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DECLARATION by APPLICANT: &% R Wi qw;

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) | 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 (a7ac# g1 )

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usefpublish/put-up/reproduce my name, address, photo & details of the "purpose”, for which such assistance Is requested/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 assislance 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 accaptable to me,

1) W T W SR G A S H oW R, A (smw) A wwh g v § @ i wEdw sk sws i " s s s § o,
o, T st s faerr v@ v A s ¥, S e T ), <, T g v @ e TR sk sveierl @ Rr Rl o e e

® it S # fog aftrga B3 v W R Ry @ v @ aw A v @ R At wREE” @ =wd st 1

2) % () W W A W ¥ B R T, T, W oK e S weRe @ 9ivel @ Wik g8 w: Weem w ERR T A W e §

‘s T T el w1 iy sfm el e B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HAE B TRMR A AR H FEE .

_—
<)

- s 5
.‘S@,{ ZS& éw\ e DN

AGREEMENT by HOSPITAL (wma@ TR #R)

By affixing hereunder, signature of our Authorised Signatory for recommending I casalsationt for nansial sesistance from Koahike I'oondelon. we
(Hospital) hereby affirm & accept following:

1) that we neither are presently nor will in future avail of financial asslstance from anciher NGO o gy other soutca, Ror he same patienticase, e we are
mwnz!ooel'emWﬁn'm.bu.mmmmutwahgmw&m&-'ermwmnmqmod
b‘yKushiuFour\bban.r.ou'.atnu.mwnmnwﬂmnmnmuuuwwlmmnm«wmmm This
w\ﬁwumyumanwuocpuwmuﬂmyo#wnmwmmmm”mNGOumwa
31 Tha sssstance from Koshihs Foundation 1s gnly fsancial i hatuse, Tha cholce of the beaimentisvocedurn advisediconductad by b Nosplds on the
padent, i based o the amiingement betwoen the Dadent & (e Hotptal, sed Is In na wiy inusnsed by Koshiks Foundstion, Heaoe, B Hoapital wil
nx}a‘nmm&mhunumb&wdwrumllnanm&w«ydm»mwmm&’muonwhanwmumm
in the matter.

TR A, wEred w it ¥ AT @ YR e ¥ i v Y feete W@ e 3, R v (remar) fR YR @ TR T iR o 8

1) 98 76 7 9 adfom ol 7 wfes 7 i were frdt R st dem @ R o e @ T WA o W a @ 3, 4 R w R TR
¥ frmftw/frft 3 @ w=w F “Fivw wRRIW" To R 3 R i W T s Rk s 8y TR T e o § 9 s
Mmﬂzmmmmmmwﬁmﬁ#maﬁwmmilmaﬁzﬁmwmtﬁmmmmﬂvﬁmnﬁnﬁ
T den w fr o= w /T8 S

2. “ﬁﬁmm&n"éﬁnﬁmmﬁﬁwmwﬁhﬂﬁ’vmmﬂn{mmﬁ&ﬁwﬁmwwﬂ@m

F A9 w1 frva ¢ o i WA T R R w A e ot v v F I @ v g ok e ot st wid fadrd 0 oF vew

T erh SR “wfRm” ® W gfe 3 feied v A d T e m
k RECOMMENDED FOR ACCEPTENCE NN
x wedt & fag dgf ASSTT MANAGER (Camp,
> - . Atd NeSdpsrer SR T RIRE TAR
OatectSurgery | )Y A 28 "\ PO, GHAITAN rAPY !
4 W \3 Qi CONSULTANT 2 & 5::\\\” DIET: PURBA A A LOHA
) \ | *_YWEKANANDA MISSION ASRAM (et I T Si
ol frem s paom , g (Narse, Designalion & Stump of Authoris® Signatory
‘ L‘,! 2% \ S 'MGI'WW NSEHSRmp) o, 122 on behalf of Hospltal)
- RN H TR Ay 1y ™ q R WA Aiqd st
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ 3TaR& 3war B
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I TR |

% A E

- J 4

-



