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1) | meroby oonfitm et ol dotalls in this Form ame True (o the best of my knowledge. Any false stalemant will rented my Application & ongoing assistanos, If any,
liabhe for i
2) | solemnly confirm that sasistance, If recelved from Koshiks Foundation, will be used only for the "pumase”, as statied in this Farm, for which such assistance
requesied by me.
;ﬁmmmrmmnuﬁMme avail of mimbursement, in part of in full, from any othes sourcefsmployerfinsurmnce company, of the amount
fiar which this assbsiance & requesied
1) & s wom f f o owen 8 el and P 36 ol o s we o wft booft s e o e s ore wm € A ST s e o w el b
2) 8 g W wen ofn “sifre st @ @ W et e T o vt o o 8 T feew wbn, w oo F soomn

3) @ g v § fE T wemm o W owmiw W o, T o W wies wowee e A w wa it w7 @ B b sl 3 0 e F Sm

AGREEMENT by APPLICANT (sas® gm =T

1] By afMixing my signature or thumb impression on this Form, | (Apglicant) hereby agree & aulhorise Koshika Foundation and i's Trustees o
use/publihiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance |s requestedigrantied, through any
mdium, including bul not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about B's
aclivities/achigvements. Such uss of my photo & details can be made by Koshika Foundation before or after my treatmont or fulfilment of the “purpose”
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By affixing hareunder, signaiure of our Authorised Signatory Tor recommanding this case/patient for financial assistance from Koshika Foundaiion, we
{Hespital) herety affinm & accept

1) that wa naither are presantly not will in futre aveil of Snancial pesistancs irom another NGO ar othar source, for the sama patienlcase, ns we are
requesting 1o get from Koshika Foundation, to the extent that such assistance s granied by Koshika Foundalion, If the requested assisiance & nol granied
by Koshin Foundation, in part or in full, then the Hospital reservas i's right to make up the shortfall from another NGO or any other source. This
confirmation essentlally states thal the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any olhar source
) Tha assistance from Koshika Foundation is only financial In nature. The choice of the matmentiprooedure advisediconducted by the Hospital on tho
paben, s based on the arrangement betweon the palient & the Hospital, and is In no way influenced by Koshika Foundation. Hence. the Hospial will

assuma sole & complete responaibility of the treatment & it's outoome & safety of the patien!, snd Koshika Foundation will hisve no role of esponsiility
I W i,

rust wiiwwm, wemwl W3 s 3wl %1 Cwien saei @ e e i feeofty o) wel B, Rl wm (vemme) B e @ wem ow wlew e b

1) o 5 9 7 winm st 5 o sfee o fali s St wved e w T s i R T i § W g 8 o 4 e o e wem
# frerfrn s v s o “oifiem wnren” po ety fe b ol Cife st oo see ferlh s i s fen o § A s
fll s e wewl s w faerd s W @ woen o8 W sfewn g vew §owe g o e s e b e st Tl we T dteme iy fed
i el W m Tl = W W W SE

2 “wifw wrekE " ® & o were s faf v @ & R w0 owEe oo 9 nf wem s R TrefEn
W g w feen sl e wrratma oo Pl own o owi oam w0 peied e il w yer e i
W it sbe “wifw” o gfew w facho®t mowes O o el

\
RECOMMENDED FOR ACCEPTENCE \
- i) % fov_ sy
Duta o ey - FYAN DANISH \
, DOMS, DNB
(57 (9 16 Refn. o MNBGH9924 B i i
T W TR A A W T e s s
FOR INTERNAL USE of KOSHIKA FOUNDATION  waits wam 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

= T |

’ -

11-04-2024



