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DECLARATION by APPLICANT. #HEE® 5/ W T3

1) | vty comiiom thad gl delaly i thes Form ate True to the best of my knowledge. Any lelse statemend will rendes my Applicalion & ongaing assistance. If any,
fimbile for resschicn/cancatation
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AGREEMENT by APPLICANT (=% gm 5T1)

1} By aMixing my signalure of thumb impression on this Form, | (Applicant) hereby sgres & authorise Koshika Foundabon and s Trustees 10
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AGREEMENT by HOSPITAL (wems §m w07}
By afixing Hersunder, signature af our Authorised Signaiory for ecommending this cosslpatient for fnancial assistancs feom Koshika Foundalbion, we
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1) mat we neithe: we presently not will in futum avell of Snantisl assistance from another NGO or any alhed souton, lor the seme palienticase, a8 we are
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patient, = bassd on the amangsment between the patinnt & the Hospital, and is in no way influenced by Koshika Foundation Hence, the Hospdal wil

assume sole & comglele responaibdity of the treatment & I's oulcome & safoty of the pabent, and Koshika Foundation will have no role o responsibiity
in he matief

ot sfenn, pomif o s A el o < wifen s o i g iy oo @ ol B, Bl v Creeee) B e @ w0 el e

1y wE B oS wig o 3 8 ofine o Talm e Sl & wowlt o w el s i e i F o om @ o 4 e e el s
A il 79 & w4 Csifew wede g e i & ool Ssiee s oo e S sfeswee i R T W om0 e
fodt s el s w fd S e @ e 9w e e s b om TR A we e o b i s i e T iR i e
b et wvw w el e wey A ol A

2 i EE T o aen e i gt T W e gn d v e w e srasiee W e i oE v

o e & ol R W g el ven o w ven o gl peee d DR E g e sl e et o wh feiol o e e
wi et sl i " wlt Wl afeen wm Pl ot o wft el

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
weTE ¥ v T WE = R

RECOMMENDED FOR ACCEPTENCE
e % fo e Yo Qe
mm Dr '.';;r s -hl";‘.:.'ll‘i:‘:"_,' E i
(‘1@\', a7y ,,‘hjn inspital Sahadavs
\ 57 bam of Br. & Regh. No. with benaif
T 7 e e W
~ 7 1R FOR INTERNAL USE of KOSHIKA FOUNDATION  3iFfis 25ai 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T P

o TAE

]

18-08-2024




