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DECLARATION by APPLICANT, S9E% B W w3;

1)1 tarisbry comibiern that sl detalls in this Form ate True (o the best of my knowlodpe Any false slatement will render my Application & ongoing ssaistance, il sy,
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1) By alfining my signature or thumb impression on this Form, | {Applicant) hereby agren & authonse Koshika Foundahion and irs Trustees to
uwe/publishiput-upiregroduce my name, address, photo & detain of the “purpose”, for which such assintance is requesiod/grantad, through any

medim, inclugng but not limied 1o verbal, prnt, electronic, for soliciting donations for Koshika Foundation andor disseminaling infarmation aboul If's
srlivilenachievements Such use of my photo & detsils can be mode by Koshiks Foundation before or afer my treatmeont or fulfilment of the “purpose”
for which assisanoe & beng requesied.
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with the Trusioes of Koshica Foundation, and their decision is this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (wms §m %01

By afluing hereunder, sigratute of our Authansed Sgnatory lor recommending this caseipatient for Bnancial assistance fram Koshia Foundation, we
{Hospitni) horety #%mm & sccept folowing:

1) fhat we risither wre pressntly nor will in future avell of Srancial assislance from another NGO or any other source, lof the same patienticase. b we ale
raguesting io get from Koshiks Foundation, to the oxtent that such assistence is granted by Koshika Foundation, If the requested assistance & not grantad
by Koshvis Foundation, i par or ln full, then the Hesplial ressrves iU's fight 1o make up the shortfall from ancther NGO of any other source, This
confirmason essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or sny other source
2) The assistancs from Koshika Foundation s only inancial in natute. The cholce of the treatmentprocedure sdvisediconducted by tha Haspéial on the
patient, i hased on (he arangement between the patient 3 the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
paauma sols & camplele responsibdity of the treatment & (s outcome & safety of the patient, and Koshika Foundation wil have no role of responuibility
in fhe matier

et b, el W) e o sl o it e A fuf e by fradn o o, e v () B wen @ T o slan w B

1) e on o e sl v e F fufn wen Sl S sl i el o v A et F o om A o £, 46 T e Ceife wrse”
A Fwim T T W e € e wE e v b R st weae g e e s 8 5 W e wm b s
sl s i wh we W e R wEE @ W A W Siuwr e tem b o e 4 we ww o § e omem el e e e o e
ool st m Tl sew umen A owl Al

1 *wifiw wrtvE" 4 = 7 o v fafe ogl @ & 0 W v oo 9 v wew @ fod o TTawien W o i ow e

% W w fovm # o “sifrw et go el gen W & e b i weens 4 0f ® e e s s oS 6 el Pl o0 0 e

W ol s it o il wfen w Peboh moae F ol el

RECOMMENDED FOR ACCEPTENCE
e P % feu wwfn

Date of Surgery i
s s oms | DR, PRAVE HAHI

mas. DB, OLOGY
;)3/5 / fa 5 NBRES,

P Noidmae Or, & Regn. No. with Stamp)

T e o LR R

FOR INTERNAL USE of KOSHIKA FOUNDATION  sr=frss Tweim ﬁ
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | =) e 2

vl AR

18-08-2024




