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DECLARATION by APPLIGANT: 3am= TRl =M 2.
1} | hareby confirm (hat all details in this Form are True bo the best of my knowsedge. Any false slatemant will render my Application & ongoing assislance, if any,
liabla bor rejectionfcancellalion.

2 | sgbernly confirm that essistance. if received from Koshika Foundation, will be used onky for the “purposs”, as stated in this Form, foe which such assislance
was requesied by me.

3/ | heraby confirm that | have not & will nol in Bature, avail of reimbursamen, in part or in full, from any olher sourceiamployerfinsurance company, of the amaunt
for which this assistance is requested.
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AGREEMENT by APPLICANT { sotvs o7l 1)

1] By affixing my sigrature or thumk impression on this Form, | [Applicant) hereby agree & authorlge Koshika Foundation and it's Truslees 1o
uselpublishiput-upirepoduce my name, address, pholo & details of the ~purpase”, for which such essistance le requested/granled, through any
medium, including but not lirlted to verbal, prinl, alectronlc, tor soliciling derations for Koshika Foundalkon andior disseminating information about it's
activilies/achisvements. Such usa of my pholo & detaits can be made by Kashika Foundation befare or after my Iresiment ¢r fulfilment of the *purpose’
for which asslsiance is being requasted.

2] | {Applicant] further agres thal any such use of my name, address, phote & delails of Ihe "purpose”, for which such agsislance i requestedigrantsd,
will not automatically entitle me For receiving or conlinuing the said assistance. The gegision lor granting andfor conthnuing the assislance will rest solaly
wiih 1he Trustees of Keshika Foundation, and their decigien is this regard will be final gncd accaptatle o me.
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AGREEMENT by HOSPITAL (v 79 L)

By affixing hereundar, signature of our Authorsed Signatory for recommanding thig caze/palient for fineocial assistance fom Koshika Foundation, we
{Hospital} hecsby affirm & accepl following

1] itink we nelthed are prasently nor will in future avall of finenclal sssialance from anolhet NGO or any other source, for the same patienticase, a5 we are
rmguesting to get from Keshika Foundation, 1o the exient thal such sssisiance & granted by Roshike Foundation if ther roquasted assisiance i not granted
by Koshika Foundation, in part of in full, then the Hospital reserves it's right 1o make up the shortfall from anolher NGO or any giber sourcsd. This
corfirmation essentinlly states that the Hospital will not avail any duplcaie aesigiance for the same petient/case from any oif NGO o any @ifer Sourse.
2} The assstance from Kostika Foundation ls only finsnclal in nature. The chotca of the trealment/prooedura advisediconducted by the Hospital on the
patient, s based an the amangement batween the patient & the Hosplal, and |s In no way influenced by Koshika Fowndalion. Hence, Ihe Hospdtal wil
ansume sole & complats responsiiity of he trestment & (I's outoome & safety of tha patiant, and Koshlke Faundation will have no rels ar responsitilily

im the matlar.

¥t s, weRd WA § T S R ot § fafa v dy fewfon 31 9k £, P (vee) 59 SeR @ o T e

1] a5 fE T T wiom S 3 o P R w4 g s P S wi @ e A F O m o e 4, 3 fE e e et
A Frefa At 33 & e § R Tt g A 3 6 b ol Csifen W g Ay fel s 3 v fen am ¥ A s
frit 2w W @ e s wERE @ wenA B3 W e ghen vem #) v g J v v A § R s e T divee Ay fa

% e e o fel e we A A S

2 i e A e e R wEh w4 T W e s o e @ W v | e e e

2 i 51 T § o e SRR g e T o T T vt werae of H S v e SR A ae w s fared I T e

ﬁﬁaﬁ“ﬁﬁm“qﬁﬂ@mmﬁrﬁmﬂwm/ﬁﬁa

/' REGOMMENDED FOR ACCEPTEWCE i I
o & R s )
Date of Surgery = M Laksnmimain N
mﬁm ) _'___.Hrn'.--_ll..,-"
med. Catptuc § S " Surge {Name; Designition 8 Staftip b1 Adthardse Signatory
/ 7/ ? / 7 (Nafte"F . X R ot with Stamp)" * onbehalt of Hospltal)
- / Vel ATAR IR ey e sty sftnkd
FOR INTERNAL USE of KOSHIKA FOUNDATION i T
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T ] TS T 2

T T

01.07.2021



