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DECLARATION by APPLICANT: ST G W 9
1)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any fatee statement will render my Application & ongoing assistanee, if any,
liabibe for mjection/canceliation.

2} | solemnnly confirm that assistance, i received from Koshika Foundation, will be used only for the *purpose”, as siated in this Form, for which such assistance
was requasted by me,

3) | hareby confirm that | have not & will notin future, svail of reimbursement, in part or in full, from any other sourcelsmployerinsurance company, of the amount
far which this assistance is requested
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AGREEMENT by APPLICANT (=miaw @n =01

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and it's Trustees o
use/publishiput-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requestedigrantad, through any
medium, Inclading but not fimited lo verbal, prinl, electranle, for soliciing denations for Koshika Foundation and/or disseminating information about It's

aclivities!achievements, Such use of my pholo & detalls can be made by Koshika Foundation before of after my treatment or fulliment of the "purpose”™
for which assistance is being requested,

2] | {Applicant) turther agres that any such use of my name, address, photo & detalls of the “purposa”, for which such assistance is requasied/granted,
will not automalically entitle ma for recelving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solaly
with (he Trustees of Koshika Foundation, and thair decision is this regard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (weam g0 i)

By affixing hereundar, signature of our Authorised Signatory for recommending this casa/patient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & sccept following:

1) that we neliher are presently rior will In fulure avail of financial assistance from another NGO or any othar source, for the same palient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Keshika Foundation, in part or in full, then the Hospital reserves [l's right to make up the shortfall from another NGO or any other saurce. This
confirmation essentislly states thal the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or sny other source,
2) The assistance from Koshika Foundation is only financial In nalure. The choice of the treatment/procedure advised/conducted by the Hospltal on the
patient, |5 based on the arrangement between the patient & the Hospital, and is In no way influenced by Koghika Foundation. Hanca, the Hospital will
assume sole & completa responaibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the malter,

vt i, venel W S R Wl W s s | fafi v iy feefe o wd 8, B e e Bre e | e s e W

1) w3 A wee she 3 o it o ffirg s T e wed dem w e W wE A aw i F A w4 e e i s
# fawiiyfafn 9w % wow F “=ivw e g w3y e b oR s s g v fels sfteere i W fen W § A9 s
fsll v M wrwrd wem W R o wEe § weE o W st g e o e e wn o T e el v e v i fed
i wowrlt s w et s weE A A

L e wiavA T ¥ o ween s i v ow @ 0 w0 e g @ of wew w et m svswien s g T ol e

% i % fvn & shy e st g fel wen o Wl T A § i v O S e g s R w9 ol fed oo s
o wh oh i W W gftmm W bl oo F e

RECOMMENDED FOR ACCEPTENCE
et ® oy degf
Cate of Surgery

sty %1 i Nr. Monika Name,Des

06-10 i L (Name oPEVE 2Qfh stamp) ' %
TR S A d s A a1 m

FOR INTERNAL USE of KOSHIKA FOUNDATION  #rifts v ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W | | TR 2

e JFAE

20-06-2025




