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DECLARATION by APPLICANT: STiow 11 s o

1} | heveby cordiom that all delails in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongaing assistance, if any,
listxin for rejection/canceiation.

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, a5 siated in thiz Form. for which such gesistancs

Wik requasiod by me

3} | heraby confiem that | kave not & will not in future, svall of reimbursement, in part of in full, from any other sourcalemployerinsUrance company, of the amount
for which Thes pesEstance s requestad,
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AGREEMENT by APPLICANT (wmes g win)

1) By affing my signature or thumb impression on this Form, | (Applicant) hereby agres & authorise Koshika Foundation and s Trustees to

use/publishput-upireproduce my name, address, pholo & detads of the “purpose’, for which such assistance ls requesied/granied, through any

madium, including bt not limiled to verbal, print, alectronie, for saliching donations for Koshika Foundalion andior dissaminating Information about i's

activites/achievements. Such use of my pheto & details can be made by Koshika Foundation before or after my treatment of luffilment of the “purposa”

for which assistanoe s being requosied,

2) | {Applicant) further agree that any such use of my name, address, pholo & details of the “purposs”, Tor which such assistance (s requested/grantad,

will nal automadically entitle me for receiving or contimuing the said assistance. The decision for granting andlor continuing tho sssistance will rest sclaly

with the Trusless of Koshika Foundation, and thair decision is this regard will be fins! and sccepiable to me, '
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AGREEMENT by HOSPITAL (wemem gR0 S19)

By affining hessunder, signaiune of our Authornsed Signatory for recommending this case/patient for financal assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1) it we neithar are presantly nor will in future avad of financisl assisiance from another NGO or any other sowrce, for he same palenloase, Bs we 4re
raquesting 1o gal from Koshiks Foundation, to the extent that such assistance is granied by Koshika Foundation, If the requesied sssislance js nol granted
by Koshika Foundation, in part o in full, ten the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation sssentally states thal the Hospiial will nol avall any duplicale aesistance for the sama patient/case from any other NGO or any other soufce
2) The assistance from Koshika Foundation is only financial In nature. The choice of the ineatment/procedune aovised/conducted by the Hospital on Me
patient, is based on the arrangament batwesn the patient & the Hospital, and ls In no way influenced by Koshlka Foundation, Hence, the Hospital will
assume sole & complate responaibility of the treatment & Ve cutcome & safety of Ihe patienl, snd Koshika Foundation will have no role or responaibility
iny tha matler,

weot iy, wemwd) w i il W s vt @ fafe woee by fowfon o ol 4, fed v (weme) fae s @ ues o e e b

1) = fr % w wbeen e o) wliees S Tl meren e B Toend v w feed ame exin o e Tefd 2 R wm A wt B A B o i et
% fowimfrrf vm ¥ v § “sifee st oo TR b ook s Wi g e fef s iy v fen w8 s
fireht s A mwnd e w fed s T @ T AR W sfven e e e e ¥ we we wn € e s fol T TR v i St
e wrwl Wi @ Pl = e o ot bl

1 “wifrre wrtm” @ o of seow e Al owh 8 bodh w v go @ of s @ e R aTafEe W o b o

3 %5 = fawe § o cwE wE oo T v W wi v o ) T v T ¥ e g o s R W wi st o e

ot vl obr “uifire™ ot Wl fw w fechal e e F Wit ol

RECOMMENDED FOR ACCEPTENCE
. mm Y i VO L |
Date of Surgery (‘(amr
SivE § W |
(Name of Dr. & mn‘#“:ﬂ;&h?nﬂmrhﬂﬁnm
oo ' 1§ TN A T S S
e Fwam ¥y '

11-04-2024



