's ight to make up the shortfall from anather NGO o any other source. This
confirmation essenbally states that the Hospital will not avail &ny duplicate assistance for the same patient/case from any other NGO or any other source
2) Tha sssiulance om Koshika Foundatian i only Brianclal (n nature. The chaice of the raatmentprocedure advined/cenducted by the Hoapital on Iha
pafent, is based on the amangamant between the palient & the Hospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital will
pssume sole & complats responsibility of the treatment & II's outcoms & safety of the patient, snd Koshika Foundation will have no role of responsibility

i e mater

rart sflown, wend ol shr & sl o Cwifen et @ Iedee s o el o wd B, B o (v T owen @ sow wdbes e B

1) we e o o by it o wfiea o flie T Sl by weelt s w ferlt e vl ) T Sl F O w A o 8, W e oo Cwe T
| feim s = ¥ v { R wEE on T g R b o Cwifte st R weew el e i T 0 e T f F e
funt wrw iy oWt e w P s e W e @ sy T b o e o s ww owe e s el wee o il g el

by wraafl siven o fell sen e 0 A dmad

1 “wif waeE” 9w oo S i vl w4 B oo wose g & of weee et TR aweRaiEm
% W= W fowm § o it s g fes wen s oW o b el e F Ol 8 e e ol ;
¥ o b “uifre W Wi gfem m el weome F ]

L]

ati]

Date of Surgery
v s ' i
H“"’-’?“\ e, 8 2 o @ & STafp of Authorised Signatory
- o & W A sl e
FOR INTERNAL USE of KOSHIKA FOUNDATION  se=ift® Tyem #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
e | TR 2

7 BT

11-04-2024



