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DECLARATION by APPLICANT: T TH MR 7o

1} | hersby gonfirm that all datzils in this Form are True Lo the best of my knowledge. Any false statemant will rander my Application & cngoing assistance. if any,
ligble for rejection'cancslkalion.

2} | salarmnly confirm hat assistence, if received from Koshike Foundation, will ba used only for the “purpose”, as staled in this Fom, for which such assistance

wins requested by me.

33 | hereby confirm Ihat | have not & will not in futere, avail of reimbursemant, inpart or in fll, frem sny sther soursfemployedinsurance cempany, af the amount

for which this assistence is requested.
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AGREEMENT by APRLICANT | srdms T/ ¥}

1} By aflixing my signalure of thumd Impression on this Form, | {Applicant) hareby agree & aulhorise Koshika Foundation and il's Trustess to
usefpublishipul-upfreproduca my namo, address, photo & details of the "purpose”, for which such assistancs is requeetadigranted, thraugh any
mmedium, kcluding but nod limited Yo verbal, prinl, electronic, for soliciting donations or Keshlka Foundatlon andfor dizgeminaling information aboul it's
activitimsfachlevemenis, Such use of my ghola & detzils can be made by Keshlka Foundation bafore or afler my treatment or fulfilment of the "purpose”
far which assislance is being requested.

21 1 (Applicant) further agres that any such use of my name, address, phote & delads of the “purpose”, for which such assistarce is requeshadigranted,
will nol automalically gntiile me lar receiving or continuing the said assistance, The declslon for granting andior continulng the assistange wil rasl solaly
with Iha Trusteas of Koshika Foundation, and their decizion ig his regard wilt ba final and etcoplabla to ma.
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AGREEMENT by HOSPITAL (vFWR 50 F4M)

By aflixing heraunder, sinalurs of our Authorised Signatory for recommending this casafpatient for finangial assistance ftorm ¥oshika Foundalion, we
{Haspltal] herakby affirm & pcoepl bowing:

1) thet we neither are presentlly nor will in future evail of inancial assistance from ancther HGO or any other source, for Ihe same patienl'case, as we are
requesting to gal rom Koshika Foundation, 1o the axtent that such assiglancs s granled by Koshika Foundalion. IF the requested aseistance is nol granled
by Kashika Foundation, in part or in full, then the Haspllal reserves il's ight to make up Ihe shortfall from anothar NGO or any othar sourss, This
confirmation essanllally states thal the Hespital will not avail any duplicele assislance for Ihe same patleniicase from any olher NGO of any olher source
2} The assistance from oshike Foundation is only financial in natwre. The chedca of the trealment/procedure advisediconducied by the Hespital on the
petient, |5 based on the arangement betwaen the patlent & the Hospltal, end Js in no way influenced by Koshika Foundatian. Henee, the Hospital will

sIsume sgke & complete responsibllity of the trealmant & it's outcoms & safely of the patient, and Kashika Foundalion will have no rola ar res s bl 1y
in he matter.

i s, wenwdt A s A AT W R TRt A fafw aea iy fewt 2 a3, B (R Pra v @ o T s s b

13 7 5 7 3 s s T afire 3 P e Tl A e @ el o e @ o TR A W M A B 4 4R o wme we
® Tty Py 71 3 aaw f "Fifve wEEwm g ww i 6 b ol SR wetme g weem faf SRR by e A e # s
frsit o e wowrdt Wem w fewh o T TR B st e a1 TR e 3 B w0 w4 s R g S i e
i T ven w fah A WA § T Fered)
3.“ﬂﬁmwra=ém'ﬁvﬂ'ﬂfﬂmmﬁwaﬁhnﬁh!ﬂﬁ#ﬁmvmmﬂ‘ﬁmmfﬂwﬁmmmwmwm
a‘:-ﬂawﬁntaﬂt“mﬁmmﬁm"mﬁmmm/ﬂtm?ﬁilmﬁmﬁﬁ#mwmmﬁﬁﬁﬁmﬁmiﬁ:ﬂ#ﬁqﬁm
F ¥t sl i w S o @ Rkt v o e

.ll e
7 RECOMMEMDED FOR ACCEFTENCE 0
— witedt & fAn degi
Datg ﬂ;U;I;;;Y Vi e Mr. Lakshmipathi N
me3, Cataract & Retracun & Manager Orsash
e 4 Wi el 'WM - e
24'[5 ?/1] {Namdﬁf-nr.ﬂﬂeg‘;ﬂﬂiwiﬂ'fsté'rdp}_‘i{ ya A L of Spaac
TR F AN A TR AT L B N
FORINTERNAL USE of KOSHIKA FOUNDATION  31fi 7w 2
T
§ G"AL”],;,FE of THE:STEE 1 SIGNATURE of TRUSTEE 2
Ll TR 2
E;: I‘Z}“’ ": F };(_,4/51__
24.09.2021 )




