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DECLARATION by APPLICANT. Spite Do vy w1;

1) | horeby confirm that all details in this Form are True 10 the best of iy knowledge. Any faise statoment wil rendor my Application & ongoing
Sable for rejection/canceliation.

2) | sclemnly confirm that assistunce, If received from Koshia Foundation, will be used only for the “purpose”, as stated in this Form, for which such

was requestod by me.

3) | hereby confirm that | have not & will not in Auture, avall of reimbursement, in part o in full, fom any other source/omployerfinsurance company, of the
for which s assistance is requesiad.
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AGREEMENT by APPLICANT (swiee o0 %30)

1) By affidng my signature or thumb impression on this Foem, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustess 1o
Use/publshipul-upiroproducs my name, sddress, photo & details of the “purpose”, for which such assistance is requestedigranted, through any
madiim, inclading But not fented 1o verbal, pint, electranic, for soliciting donations for Kashika Foundation and/os disseminating information about I's
activities/achievemonts. Such use of my photo & detalls can bo made by Koshika Foundation before or after my treatment or fuifliment of the “purpose”
for which assisiance ks being roquesied

2) | {Appicant) furthor agree that any such uss of my name, address, photo & detalls of the “purpose”, for which such assistance is requestadigranted,
will nol utomatically enlitie me for recaiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Truslees of Koshika Foundation, and their decision is this regasd wil be final and accaptable 1o me
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AGREEMENT by HOSPITAL (w=amm DU w5()

By affixing herounder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundabion, wo
(Hospital) heseby affim & accept following:

1) that we neither are presantly nor will in future avell of finandial assistance from ancther NGO or any other source, for the same patient/case, as we are
requesting 10 get from Koshika Foundaion, o the extent that such assistance is granted by Koshika Foundation. i the requesied 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 not avall any duplicale assistance for the same patiant/cass from oay olher NGO or any othar source.
2) The assatance from Koshika Foundalion is only financial in nature. The choice of the reatment/procedure sdvised/conducied by the Hospital on the
pationy, is based on the arrangesnernt betwean the patient & the Hospital, and is in no wiry Influenced by Koshika Foundation. Hence, e Hospital wil
mssume sole & complete responsibility of the treabment & it's outcome & safety of the patient, and Koshika Foundation will have no 1ole or responsibility
in the matter,

vt sfogn, wemel Wt it @ el W Csifon wrrteet @ Al o i feedtn o) ot §, Pl o (resme) Peen e @ s v vie et B

1) o fis 7 2 wiuw obe 3 @ wfewr ¥ ey wpe el B wed et @ e s v @ v dlaped F O w A o b, 42t vl Csifew wriest
¥ fedtnfed w0 ® s F “wifvn Wt oo we i A et Cwiee vt oo e el sfreaen 7 v W fen e § o s
ol sex A wend Wem w el s wEE @ e W sfee e T £ e F we wn we § e wvee i wee e St fy el

vt wew w folt e W @ w S

3. “wife st 4 W of wees S SR sl 9§ T W o oo 9 of v @ et 0 veafew e of o v

% e w1 fows & ob “wife st po Sl s W w v ) el vesne F O o v o st st wd ol feol 9 o weem
o) wbit ol “wifew” W o e o fedol g s 2w e

RECOMMENDED FOR ACCEPTENCE
vﬁvh W fan wef a
Date of Surgery \
Ferrs %1 MU
o W.\%mw :
164 b il L =
13 |e1]2013 AT (Name, &St of hutharised Signatory
ma&»&%ﬂgﬂﬁ ofosphllf
il Ll L T ¥ W Ve e, i
D1 b1 1 Lh Al
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 39=iits 3931 ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= g )




