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DECLARATION by APPLICANT: ST 10 W oy

1) | hereby confem that all datalls in this Farm are True 1o tha best of my knowledge. Any falie sistement will render my Application & ongoing sssistance, if any,
|izsthe for rejection/cancelialion.
2} | solamaly confirm thal ssslstance, ¥ received from Koshika Foundation, will be used only for the "purpose”. s statad in this Form. for which such essistance

was requesiad by me.

3} | hareby conlfirm that | have not & will not in future, svall of reimbursemant, in pac or in full, from any ofher sourceemployerinsurance company, of the amaun
for which this assistance |s requested.
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AGREEMENT by APPLICANT (setew [ i)

1] By affudng my signature or thumb impression on e Form, | (Applicant) hereby agrea & authorise Koshika Foundation and Il's Trustaos io
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such asssstance is requestedigranied, (hrough any

medium, including bt not imiled to verbal, print, electronic, for soliciting donations fior Koshiks Foundation andfor disseminating information about it's
achivisen/achiovements. Such use of my photo & detsils can be made by Koshika Foundation before or after my treatment or fufiiiment of the “purpose”
for which assistance is being requested.

2} | {Appiicant) further agres that any such use of my name, address, pholo & details of the *purpose”, for which such sssistance s requestad/granted,
will not automatically entitle me for recalving or conlinuing the said assistance. The declsion for granting andfor continuing the ssalstance will rest solaly |
wilh the Trustess of Koshika Foundation, and their decialon is this regard will be final and acceptable o ma
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AGREEMENT by HOSPITAL (¥ mo =)

By afixing hereunder, signature of our Authorised Signatory for recommending ihis case/patent for financial assistance from Koshiha Foundation, we
{Hospltal} hereby sifirm & accept lollewing: -

1) that we neither are presently nor will in future aved of financial assisience from another NGO or any other source. for the same patent/case, as we are
requesting o et from Koshika Foundalion, in the exten! that such assistance s granted by Koshika Foundalion. Il the requesied assisiance is not granted
by Koshika Foundation, in part of in full, then the Hespits! reserves iUs right 1o make up the shortfall from another NGO or any oiher source. This
confimation essantially stubes thal the Hospital will nol avail any duplicale ssststance for the sime patienticans from any other NGO or any other source.
) The assistance from Koshika Foundation is only financial in naturs, The choice of the reatment/procedure advised/conducted by the Hosnital on the
patiant, in based on the arangement batwean the patisnl & the Hoapltal, snd s in no wiy influenced by Koshika Foundation. Hence, tha Hospital will
assumE soie & complste responsibility of the treatment & s cutcome & safety of the patient, and Koshiks Foundation will have no role or responsibiity
In the mattes.

Wt s, v w1 sl & sl W Wi v A ffi s vy fefn o w8, fe ows (vee) B R R o w wlien s b

1) e f o= o wior shy w o wfie o fim weven et f ooerd e @ el e e A e dfvand F W o @ ok 1, S o S wifoe et
% fewfmfiei 7w % wane 4 “wifr sty oo wee iy e b o e skt g werem Sl s b s ot fow e R sneem
fad iy vt S w et ave W @ e R W sfen e T b o e F we e owe § s s il v ve e iy e
e mrrlt e = sl s oW A W ARl

2 “wifiee Wb § o wrem W i vt W & W v oo 9 o e w e T WO S ad wRee

% W W fres § abe “wifow W po e e W s T 9 i e F 00 wow e s s o @ e el b o e

=t vt o “ e w1 = it w fasid W wee o W ow

RECOMMENDED FOR ACCEPTENCE
witgt W g wegf : ~ 0
Date of S 18
it & wly \-W&/ (ot
(Name, Designation & Stamp of Authorised Signatory
-0~ (Natme of O, & Regn. No. with Stamp) on behatt of Hospifal)
: TR w W v S R W T T TE ST S
FOR INTERMARSUSE NOATION  wrs Twm
SIGNATURE aof TRUSTEE 2
o T 2

/_!;;4/?__

11-04-2024



