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DECLARATION by APPLICANT: 34%& &/ HiYwn ;
1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance
was requested by me.

3) I hereby confirm that | have not & will not in future, avail of reimbursement, in part or In full, from any other source/employerfinsurance company, of the amount
for which this assistance is requested.
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AGREEMENT by APPLICANT (am9es g0 &)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requésted/granted, through any
medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment 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 receiving or continuing the said 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 acceptabie to me.

1) T T W AT TR A R F oW wmR, ¥ (AF) o e @ g e € v wifem wEdee ok sus it " @ s w € s A,
oW, Wi 3R S fr @ e A wif ¥, 9@ e ga s, T, T TR IR @ wet e s Sqefedl @ R fed @ wer s

¥ yEiE w0 & fe afte 10 R = F1 w9 g @ AR @ w0 @ f “a i SRER" 9 A st )

2) # (9RF) W W Q W § FF N AW, T, R ok fr st fr wemm @ 9wl @ Wide 4 T3 @ Wer W §9R T ST T way

" E sew At W Fof sfm s s @m

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
HETE F TRR T AP & fem » — ch —_—
e ’ oy il )y N

AGREEMENT by HOSPITAL (3% B $K)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted 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 to make L $% shortiad frovn ssather NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the 2ame padeeticase from any other NGO or any other source.
2) The assistance from Koshika Foundalion is only financial in nature. The choice of #wi satmentrccecurs advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundatlon. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

TR S, Tl Bt ok ¥ WA i v ¥ fafE veme o Reefw 3 ot €, A e (veme) FrE TR @ T 9 e w9 E

1) %€ T 3 3 3 iR 7 @ wirs F Rfw geem Bl R aat vem @ e o wie Q T Tl o W © € S B e e e
A e/l 35 3 way § ‘i TR gu WK 2 6 AR AR TR g e faafa srie/Ame 8 WK T R S @ o srers
Tt o ke weTl Wew A FRE o T A T o W afrwr g @ f) @ gie ¥ we we o ¢ e s fidte wg SR iamd ag fe
F wel den @ feet o W @ T e

2. “wifr wrRvE" @ o 1¢ weram Saw ke i @ &) I W v g0 d T war @ B R S R T e

% o 71 fava ¢ ol ‘i SRRV g0 R TR W Y <am e f1 s vee § TR R som g ot o o @ 9 feierd I T

T @ sk s 3 R i @ fed @ me § T e /7 y
RECOMMENDED FOR ACCEPTENCE ASS 4 -
WL e % fag wef umsswh".‘},;"m f:‘mp’
w ' ﬁo " a y ‘
Qate of Surgery | o (2 CONSULTANT Seg e o VANTAPUR (HALDIA)
cim st ot (V' VIVEKAMANOA MISSION ASRAM Ly B . DT PURBAMEDOWP
o \9. W NETRA NIRANAY NIKETAN WM 0 (Name, Designation & Stamp of Authorised Signatory
\q a9\ - (Name of Or. & Regn. No. with Stamp) ,\,;yr} on behalf of Hospital)
CRI RSy IISIn T o L Yo maﬁmaﬁwaﬁlﬁ
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 3TIR& 3T &g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T TETER | —

R
i / I -
oo’ LA |




