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1) I 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, \

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/employer/insurance company, of the amount
for which this assistance is requested. :
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AGREEMENT by APPLICANT (am3es 3R FR)

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 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
aclivities/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 acceptable to me.

APPLICANT’S SIGNATURE OR LEFT THUMB IMPRESSION -
EF FEEEE S 1 Frem

2 "a’rﬁmm:&m"ﬁ?ﬁnﬁmﬂaﬂﬁﬁwmﬁilﬁmmmﬁﬂmmﬁ@%mwﬁﬁm
aﬁ?ﬂaﬁrﬁm%aﬂr"m}ﬁmrﬁm"mmmmaﬂ?mwﬂtrmﬁﬂmﬁﬁ%mwsﬂraﬁaﬁaﬂmﬂﬁ@qﬁ#ﬁqﬁm
1 il st e o o @ e g e § 1@ e

RECOMMENDED FOR ACCEPTENCE

st 1 Dr. Ish&, e MD, FRCS, MSC (Pl biedli for £
- nea - )
Consultalt =00 : (Name, Desigration & Stamp dF AuthoNsed Signatory
(5- 7 "2 (Name 6108 & R, N, ity Stamp 2 7 on Behaof Hpspital)
mﬂ"’%ﬁ'ﬁ%m R _fl’:loea,fr;j ' T A W FEE i
_ FORINTERNAL USE of KOSHIKA FOUNDATION _ a1 v 2
SIGNATURE of fRUSTEE 1 SIGNATURE of TRUSTEE 2

At T |

R TR 2
e f

30-11-2024



