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1) | heneby confirm that all delaits in this Farm are True o the best of my knowledge, Ay False glatament will render my Appllcation & ongoing assistanca, if any,
[ible for repectiorvcancefation.

2) | sebemnly confirm thal essistance. il received from Kashika Foundation, will be uged ordy for the “purpase”, as stated in this Form, o which such assistance
was regquested by me,

3] | hereby confirm thal | have rol & will ol in fulure, avai of relmbursament, in part or in full, from any other seurdelemplayerinsurance compsany, af the amgount
Teer which this assitance is requested.
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1} By afflxing my signatura ar thumb impressien on this Farm, | [Applicant) hereby agree & autharlsa Koshika Foundation and it's Trustess 1o
use/publighiput-uprreproduce my nama, address, photo & detalls of the “purpose”, lar which such assistance ks requested/granied, through any
medium, ingluding but not limited te verbal, prinl, elecrenls, for solicitng danallans for Koshika Foundation andfor disseminating Informaticn abaul it's
activities/achievements, Such use of my photo & datalis can be made by Kashika Foundalion before or afler my Iregtment of fulliment of Ihe *purpese”
for which assistance is balng raquested,

211 (Applicant) further agrea (hat any such use of my name, address, photo & detaily of the “purpose”, for which such assistanca i3 requestedigranted,
will rot aulomalically entitle me For receiving or conlinuing tha sald asslstance, The declslon for granking andiar conlinwing the assislance will rest salely
wilh 1he Trustees of Koshika Foundation, and their decigien is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL { ¥ it )

By afficing heraunder, signature of our Authorised Sigralory for racommending this ¢aredpalienl for financial assistance rom Hoshike Foundation, we
{Hospital) hersty affirm & acoept following

1) that we neilbas ara prasently noe will in futune avail of fingnclal assistance from another NGO or any ofher souwrce, fof INe same patwnlcase, 85 we ana
requesting to gat from Koshia Foundation, to the exent that such sssisiance i granted by Koshiks Foundation Il the requesied assistance is not granted
bry Koshika Foundation, in part or in full, than the Hospital resarves it's right to make up tha shartall from another NGO or any other source, This
confirmation essentaly etales thal the Hospital will nat avail any duplicate sesistance for ihe same pefient/case from any othar NGO or any oifer sourse.
2} The assistance from Koshika Foundaiion is only linancial in naiure. The choice of the treatment/procedure advizadiconducled by the Hospital on the
patieny, is based on the amangement betwenn the patient & the Hospltal, and 1§ in no way influsnced by Koshika Foundallon, Hance, Ihe Haspilal will
pusuma sole & complels maponability of the treatment B iT's outcome & sefaty of the patient, and Koshika Foundatian will have no role or responsibility
in the ratlar.

T Aty weEd W A R A T fahm we i frewm 31 9 £, e (reemn) B wEn @ e oher

vy X fiE 7 W aan st 3 e 2 ffi ween fee R woed weam W fed o ol @ T e F S A b, 99 Fr v i SEEmT
A ferfafety 70 % Ta 3§ “Five wERmA” g TR Y e i SR TRRwmT T se fa alenn i 9 16 e am A s

St 3 A T T W e A TR W T A w1 st g0 e ) W g O we wn e s Rt e e iy A
1 Tt Hen m R s areR A et A

3. “FfE wEEE § T e S fafm s B &) T v rew oo & wew A R el | TR T o see

& ¥ W e ¥ s SR ETETE o e v s e o i 4 yele v 3 iR T e s S ae w e fed o Fe
F B o wifEn" v g W el e e # T e

'
~—7 % RECCMMENDED FOR ACCEPTENCE

gt % R wefy { O
Date of Surgery E__{r”
ST T ’ E o ¥

; vk  x: {Name, Dlw' & Stamp a1 Authordsed Signatory
S REY Name of 0. & Regi No. with Stam) * o e of Hosplsh
ERTIR] AL e 3 1A T ¥ e g ofiet
FOR INTERNAL USE of KOSHIXA FOUNDATION I 37 27 -
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR | I Y 2

7 A B

U1.07.2021



