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DECLARATION by APPLICANT: SSw AT wims ¥
1) | horaby canfiem that 8 delalls in this Form are True 1o the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
It fior :

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

3} heraby confirm thal | have not & will nol in future, avall of reimbursement, in part or in lull, fram any olher source/employerinsurance company, of the amount
fior which this assistance is requesied.
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AGREEMENT by APPLICANT ( s7w® o %07)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulhorise Koshika Foundation and i's Trustess o
use/publish/pul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is requested/grantod, through any
madium. including bul nol limited o verbal, prni, etectronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's
activilies/achievements. Such use of my photo & details can be mada by Koshika Foundation before or afiar my treatment or fulfilment of the “purpose”
lar which assistance is baing requested

2} ) (Applicant) furlher agree thal sny such e of my name, address, photo & details of the "purpose”, for which such pssistance is requestedigranted,
will not automalically entitle me for receiving or continuing the said assistance. The decision for granling andior continuing the assistance will rest solely
with the Trustees of Koshiks Foundation, and thelr decision is this regard will b final and acceptable o me.
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AGREEMENT by HOSPITAL [wwmm @ &)

By affixing hareunder, signature of our Autharised Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
(Hospital) heraby affiem & accept following:

1) that wa neither are presently nor will In tuture avall of financisl assistance from another NGO of any other source, for the same patient/case, as we are
requesiing o gel from Keshika Foundalion, o the exient that such assistance is granied by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, In part or in full, then the Hospital reserves if's right to make up the shorfall from anothier NGO or any other source. This
confinmation essentially states that the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any olher sourcs.
2) The assistance from Koshika Feundation is anly linancial In nature. The choice of the freatmentiprocedure advised/conducted by the Hospita! on the
patient, is based on the amangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Hospital wil
assume sole & complete respansibility of the treatment & It's outcome & safsty of the patient, and Koshika Foundation will have no role or responsibility
in tho matter,

TR SieEE, e oA 8 st W s st 8 i aemm dy e o w4 B ey (reme) PR v A T s el s 4

1) = fis 3 @ whm sk e o i T e ol S w e s we R Tw Sl F S w A v W e e o st
| fawrfn i 39 € s o "sfm et om v v R 6 o el s oo see el s 8w W fem am # @ wvem
et s e w) we W falt o we o T A W sfesn g e oW g d me own wm & e e i T T e 4y fed

 wwn Hem @ fe e e @ W) )
2 "wifiEn R 8 Y wes wen i g W 2h e e g o wEw oo e TveEEn w g O o e
= W= W faww # o e s g B wen W e o o & el e A O S e e st wd o Wt Pesitt ol on e
w gt i wif W oW gon @ fesad m oo 9 a6
|

L =T
| " 0} FOR ACCEPTENCE i
. mefle el & fau wwf Sewins progrim fjicen
I:.-,:ll,_:il:r '-‘(I_':!i 4 |
Dit:dﬁlx:g: N Reg Nkl 71035 SANKARA JYOTI NSTITUTE
| 'Ll?’ (Name, Designation & Stam thorised Signatory
Q' {Name of Dr. & Regp| Mo, with Stamp) on N
TR F T 3 A F T 1 WIR st
FOR INTERNAL USE of KOSHIKA FOUNDATION 1S 7wam 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
I T |

7 TAE

23.09.2022



