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DECLARATION by APPLICANT. SFSS g1 St i;

1) | hareby confirm (hat all detsils in this Form are True to fhe best of my knewledge. Any false statemant will rander my Application & ongoing essistance; iFany,
lishie for mjectiondcanceliation.

2) | solemnly confirm that assistance, If recalved from Koshika Foundation, will be used oy for the "purposs”, a8 staled in this Form, for which such assistance
was requssiad by me
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1) By affixing my signature or thumb impression on this Farm._ | (Applicant] haredy agree & sulhorise Koshika Foundafion and it's Trustees fo
useipublish/put-up/reproduca my name, address, photo & details of the “purpose”. for wnich such assistance |s requested/granted, through any
medium, Including but not limited to verbal, print, electronlc, for soficiting donations for Keshika Foundation andior disseminating information sbout it's
getiviteslochievemants. Such use of my phots & details can be made by Koshike Foundation befora or aftar my treatmant or fulliiment of tha “purposa’
for which assiiance it baing requostoed.

2) | {Applicant) furthor agres that any such use of my name, address, photo & detals of the "purposa’, for which such assistance is requasledigraniad,
will nat muternatically entite me 1of recelivirg of continulng the said aszisiance. The decision for granting undior continuing the essistance will rest solaly
with the Trustoss of Koshiks Fourdation, snd their decision 15 ihis regard will be firal and acceptahie o me
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AGREEMENT by HOSPITAL (7vaH §/m %I0)
By affming hereundar, skgnature of cut Autharised Signatery for recommending this case/patient for finencial assistance from Koshika Foundation, we
(Homplisl) heteby affirm & accapt fallowing:
1} that we nsfther are presently nos will in future avall of financial assistance from another NGO or any other source, for the same patlentcase, as we are
raguesting ta gel from Koshika Foundation, to the extend that such assislance is granfed by Koshika Foundation, If the requested agsisiance is not granted
try Koshika Foundatian, In part or in full. then the Hospital reserves If's right ko make up the shonfall from another NGO or any othar source. This
confirmation essenlially ststes thal the Haspital will not avail any duplicate assistance for the same patient/casa from any other NGO or any olher source.
2 Tha assistarice from Koshika Foundation is only financial in nature. The choice of the treatment/procedurs sdvised/conducted by the Hospital on the
patient, is based on the armangamant batween the patiant & (ke Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will

asswme sole & complete responsibiity of the treatment & I's outcome & safety of the patienl, snd Koshika Foundation will have no tole or responsibility
in the matter

Wt e, A s A e W i e @ Tl gy Fer W w3, e e () P v W e s s e b

\) we fs 3 e st S W s o e weem T A e wen o fee = wn @ o anee d @ w R T 9 R vt sien et
A Forfofsd we % may § “wifen wisa go w4 e oo Csifee Rt g s e sfveees ¥ SR A e w9 s
B = b el e w fed e wmes B mn &2 W afewn g o B oem gfie § e s w4 e s e wex v it e
T s wom w fal s wpeE A A

2 “wifpe wETA " @ Ao e o fafr gl o & Dl o wemn g 8 o e @ R v Sl e i
® W W fawn & s “wifee st g el wwn W e wae w9 & wlhe s F Gt e ol s oad T
wi ¥l sin s w1 W oftw m Tl ge A F W R

RECOMMENDED FOR ACCEPTENCE
=i % o vl

Date of Surgery
Fhvr w Wi

l6let 2%

FOR INTERNAL USE of KOSHIKA FOUNDATION  Srifs awam 3

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T 2

@}jzrf e AE

15-08-2023



