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BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicable)
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DECLARATION by APPLICANT; Smites T S w:

1) | hersty aonfirm thal all detalls in hie Form are True to the besl of my knowledge, Any Talse statement will render my Application & ongoing asststance, if any,
sl Fior refection/canceliation.

2) | solemply confirm that ossistonce, if recaived from Koshika Foundation, will be ussd only for the “purpose”, e statad in this. Farm, for which such assistance

wits requesied by me.

3} | heraby condirm that | have not & will natin folure, avall of resmburssmeant, in pan of i full, from any ofher sourcs/employerfinsurancs comparny, of e amount
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AGREEMENT by APPLICANT (s g w1

1) By affixing my signature or thumb iripression on this Form, | (Applicant) horeby sgree 8 aulhorise Koshiks Foundation and it's Trustees lo
usafpublishipui-upireproduce my name, address, pholo & delalls of the “purpose”, for which such assistance is regquestedigranied, through any
medium, noluding but not limited 1o verbal, print. slectionic, for soliciting donations for Kashika Foundation and/or dissaminating informalion about it's

sclivitissiachieyaments, Such Lse of my pholo & details can be made by Koshika Foundalion before or aler my treatment or Wylfliment of the “purposa’
for which assislanoe is being requasted.

2} | (Applicant) further agree that any such use of my nama, address, pholo & datalls of the “purpase”, for which such assistance is mquestedigrantad.

will nat autpimatically enlitle me for recelving of continuing the said assistance. The decision for granting andlor continuing he azsistance will rest solsly
with tha Trustees of Koshika Foundation, and thalr decision ls this regard will ba final and acoapiable to me.
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By afftning hereunder, sigratuce of our Authorised Signatory for recommending (his case/patient for financial assistance from Koshika Foundafion, we
(Hospital) keraby affirm & accept following:

1) that we neither are preseoty norwill in future ovail of financial assistance from another NGO or any othar source, for the sama patienticase, 59 we ae
reguesting to gel from Koshiks Foundation, 1o the extent Ihal such sssistance is granied by Koshika Foundation. If the requesied assistanca s not grantisd
by Koshika Foundation, in par ar in full, =0 the Hospital reserves it'e fght o make up the shortfall from snother NGO or Gny other sourco. This
confimation essentinlly states that the Hospital will not avail any duplicats assistance for the same patienticase from any olher NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choloe of the treatmoent/procedure advised/conductad by the Hospital on the
patlent, is based on the arrangement betwean the patient & the Hospital, and |s in no way inflienced by Koshiks Foundation, Hence, tha Hospital will

asslme sole & complate responsibilily of the reatment & Hs outcome & safely of the patient, and Koshika Foundation will have no role or responsibility
in {he matier

ot i, wemed W) os A aesa w s et A fefv s o et &1 a8 o (e B weR W s sl s b

1) W T 3 W Wi sl T s o fafiv e iy woen wem w e o e @ aw diem S A omow@ o, b e e sifiee s
| fremiton/fisin o = w4 “wifie weeve T g T R i b oR i s oo wme el siimeees i e s fen e d
fos s fy Wt wan m feh s e wowe S ow sfesr g e e e F e s o R s e s o il & e
by it den m o fee s I W S A

2, "wite W S T e i gt W & o ™ e g @ W e W e T armeiew W o T s

® W W T & sl it s g el wen W ow v ol b oo e § 00 # e g o s W i Fosed o0 o e
¥ ol sifire o W s el s s

RECOMMENDED FOR ACCEPTENCE
o Dot i m wefr
Date of Surgery ==
iR w i ol .) RS
L"..-r-'*’ {Name, Desigy
,QQ,- (-25 iumma; mun Mo wih Stamp)
TR AW A v g A
FOR INTERNAL USE of KOSHIKA FOUNDATION  3iFift® @ 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
it TR | =H TR 2

7 BT

r

20-03 - 2025



