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DECLARATION by APPLICANT: % 301 51 Wi

1¥1 hereby confinm that ol cotails in his Form are Trus to the bast al my knowiedge, Any false statamant will rander my Applicstion & ongaing assistance, if any,
llable for refection/cancallation. ) ) . . _

21 1 sotemnly confitm ihat assistance. if recsived from Koehika Foundation. will be wsed only for the "purpose’, s stated in thiz Form, for which such assistance

was requeslad by me.

34 1 heraty confirm that | have not & will notin future, avall of reimbursement, in part or in full, Irom any other sourcelemployerfinsuranoe campany, al Ik amaunt

far werilch this essamnce is requeshed,
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AGREEMENT by APPLICANT (=mes & =)

1) By affixing my signature ar thimb Impression on this Form, | (Applicant) hereby agree & puthorise Koshika Foundation and I's Trustess to
use/publishipyt-up/raproduce my rame, sddress, photo & delails of the “purpese’, for which such-assistance is requested/granted, through any
medium, insluging bot nol miied 1o yerbal, print, electronis, for soloiing donations for Koshika Foundation andint disseminating infarmealion abadl It
dcihltinslachievements. Such use of my phota & detalls can be made by Koshika Foundation befote o after my reatment of Tulfiiment of the "purpose”
for which assisfancs & balng requesied,

2} | (Applicant) further agree that any such uss of my name, address, photo & details of the *purposs”, for which such assistance |s requestedigranted,
will not autematically antifla me for racawving ot continuing the 2aid assistance. The decision for granting sndior conlinuing \he aseistance will rest aolely
with the Tusizes of Koshika Foundation, and thai decision is this regard will be final and soccepiable o me.
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AGREEMENT by HOSPITAL (Foa® 5w T7)

By affiding hereunder, signature of our Authorised Signatory for recommending this caselpatlant for financial assistance from Koshika Foundation, we
{Hospital) hershy affirm & accept follawing; )

1) thst we neithir ara. presently nor will in futuse gvail of linencial sssisiance from another NGO or any oiker source, for the same patienticase, &3 we are
requesting 1o gol from Koshika Foundation, to the axtont that such-assistance s granted by Koshika Foundation, I the requesled assistancy is nol granted
by Koshike Foundation, in part ar in full, then the Hospltal reasrves it's right to maks up the shonfall fom analner NGO or any ather sourcs. This
confirmation essentially states that the Hospital will not @vall any duplicate sssistance for the same patientcase from any other NGD or any other source.
2) Tha assistance from Kashika Foundation 2 anly financial in nature. The choicz of the reptmantiprocedurs advisediconducted by the Hospital on tha
pallant, is based on the arangement batwsen the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Hence, the Hosphal will
assume soit & complets razporsibility of the frestment & it's outooms & safely of the petient, and Koshika Foundation will havs no role or responsinifity
In the matter

T s, Trsl W osw A wevid st s 4 flin e g R odt i b, B o (e B wn R e e e b

1) = e 5l wi ofe 3 0 s o el e Bl wel e = Pl s w A TR e A A R w8 e o e e
# frmimn/ien = % ey | Cetm et g me by T b R Cuitee wedm oo e Tl alieems 6 T o e o £ A smEm

Tt 37 Ty e e W T S R T e W st g mm b o e § ore s b i e B e a4
Ty T wen R S e W S

2. et T ﬂﬁ#mmﬁmmﬁi!Mwmmﬂﬂmmfﬁwﬁwﬂmmm I

wt gt i “wifren W oS qfEs o e v e o e e

OR F PRAVEEN SEN SHM:FHECUMEHQEH gi wﬁ

Date of Surgery | ===
m ﬁ;‘F HIT?TE Tﬁ‘!ﬁu gT‘ll? rom ':g:‘""
el / 1
affas {Name of Dr. & Regn. No. with Stamp)
A W W A T 8 TR 1

FOR INTERNAL USE of KOSHIKA FOUNDATION == aam
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
g |

&pp” E/I/E’ —

20 -03 - 2025




