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DECLARATIOM by APPLICANT: 3TF TR whem

14 | hereby confim that 2ll details in this Form are True to the best of iy knowledges. Any false statement will rander my Apglication & ongeing assistance, it any
lighle for rejectaricancellalicn.

2) | eohemnily canfinm that mssistance. il racaived from Kashika Foundaton, will be used only for the “purpsa’, as slated in this Form, for which such assistance

wias requesled by me

%) | hereby confirm ttat | have nol & will nolin future, avall af reimbursament, in part ar in Gk, frem any other sugrealemployeringarance compary, of the amoun

{ar which this assistance 15 requesied
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AGREEMENT by APPLICANT (@ &M W)

1} By affixing my signelura or thumb impression on this Famm, | (Applicant} hereby agrea & guthares Koshika Foundation and i's Trusless o
uselpublishiput-upireproduce my name, address, pholo & detait of Whe “purpose”, for which such assistance |s requesledigranted, through any
medium, including bul nol limited e verbal, print, electronic, Tor soliciting donatlons for Keshlka Foundation andfor dlssaminating infermation about it's
activities/actevements. Such ysa of my photo & detalls can be mada by Koshika Foundation belore or after my treatmearnt ar fulfiiment of the “purpose”
for which assisisnce |8 being requestad

21 | (Applicant) lurihor agree that any such use of my name, addrass, phole & delalls of Ihe *purpoBa”. for which such essislanca iz requestedigrantad,
will nat sutematcally sniithe me for recaiving o conlinuing the said assistance. The decision far granting andlor continuing the Bssistance will rest solely
with tha Trugless of Koshika Foundatlon, and their decigion is this regard wil pa final and accaptable (o me.
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APPLICANT'S SISNATURE OR LEFT THUMB IMPRESSION

AGREEMENT by HOSPITAL (WP 27 F7%)

By affining hereunder, signature of gur Aurthorised Signatory for recommending Lhis case/patient for financial g5sistance from Heshika Found alen, we
tHaspital} hersby alfirm & aecepl following:

1] thel wa neither are presenily nar will in fytura avail of financial pssislance frem anolher NGO of any athar S0UrCE, for the same palisnticase, as we ara
requesting La get from Koshika Foundaticn, to the avtert Ihat such asgistance is granted by Koshika Foundalion. If the requested assistange 15 not granied
by Koshika Foundation, in par of in full, then the Hospital reserves it's right to make up the shartfall from ancther NGO o any alher source, This
canfirmation essentially states thal the Hespltal will nol avail any duplicale assistance for Iha same patienticasa from gny olher NGO or any cthar source
2y The geeistance fram Koshika Foundalion is onfy financial in nalre, The choice of the reatmentprecedure pdvisediconductad by the Hoepital on Ihe
patiant, is based on the arrangement batwean the patient & he Hospilal, and 15 in no wey Influenced by Koshika Feundation. Henca, the Hospital will
assume s0le & complele rasponglbility of the reatment & Vs cutcame & =zafety of Iha patienl, and Koshika Feundation will have no rale o resprnslbility
in the matler.
mmaﬁr.mmﬂuﬂmﬂmﬁmqﬂ“mwﬂm'ﬁﬁﬁmmmﬁmWﬁmﬂtmm(myﬁﬁmﬁmuﬁhﬂmmﬂtl

1) o f 2 @ mior Al e W qﬁmﬂﬁmmm?nmmmwTMawmﬁmﬁmﬁﬁﬁmﬂﬂi,ﬂﬂﬁnﬁ"m‘rﬁmmﬁm"
ﬂmﬁﬂeﬁﬂﬁlm%mﬂ‘ﬂmmﬁm'mmﬂghtmﬁ‘mﬁmmﬂm'mmhﬁmﬁmmtﬂwmffmmhﬁm
ﬁa‘lmhmrﬂn‘m111ﬁrﬁ\‘mmﬁmﬂ#maﬁmmﬂmmtlm@!ﬂmmmtftmﬁmmmmmhm
i wrerdt e N R e A T A

3 'm‘ﬁmm:tm"ﬁﬁﬁﬂmmmﬂﬁﬁniIMmmmﬂﬂmmﬁﬁﬂmmwﬁﬁm

2 4w fre 4 o “Fves TR g R e ey T T TR v J S e e i o w = w Fasterd I e

o i sl P ¥ B g m i e e Al e

RECOMMENDED FOR ACCEPTENCE

N et & fag g
Date of Surgery R Dr N-‘-%Es
" = h :
i ' 'r.:iLZ"E!;“!H“Mam S“E‘-‘:muﬂ Namé, Dasig atohct Stamp of Authorisad Signat
Inatie e o ™ & Rafrag i, ke, natioh& Stamp of Authorisad Signatory
9;#\ 4 l 7| o, (N 0 5 o N fiﬁ\" Lo “ 7 onGahall of Hospital)
s i i M 3 e e s
FOR INTERNAL USE of KOSHIKA FOUNDATION i w7t ¥
SIGNATURE of TRUSTEE 1 SIGHATURE of TRUSTEE 2
i T | T R 2

e AT

24.08.2021



