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DECLARATION by APPLICANT: site® £ Wiem we:
1} | hereby confirm tat af detais in this Form are Tres (o the best of my knowledgs, Any false statement will render my Applicalion & ongoing assistance, if
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AGREEMENT by APPLICANT (spes Tm war)

1) By afficing my signature or thumb impression on this Form, | (Applicant) hersby agrae & authorise Koshika Foundation and if's Trustees to

usepo mEshipul-up/reproduce my namao, address, phato & detade of the “purposa®, for which such assistance is requasiodigrantad, through any
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wilhs [he Trustess of Koshiks Foundstion, and thelr decision is ihis regard will be finsl and ecoeptable to ma.
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AGREEMENT by HOSPITAL (was [o &01)

By allxing hereunder, signature of our Authosised Skgnatory for recommending this case/patient for financial assistance from Keshika Foundation, we
(Hospitsl) heraby &firm & accept foliowing:

1) thiol we pelthar sre presantly nos will in fulure Bvall of financial assisiance from another NGO or any ofher source, Tor the same patienticase, as we ane
reguasting o gel from Koshika Foundalion, io he axtent that such assistence is granted by Koshika Foundation, If the requested nssistance is nol granied
by Koshéa Foundstion, i piart or in full, than the Hospital reserves i's right 1o make up the shortfall from anathar NGO of any ather source. This
confirmaton essenlizlly states thal he Hospital will not &wail any duplicale assisiance for the same patient/case from any other NGO or sny olher source
2) The msistance Irom Koshika Foundaborn is only fnancial in nature. The choice of the irsatmentiprocedure advised/conducied by the Hospial on the
pabant, s besed on the arrangement batween the palient & the Hospital. and &= in no way influenced by Koshika Foundation. Hence, the Hospital will
nssuine sole & complole reyponsibility of the teptmant & i1 oulcomes & safety of the patent, and Koahika Foundation will have no role or responsibility

i e matler,

v s, RS W) o0 A wEEael W) el st W i e 6 Gl €)oot 8, 1 e (v B v @ O e el W

1) T 2 @ et 3 A wis o faf weEm Sl & el e w R e wE e e F @ oo Ao e e R i et
# fewfrafoed s & s F Cwifee s o owe by T ool Cwifiee et o e fefa sifeecess B T 0 e ow € 2 s
fo s fro wRT deg W TRl s wETe @ wmn W W e wiee v &) e e o wee wn o § T st it weg e Ol d e
T vl vew w e s oo 0ot Amedd

2 “wifrm wm=we | = 7 W v fifm v 94 0F v rem o § o v w e TrevsfEe W e o
s imi S ehmesdm o el i sl e S il reemd s ge s w S
W Eh d Cwifos W) e sfen w Pt moael F ol

RECOMMENDED FOR ACCEPTENCE

- ';.;,ilt wimdl = fom degfa
Date of Surgery () |
s %) wits .5 'hcmﬂ SHARMA

l:mm'ufﬂrlﬁ!m. 83 >
T W 1 -
FOR INTERNAL USE of KOSHIKA FOUNDATION  sefi 3wt #
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
=R T | A TR 2

N

-

N



