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1} | hereby confirm thal all details in this Form are True to the best of my knowledge. Any false statement will randsr my Applicstion & ongoing assistanca, If arly,
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2} I salemnly confirm thet sssistance, |f recelved from Koshika Foundation, will be usad only for the “purpose”, as stated in this Farm, for which such essistance
wias requesied by me,

3} | hieraby confirm that | have ot & will not in fulure, 2vall of reimburssment, In part or in full, from ary ather sgurcefemployerfinsurancs company, of the amount
for which this assistanca |5 requesled,

1) A sien wom 5 5w TR v ) fowe 0 S s v v w2 o P v e s e a6 S e s o wed i

23 % g W uin s sy, § w1 e T oh st 550 @ e few i, w wm e F g w8

3) ¥ i wen § e o e d oo webm o of e R e e S e s f A R # st o v F fm
AGREEMENT by APPLICANT [ =miss om0 =)

11 By affiwng my signature or fhumb impression on fhis Fomm, | (Applicant) hereby agres & authogrise Koshika Foundstion and IF's Trusless 1o

uselpublishiput-upfreproduce my name, address, photo & detalls of the *purpoze’, for which such assistance is requesied/granted, through any

medium, including bul ndt Iimitest te verbal, print, electranic, for sollciling donations for Kashika Foundation andins disseminating information aboul it's

activhies/ashievements. Such use of my photo & details can be mads by Koshika Foundation bafare or after rry iremiment or fulfiiment of the “purposo®
for which ssistance |8 belng requestad

2) | {Applicant) furthat agree that any such use of my nama, address, photo & detalls of the “purpase”, for whish such assistance s requesiadigranted,

will not autematically entitie me for racaiving or continuing the =aid assistance. The decision for granting and/ar eantinulng the assistance will rest solely
with the Truslees of Koshika Foundation, snd their decislon is this regard will ba final and acceptable o me.

1) T W WS W S W ws e, 9 (snbe) s e g e f ol Ywie gt s Th = 5 Sy v f fs W,
AL W e e o e 3, 9 e e, T, W g 59 il s seiEd e f e e
i v we & fan sfirge 1 w8 g R e A A E e s @ s $)

z;#Lm:uwimﬁamthﬁnw.m.mmmﬁhmtmﬁmiwm:mnmﬂmmwﬂ
“wiieE” I TR sl W Py s st i W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : &
BT SRR T S =1 Fam iy

AGREEMENT by HOSPITAL (¥emms g wm1) T
By aflixing harsundar, signature of our Authotiesd Signalary for recammending this casafpatient lor financial azelstance from Koshika Foundation, wa
(Hospital} hereby sffirm & accepl falliowing:
Tithat wis neither are presently mor will in funre avall of finencial assistancs from another NGO &r any olher source, for the same patlent/case, as we are
requesting Lo gel lram Koshika Foundation, to the eatent that such assistance is granted by Hoshika Foundation. If the requested assiglience is not granud
by Kashika Foundation, in part or In fuil, then the Hospltal reserves Il's right o male up the shorfall from another NGO or any other source. This
confirmation ezsentlally states that tha Hospltzl will nat avail ary tuplicate sssistanoe for the same patientcase from any other NGO or sny ather sourca.
2) The assistance from Koshika Foundation is anly financial in nature. The cheice of the treatmentiprocsdure advised/conducted by the Hospital on the
patient, is baded on the arrangement batwieen the patient & the Hespltal, snd is in ng way influencad by Koshika Foundation. Henca. the Hosgital will

assums gola 4 complets respongabilily of the treatment & it's cutcoims & safsty of the pathent. and Koshike Faurdaien wil hava no rols ar responsibiiity
in the malizsr:

vt wfege, v € s 8w s it " W fafim wen oy fawitn 6 o 2, el e (remm) P e @ T 3 e e
uwﬁﬂﬁmnﬁnﬁmﬂmmw*hmrﬂﬁmmﬁadrmnﬂnﬁmﬁﬂwﬁ#tﬁmﬁﬂtﬁhrﬁ“ﬁmm"
ﬂmm#mﬁ%m'mmﬁﬁilﬂ'ﬂﬁmm"mwmﬁwﬁmtﬂwﬁﬁm e § # sem
farelt sty wramy MWﬁnﬂmwﬂmﬂ#mmmmilmﬂh#wwmiﬁmhﬂuﬂmﬂﬂmﬂﬁﬁﬁ
it wea o Fel s e A ) S

e i e B B B R iR R R TR R R I R S a————
w'rw'lwwﬁnim'ﬁﬁmm“mﬁrﬂrmwﬂimminmmiﬁﬁmmm
=1 onit abe w9 W ufm W fatent  oamE F o B

OR. PRAVEEN SEN S fECOMMENDED FOR ACCEPTENCE

TR it & g degt
Date of Surgery : ' O
A n | e C o

i Name, Designation
a ?'{ o [';tr [Name of ﬂr.{l Regn. No. with Stamp) { -
TR TR oS A M H
FOR INTERNAL USE of KOSHIKA FOUNDATION  siriies 3w 77
SIGNATURE of TRUSTEE 1 SIGMATURE of TRUSTEE 2
el off| O} B 2

JNE

20-06-2025




