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DECLARATION by APPLICANT: SHIo® gm0 spym w3

1) | hereby confirm that all details In this Form are True to tha best of my knowledge. Any false stalement will render my Application & ongolng assistance, it any,
lizble for rejection/cancellation.

2) | solemnly confirm that sssistance, if recaived from Koshika Foundation, will be used only for the “purpose”, 85 stated in this Farm, for which such assistance

was requesied by me.

3) | hersby confirm that | have not & will not in fulure, avail of reimbursement, in part or in full, from any ather source/employerfinsurance company, of the amount

for which this assistance s regueasied.
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AGREEMENT by APPLICANT (smi® g0 #1)

1) By affixing my signature of thumb impression on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees lo
use/publish/put-upireproduce my nama, address, phoio & detalls of the *purpose”, for which such assistance is requested/granied, through any
medium, Including but not limited Lo verbal, print, elactranic, for soliciting donations lor Koshika Foundation and/or disseminating informatien about its
aclivities/achievements. Such use of my pholo & details can be made by Koshika Foundation bafore or after my treatment or fulfilment of the “purposs”
for which assistance is baing requested.

2} 1 {Applicant) further agres thal any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted,
will nol automatically entitie me for recaiving or continuing the said assistance. The decision for granting and/or confinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and thair declsion s thia regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL [wwwms BR %3H)

By affixing hereunder, signalure of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept foliowing:

1) that we nelthar ara presently nor will in future avail of financial assistance from anather NGO or any ather source, for the same patient/case, as we are
requesting 1o gel from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. Il the requested assistance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shorfall from another NGO or any other source. This
confirmation essentlally states that tha Hospital will not avail any duplicate assistance for the same palienticase from any other NGO or any ather source.
2} The assistance from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advised/conducted by the Hospital on the
palient, s based on the arrangement betwasn the patient & tha Hospital, and is in no way Influenced by Koshika Foundation, Hence, the Hospilal will
gssume sole & complete responsibility of the troatment & i's outcoms & safety of the patient. and Koshika Foundation will have no rolte or responsibility
in the mafler

wnt sifiven, wemed w1 s @ R W s srEw” | i e g fei o o 8, B e cree) B ame A e sl s §

1) o T 3 W winm ol 1 wiee F fafm ww e i woed e w felt e win @ e T O wm @ o 3, W e oee Csife st
# fawfonfedts o9 & wam 4 “wifien st go W iy 0 b o Cwifee e g wee feafy sifewess 8 w9 few wm oA see
fet 3 7wt wem W fRd = T | W o W afiew gefes taen & v fe d we wn we e s fii e e i b e
i weedt wow o felt w0 e @ A ST

2, sy wERE" o w T wEm fifm e R R w e pm v v W R e w) o i on e

% it W fire @ sh “wifs s g fed wewn w W e i b v e 00 ® v oo si s T W Wi fast ol oo e

=1 it o s € w1 oftm w Pested e o F o W

RECOMMENDED FOR ACCEPTENCE
it & faq deg
Date of Surgery
mﬁ;g‘ys e sty
EE"% L No. with Stamp)
L F AW R P % A 2

FOR INTERNAL USE of KOSHIKA FOUNDATION  iFifts 3wdm

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) TR | Al T 2

u ST

o

20 - 03 - 2025




