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1) | heraby confiern (hat all detalls in this Fatm ars True o U besl of my knowiedge. Any lalse stalement will render my Application & ongoing assistance, if any.
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2) | solemnly confirm that assistance, if recelwed tiom Koshiks Foundation, will be used only for the “purpose”, as stated i this Form. for which such assistance

was requesied by me

3) | hevalby confitm that | have not & will not in future, svail of imbursemant, in por of is Jull, from any oiher sourcelomployerinaurance company, of he amount]
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1) By affixing my signature of thumb Impression an this Form, | (Applicant) hereby agreo & sutherise Koshika Foundation and i's Truslees la
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madium, including but not imited 1o vorbal, print, slectronic, for soliciting donations for Koshika Foundation and/or dissaminating information about it's
activities/achisvemants. Such use of my pholo & details can be made by Koehika Foundation before or after my treatment or fulfiiment of the “purpose”
for which assisiance = being reguasied.
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AGREEMENT by HOSPITAL (rema 5 %61)
By affixing hereunder, signature of our Authorised Signatory for mcommanding this caselpatient for financial assistance from Koshika Foundation, we
(Hospitial) hatwty aMirm & sccept lollowing:
1) that we nelther are presantly nor will In future avail of financial assistance from anothar NGO or any other source, for the same patient/case, as we are
requesting 1o gel from Koshika Foundation, 1o the extent thal such assistance ks granted by Koshika Foundation. |f the requasied assistince |8 nol granied
by Koshika Foundation, in part or |n full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospitwlwill not avadl any duplicale assistance lor the same patisni/case from any other NGO or ony other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is baned on the arsngemant batwean the patiant & the Hospital, and is in no way influenced by Koshika Foundation, Hence, the Haspital will

assume sole & complele responsibility of the treatment & it's outcome & sefety of the patlent, and Koshika Foundation will have no robe or responsibiity
in the matter

vt sl el 1 oin W s ® wifew vt § ffie s #y St o ad e oo (e e e W we o e d

1) we fiE 5wt st s of i o fafie o el e st s wm el s wim A Ee delaeet F AR m A ok £, O e e i s
A fewfonfedn o & waw o wife st g we e oo i wrestve g e fe sfcnen By s ot fer we § 8 o
firtdt s ¥ el won w el o TRE § W A W s e T b wogfe o e e o # e s i owe T i W e
by wrard) sion @ fiFs s e Ao A

2 “sifrem st & ot m swum fum fufie oagfe o) O o e gm 9 W e w T T e W

@ da w fs § ol “wifew e pn el v W sl oo w0 b i v 08 g i v

Wt wri # e W v e w fasl W e F R Q} A

A =) T

= =

RECOMMENDED FOR ACCEPTENCE \ (5 ﬂdrninutra:mij::
Date of Surgery
st # Wi
157 tef 24

FOR INTERNAL USE of KOSHIKA FOUNDATION  Fiiis 3% 73

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T yEa | = R 2

o /.

;f e




