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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 render my Application & angoing assistance, If any,
ligbde for rejecton/cancelation.

2} | solemnly confirm that assistance, If recaived from Koshika Foundation, will be used only for the “purpose”, a5 stated in this Form, for which such assistance
was requestad by ma

3) | heraby confirm that | have rot & will not in future, avail of reimbursement, in part or in full, from any olher sourcefemployeninsurance company, of the amaount
for which this sssistance |s requested.
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AGREEMENT by APPLICANT (=% g %u0)

1) By affixing my signaturg or (humb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and It's Trustess 1o
usa/publishiput-upireproduce my name, address. photo & details of the "purpose”, Tor which such assistance is requestedigranted, through any
madium, including but not limited (o verbal, print. elecironic, for soliciting donations for Koshika Foundation aridior disseminating information about it's
aclivitiesiachigvements. Such use of my photo & details can be made by Koshika Foundation befare or after my treatment o fulfiiment of the “purpose”
for which assistance is being requested.

2} | (Applicant) further agres that any such use of my name, address, photo & detalls of the “purposa”, for which such assistance is requestedigranied,
wiil nol automatically enlitle me for recelving or continuing Ihe said assistance. The decision for graniing andfor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (wema g0 &1)

By affixing hereunder, signature of our Authorised Signalory for recommanding this case/patien! for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1} thal wa neither are presently nos will in future avall of fingncial assistance from another NGO or any other source, for the same patient/case, ps we arg
requesting to get from Koshika Foundation, to the axtant that such assistance is granted by Koshika Foundation. If the requested assistanca s not granted
by Kashika Foundation, in part or in full, then the Hospltal reserves It's right tno make up the shortfall from another NGO or any other source. This
confirmation essantially stales that the Hospital will not avall any duplicate assistance for the same palient/casa from any olher NGO or any other sourcs.
2) The assistance from Koshika Foundation is only financial in nature, The choice of the reatmentiprocedures advisediconducted by the Hospital on the
patient, Is based on the srangement between the patient & the Hospital, and Is in no way Influsnced by Koshika Foundation. Hanca, tha Hospital wil

assume sala & complels responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in he matter,

wart sifie, el W s | weddd w i s W Tafie s by feo st a8, R oww (v B wsn @ w9 el s

1) wg fiR 7 o e she R sl o fofie e el e woelt s @ fed se v A Tw e F O R o § W e e e e
# firmfonfirfs 7, & o F s st oo w i B b oR Csifew s oo weee el aftwees i = W few W € @ s
firsit s A woed) wem W feh o= v A weem 9w afesw e T b o g o ore wnowm 4 s s ol e T e b el
W et dew w fedl s e W o SvEsT

2, “wiftrs Sy § o v e s Rl v w6 o w s o @ o e R s W T O e

# it w far & o s e o el w W we e o i v U0 @ e g ol s oS 9 ol Aol o0 ol v
wi ot ol “wifre” W o qftew @ Pl o o A o

RECOMMENDED FOR ACCEPTENCE
w=gat ® fog wegfi
Bate of Surgery
sivtm #i @it
ou-1o-25 (Name, De

FOR INTERNAL USE of KOSHIKA FOUNDATION  ifts awam

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t gt | g 2

o A

/4

20-06-2025



