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1) | hemsby confim that all detalls in this Form are True le the best of my knowiedgs Ay Talse stotemant will render my Application & ongaing assistance, if any,
ligbia far refecton/eanceliation.

2 | solemnly confirm that assistance, if recelved from Koshiks Faundation, will be used anly for the “purpose”, as stated in this Form. foe which such assistance

was raguasted by ma

43 1 heretry confirm that | have not & will not in fuluee, avail of reimbursement. in part o¢ in Jull, from sy olher sourcelemployerlinsirance company, of the amisint

far which this assstznee s mguested

L;amm(ﬁ:mmﬂﬁummmﬂmﬁﬂmtrﬂmnqﬂnmmwﬂtnhmmmw:mwwmiﬂiﬁmﬁmﬂnmh

2 W W apvn o e s, 6l W ot R mwﬁnnﬂaﬂu;ﬁqﬁ#fhﬂhﬂtm_iwmﬂwwh

3}ighm{fhftumnnmdmﬁﬂi_mmﬂmmmmm s w il w5 3 @ e ol 7 o wEm F o

AGREEMENT by APPLICANT | smin® g %1)

1) By affixing my signatura o thumb impression on this Farm, | (Applicant) hereby sgree & authonise Koshika Foundation-and it's Trustees 1o
usafpublishipul-upiregraduce my name, sddress, photo & details of the “purpose”. for which such asslstance is requastedigranted, through any
madium, inciuding but not limited to verbal, print, electronle, lor seticiting donafions for Koshika Foundstion andior dissaminaling infermation aboul it's
activities/achievements. Such use of my photo & detaiis can be made by Koshica Foundation batora or after my treatmen or fulfilment of the "purpose”
fior wiieh eisistance is being rmquestad

2} | (Applicant] futther agres tnet any such use of my name, address, photo & detalls of ine “curpose’, for which such asslstance is requestedigranted,
will pot sutomatically entitle ma tor receiving or conbinuing the said assistance. The decizion for granting andior continuing the assietance will rest solely
with ihe Trustees of Koshika Foundation, and their decision i thizegard will ba final and acceptabla to ma

1) T W WS e s W e e, § (andew) sred) i w1 e wen o “wies swdv s wee 2w " w s s f e am,
. W s fE g sy o s 8, w8 s e S, T, e g wEr @ il s sveierd & fe fadt o s

% wfee wvt 9 S s §1 &t v fen 4 ver ¥ v w oW § W W i Csitrn sede e s b

1) & (o) T e 2 P sk A, e, Wi s fawon o T e & g @ wiin § 8w T W weRR TR wEE W wE d

“wif® e T st W R afm s aeed

AGREEMENT by HOSPITAL (¥ [ %)

By affing hareunder, ssgnature of cur Authorlsed Signatery for recommanding his case/patient lar financial assistance rom Koshika Foundation, we
{Hospital) haraby affirm 8 scoopt following

1] that we neither are presently nor will in futlure avill of financal assistance from another NGO or any other source, for the same patientcace, 88 we arg
pequesting to get from Keoshika Foundation, \o the exien] ihat such assislances is granted by Kashika Foundation. If the requasied assistance is nol granied
by Koshiks Foundaton, In part or in full, then the Hospltal mserves ['s right (o make up the shonfall from enother NGO or any other source. This
confirmation essenlially states that the Hospital will not avall any duplicate asststance for the same patient/case from any other NGO or any othar source,
2) The assistance from Koghiks Foundation |s only financial in nature, Thie chaice of the ireatmenliprocedure advised/conducled by the Hospital on the
patient, ls based on the arrangement belween the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Haspital will
assume sole & complate respansibiiity of the traatment & it's outcome & salety of the patient, snd Koshika Foundation will hava no role or responsibillty

i the mallar.

Iﬁﬂfﬁﬂ.Mﬂmﬂmﬁﬂm“MTumﬁ"ﬂﬁﬁrﬂmqfﬂmﬁﬂﬁiﬁﬁi.hﬂﬂtmjﬁﬂmﬂﬂlmﬁh

1) uE w0 s 3 o afee § file wEn e fr o W w fa o s @ oivess F o ow R o § 8 f e tsife wrem
A et Te & W § CwE TR En e i b o e et g A fen sl v W few W § o s
st = vt wem W W S W 8 e R W s e e #1gn e o e s o € e e fid s s S ¥ e
gyl e w fed w6 wea A W SmeEd)

2, ity TR @ o 0 W wan falee vt et b o ow rens g S ow ve TR om Tnefem T o e

W ¥ w fEyn § ol wifow wEETe em e wEw w W e 0 s e d ol S e
o ol ol “wifeer” =t o o m feed w6 oer

RECOMMENDED FOR ACCEPTENCE
i W fom i
Date of Surgery Tl
AR w1 aE OR, PRAVEE LOGY
o4/e Nk B e, N with Starmp)
[oa ] ay e e X o sy
" FOR INTERNAL USE of KOSHIKA FOLNDATION
SIGNATURE of TRUSTEE 1
= W |
/i

15-08-2023



