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DECLARATION by APPLICANT: ¥Rfow £ uwss 7:

nmmm-lm Iri this Form are True 1o the best of my knowledge Asry lalse atatement will render my Application & ongoing assistance, if any,

2) | salomnly corsfirm that asslistance, if recvied lom Keoshika Foundation, will be used anly for the “purpase”, an staled in [his Form, for which such assistance

was requested by me

3) | haretyy confirm that | have not & will nat in fotune. avall of reimbursemant. in part o i full, from any othes sourcalsmployerinaurance compeny, of the amount
for which his essistance s requested
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AGREEMENT by APPLICANT | spiew g wat)

1) By afwing my signalum or thumb mpoession on this Form, | (Apphcant) hereby agree & suthorise Koshika Foundation and T's Trusteos 1o
usepublshimit-upireproduce my name, address, photo & details of the “purpose”, for which such assistance Is requestedigranted, through any
medium, including but nat limited 1o verbal, print. eléctronic, fof sollcting donutions for Koshika Foundation andfor dissaminating informalion aboul if's
scivitiosiachievements. Suoh uso of my pholo & details can be made by Koshika Foundetion before or afier my troatment or fulfiiment of the “purpose”
for which assistance i being requesied.

2) 1 [Applicant) further agrea that sry such use of my name, sddross, photo & detalls of the “purpose”, for which such sssistance is requested/granisd,
wili not automatically enttie me for receiving of continuing the sald assistance The decision lor granting andlor continuing the assistance will rest solely
with the Trusises of Koshikn Foundation. snd thelr decision s this regard will be final and acoeptable to me.
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AGREEMENT by HOSPITAL (W& §t %)

By affixing hersunder, signaturs of our Authorised Signatory for recomimending this cass’patient for inancial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accepl lofowing:

1) that we noithor are presently nor will in future evaeil of inancial eseistance from enother NGO or any other source, for the same pelientcaso, Bs we Bre
requesting o gel from Koshika Foundaiion, lo ihe extent thal such assistance is granied by Koshika Foundation, If the requosted assistance is nol granted
by Koshil Foundation, i part or in full, then the Hospitai reservs it's right to malke up the shorfall from another NGO or sny other sourcs, This
confirmation essendally states that the Hospital will not avall any duplicate sssistance for the sama pailent/case from any ofhver NGO or any olher source
2} The assistence from Koshika Foundation is only financial in nature. The choice of the treatment!procedurs advisediconducied by the Hospiat on the
patient, s based on the srrangemant between e patlent & the Hosplial, snd s In no way influsnced by Koshiks Foundation. Hence, the Hosplal will
assume sole & complets responsibiity of the reatment & it's cutcore & safety of the patisnt, end Koshika Foundation will have no rola or responsiility
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RECOMMENDED FOR ACCEPTENCE
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Date of Surgery YOGESH YADAV
. Or. Mohd. Rameez Reza Assistant Administrator
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