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11 hersby confirm ek & detais in this Form-sre True 19 Ine best of my knowledge. Any false stalemant will rendes my Applicallon & pngoing ascistanca, i any,
lizbie for refectionfcancellalian,

2) | solamnly confirm hat essistonce, if receved from Koshlis Foundstlon, will be used only for the “purpose”, as stated In this Form, loe Which such assistnce
ras reguestad By me

3) | hieraby confirm that | have not & will nat in future, avall of reimbursamant, in parl or i full, from any other sourcafemalayerfinsuranca company, of tha amount
for which this aseista.in)  requesied.

1) & s w7 T o8 9w A fed el e Tl o W s w ow w0 ) T e s W & A A e e W @ 3 b

1) it g W kTR TR, 66 = #, e e e 6 i ® e =i, = e e & v v

37 4 e 7 B o werem i e sk o 8, ol w sdme w owe feem e e g gt 3 o o fim & =9 ofem F wfm
AGREEMENT by APPLICANT | sintes il 10

1] By affixing my slanature of thumb impression on thts Farm, | {Applicent) hereby sgree & authorise Koshika Foundation and iI's Trustaas o

wseipublishiplit-up/reproduce my name. address, photo & details of the “purpos=’, for which such asslslance s requestedigranted, through any

fmadium, including but not imited 1o vertal, print. electronic, for salicling denations for Koshika Foundation andior dissemirating Infarmation about It's

acliviies/achisyements, Such use of my phete & details can be mads by Keshika Foundation hetore or afiat my treatmen or fulfilment of ihe *purpose’
for which assislance is being reguasted

2) | (Applicant) furthar agrae that any such use of my name, acdress, pholo & details of the “siirpose’, for which such assistance is requested/granted,
will nat sutomatically entlile me for recelving or continuing the said aseistance. Tha decision for granting andior continuing the sssistancs will rast solsly
wiih the Trusteas of Kashiks Foundation, gnd thair decision i this regard will ba final and accaptable tome

nmmvnmirmmmm'sw‘tmm,ﬂ'{m}mmmﬁaﬁtm{ﬂ“mmmwﬁmﬂ*dmmtﬁﬁum,
w.‘rli‘ra.’l;Hiitﬁmmmﬂﬁ"rhai.'l??l*wﬁﬁﬂ”mmﬁ.m,mﬂn@ﬁaﬁﬂﬂ@ﬂﬂﬂﬁﬁﬁmmﬁifﬁﬁmﬁtﬁmm
'&mﬁumﬂﬁmmﬁﬁﬁ#mvmﬁmﬁmﬂwmﬁmﬁfﬂriﬁmm"rmhmmh
:}itmwmﬁm{hﬁnm,mmﬂnﬁmq:ﬁfamﬁﬁ&nﬂ%vﬁhigﬂm:mwm#ﬁM4mﬂa‘u#

wagif e, v =i aa Poie =T sl wm

APPLICANT'S SIGHATURE OR LEFT THUME IMPRESSION :
srow ¥ wenE W S | e

KHLMEM}‘{%LE

AGREEMENT by HOSPITAL (¥weams T #10)

By aifixing hersunder, signature of our Authorised Signatary for recommending ihis caselpalisnt far Tinancial assisiance from Koshika Foundition, we
{Hospital) hareby affirm & accept following,

1) that we neithar are presently mar will In future avail of financial assistanca from Anather NGO or any ather source, for the some patianticase, st wa are
raquesting to gel from Keshiks Foundation, (o thie gxdent that sueh assiziante is-grantod by Koshike Foundation, If tha roquasted assisance is mol granted
by Koehika Foundation, in part or in full, then the Hosplial resecyes I's vight to make up the shortlall fram another NGO or any other gnurca. This
confirmation aszantialy states that the Haspital will not svsl! any duplicate assistance for tha sama patianticase from any other NGO or amy othar saurce
7] The assistange from Koshika Foundetion is only fingncial in nakite. The cholce of the freatmant!progedure adyised/canduciad by the Hospitai on the
patient, |5 based on the srrangemenl between the patlent & the Hospilal. and Is in no way influanced by Kostika Foundation, Hence, the Hospital will
assuma sole & compiele responsibilily of the restment & ity cutcome & safaly of ine palient, and Keshina Foundation will kave no rols or responsibiiity

in he mallsr

mﬂm.mﬁm#m&-&-ﬁﬂ“ﬁﬁmm"ﬁmﬂmmﬁmﬂmﬂmi.ﬁﬁwrmaWmﬁmnﬂmmh

1) wE e A o e s 3 8 ofne < ff wm e e soed wee @ W v Tw e A w6 e e e
immmﬂmﬁwﬂ“nﬁﬁmmﬁm"mmﬁ#tiﬁ*zﬁﬁmwm'é:wmwmmmnw?ﬁhmiim
el s e el e A e e e S T 2w e O T b v e § e w0 one § fe s fiw v g R 1 e
T we s o TE S A § o S

2, “wiee Tt S T Su i v w6 e g 6w W e i =

& w0 P & b e wEtv g S e e i 1 w e A v g s Tt v
w o e = W fn W el woTmE e

®

COMMENDED FOR ACCEPTENCE s

R, PRAVEEN SEN SHAHF L8 o e 2 ( agwinisuar) 51
Date of Surgery id :
s/ - it 41 S o

s Lia L (Mame, ised Signatory
d Ef o {Name of Dr. & Regn. Ne. with Stamp) __~"on spital) S
b kA M § W S S
FOR INTERNAL USE of KOSHIKA FOUNDATION &=t 2y &
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
T | o T 2

JAT

20 -03 - 2025



