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11 | hanabiy confirm that all detalls in this Form ame True 1o the besl of my knowledge. Any falee statement will rendar my Application & ongomg-assistance, I any,
liebte for rejection/cancefianin.

21 | sobemmnly confirn thisl @ssistance, If received from Koshika Foundation, will be used only Tor the "purpoes’, & statod in this Form, for which such assistance
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1] By afliaing my signatute of thumb Impression on this Form, | (Applicant) heretry agree & authoriss Koshika Foundation and (Vs Trustees 1o
use/publishiput-upinproducs my namis, address. photo & details of (he "purposa” for which such assistance s fequested/granted, through any
reditim, Inciudiog bul nat limiied 1o verbal, print, electronie, for soliciling donstions for Keshike Foundation andlor disseminating information about it's
aclivitiesiachimvements. Such use of my photo & details can be made by Koshika Foundation befors or after my trealment or fulfilment of the "purposs”
for which sssistancs & baing requested

211 (Applicant) further agree thal any such use of my name, address. pholo & gétsls of the "purpose”, for which such sssistance is requesiedigranie,
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with ihe Trustees of Koshika Foundation, and their decision i This regard will be final and acoeptable o ma
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8y affiing hereunder, signétune of oot Autharised Signalory for recommending ihis case/patlent for financial assislance from Koshika Foundation, we
(Hobpital| herely affirm & sccept foliowing:

1) thast wo naither are presantly’ nor will in future avall of financial asststance from another NGO of any tlher source, for fhe same patienticass, a5 we are
requesting 1o gat from Koshika Foundalion, 16 the exlent that such assistance ls granied by Koshika Foundation. If the requesied assistance is rot granted
by Koshina Foundstion, in part or in full, then the Hospital resarves ii's right io make up the shortfall from apother NGO or any other source. This
confismubion essantially states thal the Hospital will not avall any duplicate assistance for the same patiant/case from any other NGO or any other source
2) The asshitance from Koshika Foundation is only financial in nalurg. The choice of the ireaimentiprocedurs advised/conducted by the Hospital on the
patiant, |5 based an the arrengement betwoen the patient & the Hospltal, and i In no way Influenced by Koshika Foundatlon. Hence, the Hospital will
BssumE sole & complete responsibility of the trestment & il's oulooms & safaty of the patient, and Koshika Foundstion will kave no role or responsibility
i ihe i

it s, el A s sl w1 i wraan A faln s T el ) a9t 2, o oen e B owen R oo o i o 3
10w fa 5wt ol 5 o i § i s fan A de W el s s @ T i F o om A o W e e Swifm s
W Ty oAl T % weaw § i s g T i e ) it s skt g e e aissns Y 0 few e b @ o
fast e e wowd Foe w et s s @ s o W sifesr sdien T ) ve i F s e e # e sme Tl T e il dy e
B st gen W el = w4 gl Fnadd

2wt weE @ o ot e fwm i wR S b W e oo 9 o s w fe o el W g i oo eeee

% Wi w fewn @ s Vs weve” gm el v W Wl wem T b e e F W e g e e W) W Tl i o e
W it b " wifmer W it frsi v e e

RECOMMENDED FOR ACCEPTENCE
et % v e

Date of Surgery | . 073 YOGESH YADAV
siori % wie @r. Mohd / Assistant Admipistrator

B3, sy (e pation & Stamgp
9,9]11-)?5' (N of % with Stamp)

a7 1 P P e
‘Eﬁmﬁmuwemmﬂmmumm FATE T0Em
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A TR | il e 2

18-08-2024



