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DECLARATION by APPLICANT: seRs g shem 7%;

1) | hwraby confirm that all details in this Form are True to the best of my knowledge. Any Fatss statement will render my Application & engoing assistance, if any,
liable for rejection/canceliation,

2} | solemnly confirm that assistance, If recarved from Koshika Foundation, will be used only for the "purpase” as stalad in this Form, for which such assistance
was raquasiad by ma.

3] | hiaraby confirm that | have not & will not in future, avail of reimbursament, in part o in full, from any cther saurcelemplayedinsurance company, of the amount
for which this assistance is raquestad
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AGREEMENT by APPLICANT (smes g =)

1} By alfixing my signalure or thumb impression on this Farm, | (Applicant) hateby agres & aulhorse Koshika Foundation and it's Trustees o
uselpublistiput-upireproduce my name, address, photo & details of the “purpase”, for which such assistance is requestadigrantad, through any
madium, [nchuding bt not imiled to verbal, print, electronlc, for saliciting donations for Koshika Foundafion andlor disseminating information aboul It's
activitiesachievements. Such use of my photo & detzils can be made by Koshike Foundation bafore or after my ireaimaent or fulfilment of the “purpose”
for which asatslanos is bEng requasted

2) | {Applicant] further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance |s requestedigranted,
will nat sutomatizally entitls me for recelving of conlinulng the said assistance. The dacizian for granting andior contindng the assistonce will rest salaly
With the Trueises of Koshika Foundaton, and their dacision s this regard will be final end acceptabie 1o me,
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AGREEMENT by HOSPITAL (gmw® 2% 577)
By affiking hereunder, signature of our Authorsed Signatory for recommaending this case/patient for financial assistance lrom Koshika Foundation, we
[Hospital) harsty affirm & accept following:
1) that we neithar are presently nor will in future avall of financial assistance from ancther NGO or any cther saurce, for Ihe same patienl/case, a3 we ara
requesting 1o get from Koshiks Foundation, 1o the exien| Ihat such assistance is granted by Koshika Foundation. If the requested assisiance is nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves it's right to maks up the shortfall from ancther NGO o any other source. This
confirmistinn essentially states that the Hospital will not avall any duplicals assistance for the seme patienticase from any other NGO or any giher source.
2} The astistance from Koshika Foundation |s anly financial in natura. The cholce of the restment/procedure advised/conducied by the Hospiial on the
patient, ks based an the arrangement bstween the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital will

assume sole & complets responsibilliy of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier.

wort-sfee, vensdl @) s ¥ WA W CwtTe w0 T w1 e @ i 8, fe o (ree) e e @ e 8 e #)

1) wr s 2 0 i st W oiee 6 fufre s fedd i owre seem W R o o R e e | o ow A o e v et e
# Ferveofepyfirafiy 390 o wan o TR wTetva” g e g e b aft i st o e fasfn st g R R fem wm § W s
st sen e wedt wew T PER SN WA @ e 9w afus g e & 5e g 4 e wn & s fide a9 T
¥ sl wewr Pl spa e @ o A

1. i st A o aere S Rl owgh S b o w0 smem gm 6 o e fe o STeR RS W :
& dw W fov 4 ol wifw e g T e W o e ) b el v d B o e e o S i o T
® Fi sl “wife” W e ST T o d e

RECOMMENDED FOR ACCEPTENCE
weitedt % ferg wef

Date of Surgery
Fiviart w1 wi

28/03 |2y

SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
| e T 2

vl AT

L

15-08-2023



