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2) | solemnly confirm that assistance, if recetved from Koshika Foundation, will be used only for the “purpose”. as stated in this Form, for which such assistanc

was requested by me.

3) | horaby confiem that | have not & will not in future. avail of reimbursement, in part o in full, frofm any other sourcelemployer/insurance company, of the amou
for which this assistance s requested
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AGREEMENT by APPLICANT (snaes 0 %00)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and II's Trustees 1o
use/publishiput-upireproduce my name, address, photo & details of the “purpose”. for which such assistance ls requestedigranted. through any
medium, including but not limited 1o verbal, print, electronic, for saliciting donation: '+ Koshika Foundation andior disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika oundation before or afler my treatment or fulfiiment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for recefving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (wesum g wav)

By affoung hereunder, signature of our Authonsed Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we

(Hospital) hereby affirm & accept following:
1) that we neither are presontly nor will in fulure avall of financial assistance from another NGO or any other source, for the same palient/case, as we are

requesting 10 get from Koshika Foundation, 1o the extent that such assistance is grantad by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 1o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or any othar source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conductad by the Hospital on the
patient, is based on the arrangemaent between the patient & the Hospital, and is In no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compiete responsibility of the treatment 8 it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in e matter.

vt s, vemed Wt it @ et w i swtee @ i ween iy St o wl £, Pl v (v frer e @ we oy s s

1) W 0% 3 o win abt 3 ) o F fufen o fedll Bt el s w el e e 3 T et 4 W e A o b 8 e e el SRR
¥ fowfmfef v & wav 7 “sifm wrdw po vty e oo “sifow st oo v fel sfesa i W ew e § 8 s
ol == i vl vee w Rl e s @ see W W s g e oW e J e s s § e s e e ve Sl iy el
& wowt W w el w2 e @ W dwe

2 “wifvm wistwn” ¥ o of spen S e vl ¥ b 00w e po 9 of e w et W Tveusiee W o o e

% @ w fowy | ol “wifow weste” ou el e W s v W b st e 4 O € v e ol w9 wil Reiol B0 of e
v b wieet @ W e @ ol wowse w0 e ,

RECOMMENDED For (Tick o Rejection s applicable| ACCEPTANCE REJECTION
wagf ( % Frm &) b | g

Date of Surgery . shanker Nag 4 0 Bagchi

dm & s Allan' SPHTH) : shib }:_C -

e, 0f '«’ 4 .‘31851 '?‘i (:( SHal . -'-‘%b{%-'u:-.mlgﬂesemce""

' : | (Name. Designation & Stamp of Authorised Signatory
(Name of Dr. & Regn. No. with Stamp) o6 behall of Hospltal)

T W R TR W AW yEaR S e

FOR INTERNAL USE of KOSHIKA FOUNDATION  57ifts 3% ¥

7.




