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1) | hearaby confirm that all datalls in this Form are True to the beet of my knowledge. Any lalss statament will render my Application & ongoing assistance, (| any,
liatia for reection/canceliation

2} | salemmly confirm thal lﬁl-'iimm, it received from Koshika Foundatian, will be weed anly for the “purpose”, as siated in this Form, for which such assistance
wae ragueslad by me.

31 | hareby confirn that | have not & will not in future. avall of reimbursement, n pan or in W, from any o soscsfemployerinsurance company, of (he amount
far wiich hid Gesistance & requesied

1) & v w7 wen A G oo wrel e S aEe F s e v ot #1 ofe S e o s mmmiﬁﬁmhﬂﬂﬂﬁﬂﬂhl
23 Wt g W wmw T sl et 8/ m o e A wtw W i = e e =, W om oo sn o
3) ] g w § % Tan wes o ool Wt o o o oW afew @ e e Tl s wnfmmel et & 9 @ fem b a9 f st F

AGREEMENT by APPLICANT ( smittws g wm )

1) By affixing my signature ar thumb impression on this Farm, | (Applicant) herety agree & authorse Koshika Foundallan and I1's Trustees 1o
usa/publish/pul-upireproduce my name, addresa, photo & detalls of the "purpose”, for which such assmstance is requestedigranied, through any
madium, inclisding bt not limited to verbal, print, alectranic, for soliciling donations for Koshika Foundation andior disseminating information about i's
activitles/achievements. Such use of my phofo & delails can be made by Koshiks Foundaiion before or after my trestment or fulliiment of the “purposea”
lar which assistanca i being requested

2} | (Applicant) further agres that any such use of my nems, address, photo & detaile of the “purpose’, for which such assistance is requesied/granted,
will hot automalically entitle ma for recelving or continuing the seid assistence. The detisfon for granting ord/er conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, end their dacision is this regard 'will b final and accepinbli 1o me.

1) ¥0 W 9 W v W A N e e, § (smiEs) s wesin w0 e won € o “wifm et odn s i W sfieg v 4R S 5,
v, W sl W famon gn v o a8, 5@ ol g s, o, wevw gut agtm d 52 il sl awedesd o ford et o) wen e
ﬂnﬂﬂiﬂiﬂ!ﬂw#lﬂmmﬁmﬁminﬁwmﬂﬂth“mm'lmmil

23 A (apiew) vo W B wem £ e da e, e o e A B e 3 e @ wie | o wm w0 v 9 T g el o

T ™ wn ww =de W Fiy o sl areeE W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSIOM :

AGREEMENT by HOSPITAL | wegam g w010

By affxing hareunder, sgnature of cur Authorised Signatory for recommending s caseipationt for finencial essistance from Koshika Foundation, we
(Hospital) rereby affirm & accepl lollowing:

1) that wa neither are presently nor will in futene evall of financial asslstance from ancther NGO or any other solrce, for the same pallent/cese, B8 wi 8IF
maquesling to gal from Koshika Faundation, 1o the extent Ihal such assistance is granted by Hoshika Foundstion. I (he requesied assistance is not granted
try Koshika Foundation, in part or in tall, then the Hospital reserves it's nght to make up the shorttall from another NGO or any othar source, This
confirmation essentialy siates hal (he Hospiial will nol avail any duplicate sssistance for the same patienticase from any othar NGO or any other souros.
2) The assistance from Koshika Foundation is only financlal in nature. The chalce of the treatment/procedure advisedioanducted by the Hospital on the
patiant, ls basad on (ha arangemant batwean the patlent & the Hospital, snd s in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & complete responsibiiity of the treetment & il's ouicome & sately of the patient, snd Koshika Foundation will have mo rale or responsibliity
I tha reatier

wat s, WA R W SRR S Wi e R e e b feede 6 S § el o () P v R oW s v s
1) oy o W S st W Er i o fafie wemm fel ot woam m e sea wim & w0 Tt § s om ® o &, S8 faows S sifiee st
A frwitwiais 70 % wae § “sifve FEaEm" oo aw i & bR sifoe wEEt gm e ARl sTosess i oy 3@ few o € @ seom
et or A vt e w Tt or W R e o9 e afes s e ) fe o d e wn e b fe s fgl e el iy e
e wwdt az @ fesll s e 9 S
2 “wifew e @ o ol s s Pl o oW bowh ow wee g o wew @ fied wd sl e e oo v
w W W oy ol “wifew wesvR” g fen s il e o ) g w0 O & e e ol s et W e Feed i oo e
w et sl “wifvee” 5w giee o Fegd o aes | o oedh

LY

RECOMMENDED FOR ACCEPTENGE
TR i ® e def \ P
e i< oh . SEY
S 3 lJl: Mohd, Rameez Reza CHARAN MAS
.B.B.S. M.S. Ophtha (Name, Designatioh 4/Seiimp SFABhorised Signatory
213 ol O, 43 1, Alwar
W e e o
FOR INTERNAL USE of KOSHIKA FOUNDATION 1% 3win %7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l T | = TR 2

G’ TAE

15-08-2023



