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1) | hereby confirm that all detais in this Form are True to the best of my knowledge: Any false stalement will rendar Application & ongoing assistanoe, if any,
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2] | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Fom, for which such assistancs
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3) | hereby confirm that | have not & will not in future; avail of reimburssmant, in part or in full, from any other sourcelemployerfinsurance company, of the amaount|
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AGREEMENT by APPLICANT (smies g #7)

1] By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
use/publishiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granted, through any
medium, including but nat limited to verbal, print, electronic, for soliciting donations for Koshika Foundatian and/or disseminating information about It's

aclivities/achievements, Such use of my photo & detalls can be made by Koshika Foundation before or after my treatrment or fulfiiment of the *purposa®
for which assistance s baing requested.

2) | (Applicant) further agree that any such use of my name; address, pholo & details of the “purpose”, for which such asaistance is requastedigranted,
will nol automalicaliy entitle me for receiving or confinuing the sald assistance. The decision for granting sndlor continuing the assistance will resi solaly
with the Truslees of Kashika Foundation, and their decision Is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (¥euai@ g70 %1R)

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accapt following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO of any othar source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or 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 thai the Hospital will not avail any duplicats sssistance for the same patienticase from any other NGO of any other source.
2) The assistance from Koshika Foundation is only financial in nature, The choica of the treatment/procedure advised/oonducted by the Hospital on the
patient, is based on the arrangement betwean the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complole responsibility of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will have na role or responsibllity
In the mattar.

wit s, wentt S st # oA s i weRT W fafm s o fewfn S o, R ws (veme) T e @ e w wien wa b

1) % fi 3 o e ol 3 6 s A ffiem e feel frowoel dee w e Sow @ g dhees W ow A W W e e e
A fewffrf am € vy F “sifew wedm” on W 8 e b ot “wifre sese oo weem el snsese i e few o € o e
faelt sr T wel wem w fiedl s v 4 w8 = afosr g wm o e F wre s o e s fdi T Tt iy e

& mowrd v m e s A A o Smad

L “wifyrer gt @ of wmem s fafr i w1 6 T W wews o & of e o e svnaien w T o0 T v

% ¥ w feg # i sifew s oo fel v w o T b ried weeme F 0 S e gow st aE w # W el O v
i o “ufrr W e Pt v e A @

RECOMMENDED FOR ACCEPTENCE
e & fe dwefy

Data of Surgery
i %1 A

| 1-10-25]

T W AW 4 v § i A

FOR INTERNAL USE of KOSHIKA FOUNDATION  #i=ifis 2w ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=} T | R TR 2

Y oA B

lr /4

20-06-2025



