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DECLARATION by APPLICANTT 3n+(6 !m dsE[ yd:

'1) I hereby confirm lhat all details in this Form are True to the besl of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
liabl6 for rejection/cancellation.

2) I solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the "purpose', as stated in this Form, for which such assistance
was requested by me.
3) I hereby confirm that I have not & wili not in future, avail of reimbursemeot, in part or in full, from any olher source/employer/insurance company, of the amount
forwhich this assistance is requested.
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AGREEMENT by APPLICANT (qr+{6 ERr 6m)
1) By affixing my signature or thumb impression on this Form, I (Applicanl) hereby agree & aulhorise Koshika Foundation and it's Trustees to
use/publish/put-up/reproduce my name, address, photo & details of the'purpose", for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for solicitirg donations for Koshika Foundation and/or disseminating information about it's
activilies/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the "purpose"
for which assistance is being requested.
2) I (Applicant) further agree that any such use of rny name, address, photo & details of the "purpose", for which such assistance is requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for grantjng and/or continuing the assistance will resl solely
with the Trustees of Koshika Foundation, and their decision is this regard will be flnal and acceptable to me.
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AGREEMENT by HOSPITAL (6wmd ERT 6m)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for l ancial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1)that we neither are presently nor will in future avail of flnancial assistance from another NGO or any olher source, ior the same patienvcase, as we are
requesiing to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshjka Foundation, in part or in full, then the Hospital reserves it's right to make !p lhe shortfall from anothe. NGO or any other source. This
confirmation essentially stales that the Hospital will not avail any duplicate assistance for the same patienvcase from any other NGO or any olher source.
2) The assistance frorn Koshika Foundation is only flnancial in nat!re. The choice of the t.eatmenvprocedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patienl & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospitalwill
assume sole & complete responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role or responsibilily
in the matler.

Eqt qF4a, E6rqi( ql d{ t crrd,t fr Bi'+lftTf,.nr€m" t Eisq mrmr i-d M{yr 61 vrfi +, R Eq (E€rfie) fre r*n t qrq a rff+n qri tr
l)T6ftndqdcnelrrdqiqq{fqidqstrrrdrffiirerqrtrienqlffiq:rdate<t'fr,qrrdlfrtcIdr*t,+tf6ETi'61FT-+IErf,e{r"
* ffivvffi'wr * sqql "ElRrfi $rsdyn" Eru TqE fu f6+r cR'qiRm qr$€yn" ERr sdrqdr ffi srfrmis*e fu r;rr.rd faql qrdr t d q{trdrs

ffi lrq +{ qcdr0 drqr qr m rrq €:srqc t s6rdr dr qr etrdr {ftn {6dr tr rv 1fi2 d rre zra vnr + i6 orwdrd frfrc q<< Tfi rt'fr/qrrd ig ffi
ft cr+rt'dtqr qr ffi qq $'fi t Td d'rl.&ir \
z. "clRm wd-em" t d ,ri vel{dr +s-d ffidq rtfr q1 t .}fi qr rs,irs am t ,rs sdr6 qr H .ri srsrugffi'cr fl gn rtt qe r+mn

d +q 6r taqq t q\ "6tRm slrem" Em ffi r+n c,r {i rqrq rfr *r Fqm E{c rd I tfr d reFi trer et qri qri q1{rt ffi r}'fr qs E{afla

d d,i qt{ "6lfrr+r'+1 sX {tu-6r cr tq+qrt Es qc-d t # EI,,tr

t;lr)w
Date ofSurgery
$iqhn 6i irfru

DR, VVA UK DOMA,
lhu*

REvEi{IJ

OSHI
natory

Sheiktp
hffiil

(Vene
1t31,

P

PhaseFo[il$It8solLilJSt 0f flmHlKA FOUN0ATIoN' gll<ftm 3!ft t(
Re.r N6 - 51023

SIGNATURE ofTRUSTEE-i
qei E6Rfi t

SIGNATURE ofTRUSTEE 2

qrs 6RIm Z

/

RECOIVIV]ENDED FOR ACCEPTENCE

@+fdqrcd


