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1) | ety confirm that all detods in this Form are Trus to the best of my knowledge. Any fales atatement will render my Application & angoing assistance it any,
lizbile for rejectionfcanceilalion

2} | nolemndy confirm that asaistance, i recaived from Koshikn Foundation, will be used only for the “purpose”. &5 stated in this Form, for which such assistance

was requestad by ms
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1) By aMixing my sigastuie o thumb impression on this Form, | [Applicant) heraty agrée & authorise Koahika Foundation and it's Trustees to
useipubish/put-upireproduce my name, address, photn & detads of the “purpose”, for which such assistance W requestedigrantad, through sny
misdisem, nchuding but not lmited o verbal, prnl. electroni, for soliciting donations for Koshika Foundalkon andior dissermenating Informabion about s
activitiesfachisvemants. Such use of my pholo & details can be made by Koshiks Foundation bafore or after my trestmant or fubfilment of the “purpose”
for which assistance 8 beng requesiad

2) | (Appheant) furthar agroe thal nny such use of my name, sddress. photo & detalls of the "purpose”, lor which such assistance |s requestodigranied,
will not automatically amitis me for receiving of continuing the sald essistance. The dacision for granting andier continuing the assisiance will rest solely
with the Trustess of Koshis Foundation, and thair decison (s thiv regard will be lioal snd acceptabie o me
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AGREEMENT by HOSPITAL (wswme g W)

By affixing hereunder, ssgratune of our Authorsed Swgnatory for recommending this caselpatlent for financial assistance from Koshika Foundation, we
(Hospitad) hersby affirm £ accepl following:

1) that we neither are presently nor will in future avadl of inancal assistance kom ancther NGO or any other source, for the same patienticase, a5 we ars
requesting Lo get from Koshika Foundation, to the sxient ihal such assistance is granted by Koshika Foundation. | the requested assistance is nol granted
by Koshika Foundation, n part o in hill, than the Hospital ressrves It's right to make up the shortfall from ancther NGO or any other source. This
confirmation essentially states thal the Hospital wi not avall any cuplicste essistance for the same patient/casa from any other NGO or any olher source.
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patiant, s based on the srangement betwean tha patiant & the Hospital, and i in no way infiuenced by Koshika Foundation. Hence, the Hospital will
nssume sole & complete responsibiity of the freatment & i's culcome & safety of the patient, and Koshika Foundation will have no role or responsiblity
in the matier.

wat afonn, womwd W) e | ) s e sretee” 4 fifire e #y frefn o wd 8, Tl e (peee) B e @ o e s

1) wE & 7 9w e = 6w F faf e S W woe we W feE o wm § T e § S A o f e et s
@ feonfonfras 39 ¥ wa € Pwifew s o we gy e i Cwifee st g wees fai stnwse ¢ v o fem w8 s
ferlt sy wown e @ Sl s weee W Tren o w suen i e &) ve g O e v we £ e e gl e e ddmme iy Al
e wowt: gow o Bt s e @ ) Awas

1 “sifmsT T @ of weem e falew st w1 b B ow ems go 2 o wew et ey W o PR o v

% e w fow & ol e gt g e sen ol s o & el psen o 08 < e e s sl et o it ol @0 u v

ﬂmm'tﬁm'ﬁﬁﬂmwm?ﬂiﬂ'ﬁﬁﬂn
i

/ RECOMMENDED FOR ACCEPTENCE
5%5 g T % fE_ e
Date of Surgery Or.

L] t_
st %) i ; :
el e LT
A R TR Charikys€ yarhospital =

FOR INTERNAL USE of KOSHIKA FOUNDATION _ ik Vi (Raj.)

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=l | T TR 2

rf' o

o /]

15.08-2023



