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DECLARATION by APPLICANT. sies g smem i

1} | hereby confirm thal all details n ks Fetm ars True io the best of my knowlsdos, Any fakie statemant will rmndar my Application & ongoing-assistanca, if any,
lighlg for rejEcion/cancallation,

2} eplemnly canfirm thel assistance, i received fmm Koshika Foundation, will be used enly for the “purpose”, as statad In this Form, fas which such assistance

Was requesisd by me.

3 W hereby confirm that | ave nel & will netin lolize, avail of reimburssment, in par arin i), from any atkar sourcelemployerinsurence company, of he amount

for which this sssistance 13 requosted.
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AGREEMENT by APPLIGANT (s7am% 207 =00

1) By afftcirg my signature or thumb impresaion on this Ferm, | (Applicant) horeby sgres & puthorise Koshiks Foundation and 1 Trusizes 1o
use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is requesiodigranted, rough any
medium, fnciuging but net limited o verbal, prinl, elecironic, for soliciting denatlons for Koshikg Foundation andior disseminating information about it's
aciivilies/achisvemenis. Such use of my phota & detalis can be mada by Kogshils Foundation balere or sfier my treaimenl o fulliiment of the “purpose”
for which assistance |s belng requested.

211 (Applicant) further agtes that any such use of my Hams, sddmess, photo & datalls of the “purpesa’, fof which such assistance in requosted/granted,
will not autamatically entitie me for recelving or continuing the Said assistance. The dedision lar granting sndior eantinuing the assistance will resi solaly
with the Trustees of Koshika Foundation, and their decision is this regard will ba final and accepiable o me.
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AGREEMENT by HOSPITAL (wwmis §/ =uT)
By sffixing hareundes, sighature of our Authorised Skgnatory for recammending this caselpatient for finsncial assistanes from Koshilg Foundatinn, we
(Fuzpital} hereby 2firm & acoapt followlng: )
1) that we nellhor gie prasently ror will in fulure svall of financlal assistancs from another NGO or any ofher souree, lor the same patient/cass, as we ara
requesting io gel from Koshiks Foundation, to the extant that such assistance is granted by Koshika Foundation. If the requested sesisiance is nol aranitad
oy Kushika Foundation, in part of in full, then 1he Hospital seserves Its right b make Up the shartfall from snother NGO or any ather source, This
canfirmation sssaniially slates thal the Hospital will not avall any duplicate assistancs for the sama pationticase from sny other NGO o eny other source,
2} The assistance from Koshika Feundation is only financlal In sature. The choloe of tha Iresimenliprocedure advisediconducted by the Hospltal on ihe
pifienl. Is based on the afrangement batwesn ths patient & the Hospita!, and |s in no way influanced by Koahite Foundation, Hence, the Hospita) will

asslme sole & complele responsibility of the treatment & s outcoms & ssfety of (ke patient, and Keshikn Feundalion will have no rale or responsibliity
Intha maltar.
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RECOMMENDED FOR ACCEPTENCE

DR. PRAVEEN SEN SH@HJ, L o s i
Date of Surgery  |MBBS, DNE, CPHTH (
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