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2} | solemndy confirm thit assistance, if recaived from Koshika Foundation, will be used only for the *purpose”, &5 slated in this Form, for which such assistance

was requesisd by me.

3) | ety confiem that | e not & will not n futuee, aval of reembursement, m e o n il om any other sourceemployerinsirance compary, of the amount

far which this as=sfancs is requesing

1y st w f e v owee W o om S R 56 e ® s we on o B sy wd fee o e s o o # @ 40w P o W aelt b

) 9w = e ofn st s, @ o o b swe e T st W o F e e ot e e A oo

3) & gfw w1 Tam wrem #7 w ool W o R, a o @ o W wEe fee fedh s sfrdesdr weelt @ 9 @ e ksl 3 o ofie F dm

AGREEMENT by APPLICANT |=riew g =)

1) By affixing my signature or thumb imprassion af this Form, | {Applcant) hereby agree & authorlse Koshika Foundationand e Trustess to
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By affiung hareunder, signature of our Authorised Signatary for recommending this case/patient for financial assistance from Keshika Foundation, we
{Hospital)} heraty affirm & accept following:

1) thit we neither are presanlly nor will in fulure avall of financial assistance from anothisr NGO or any other source, for the same petient/caze, 88 We s
regquesiing to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, I the requested assistance is not granted
by Koshikes Foundsfion, in part or in full, then the Hospital reserves it's right to maka up the shortfell from enather NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2} The assistance rom Koshika Foundation is anly financial in nature. The cheice of the realment/procedure advisadiconducted by the Hospital on the
patiant, is based on the arangement between the patisnt & the Hospital, and |s in no way Influenced by Koshika Foundation. Hance, the Hespital wil
assums sole & complats responsibility of the treatment & it's sutcome. & safety of the patient, and Koshika Foundation will hive na robe or responsibility
in the mattar,

wait s, wemwl w5 s 8wl € Csitfe st @ Rl e o feef o e 8 fe e Opmem) e o R weE o« witwn wa b

{) a9 A e o 3 e o fafive wer felt Ay et wea w T se owEm  ww dfemet F o wmow o #, 39 fiowe sifee St
# firpin vt am % wae F Cwtfrw wEed g R i e f i e e g e fefy sifrsae i R 6 few w § o s
foslt arm fr ww wEa W fedt s e @ e o8 ow sfeen g o §) @ ge d we W o b e s e o it g et
iy el v W et v e st A
L“mm'ﬂrﬁﬁmmmmmhﬂmmmmﬂMMmhﬁﬁmmﬂmm

ti’mwﬁmluh‘ﬂlmtm?tm"mhﬂmmﬁmwﬁhmmﬁﬁvﬁimmmm@ﬁih;h it A v v
ST T

o ek she i o W i fai @ e F @ e /o /"
5]
RECOMMENDED FOR ACCEPTENCE |2
‘ .. v & fo sl =
Date of Surgery LR P A ROLUG '
SiivR %1 i 1BES, 4 :

1.':-:'] H

f‘.g/ { J) a3 mﬁhfnrﬂéﬁﬂﬁ with Stamp)
R W) TN T et a1
FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A TR | T TR 2

vl N E

T

15-08-2023




