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DECLARATION by APPLICANT: WIHEW BR] W 93

111 hereby confirm that all detalks in this Form are True to the bast of my knowledge. Any false statlement will render my Application & ongoing assistance, f any,
liabla for rejection/cancaliation,

7} | solemnly confirm that assistance, f recaived fram Koshika Foundation, will be used only for the "purpose”, as siated in this Farm, for which such assistance

was requesiad by me.

3) | hereby canfirm thit | have not & will not in future, svall of reimbursemant, in part or in full, from any other source/employerinsummnece company, of the amount
for which this assistance i3 requested.
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AGREEMENT by APPLICANT { #e=% @i %1R)

1) By affixing my signature or thumb impression on this Form, | {Applicant) hateby agree & suthoriss Koshika Foundation and iU's Trustees la

useipublishiput-upireproduce my name, address, pholo & datails of the “purpose”, for which such assistance s requested/granted, through any

medium, ingluding but nat limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating Informaticn abaut it's

activities/achlevements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment of fulliment of the “purpose”
for which assistance s being requested.

2} | {Applicant) further agree that any such use of my name, sddress, photo & details of the “purpose”, for which such assistance is requasied/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will res! solaly
with the Trustees of Koshika Foundation, @nd their decision Is this regard will ba final and acceptable lo me.
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AGREEMENT by HOSPITAL (F= g/ 577}

By affixing hereunder, signature of our Authorised Signatory for recommanding this casefpatient for financial assistance from Kaoshika Foundation, we
{Hospital) hereby affirm & accept following:

1) that we neither are presentty nor will in future avail of financlal assistance from ancther NGO or any other source, for the same pallent/case, 85 we ore
requesting (o gel from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in par of In full, then the Hospital reserves it's right to make up the shortfall from-another NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the sama patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the Ireatment/procedure advised/conducted by ihe Hospilal on the
patlent, is based on the armngement between the patient & tha Hospital, and is in no way influenced by Koshika Foundation, Hanca, the Hospital will
mesume seie & complets responsibility of the treatment & It outcome & safety of the patient, and Koshika Foundation will have no role of responsibifity

In the matter

wt s, e W SR A W) e s A fe e by i 9w 3, W e (v Fre v R e e s §

1) T fF 7 o e sbe 6 s o fafi weren fe i we s w fed o i @ T it F @ ow A o § 9 e oeR e s
 famhmff 79 % W A Wi T g e i e o s s g a Rl sfrearse i s few e § oA e
fieslt s e T e w R v g A W A W st g e o e d e s § T e il e g i i e
# wrr) wen w e we e # A desh
1‘fﬂmmﬂm’ﬂﬁﬂimﬁﬁhﬂﬂtuﬂrhmmmmfﬁﬂmmmﬂﬁmmwmﬁm

% i = favn ¢ o s s g e wen W e gem W) b el e F i & gere e st w9 W) R fastod O o weme
= Wil af “wifew” W v gfte m fastod e oo F e

RECOMMENDED FOR ACCEPTENCE
wimt ® e ey

Date of Surgery
Ager & Wi x
ou-4 95 ' g0, with Stamp)
Fymw a1

FOR INTERNAL USE of KOSHIKA FOUNDATION s 3%im #

SIGNATURE of TRUSTEE 1
= FEn | T I 2

o TN E

7/ .---'—'__-_'_—-_‘

20 -03-2025



