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DECLARATION by APPLICANT: sdes ou shew w1,

1) | hereby confiem that &l detals in this Form are True 10 o best of my knowledge Any false statoment will render my Application § ongoing assistane
lable for tejectionicancetiation

2) | solemnly confirm that assistance, ¥ recaived fram Koshika Foundation, will be used ordy for the “purpose”. as stated in this Form, for which such
was roguesiad by me

3} | hereby confirm that | have not & wilt not in future, avall of mimbursement. in oart or I Il from any ather source/smplayerinsurance company, of the
or wihch thes stsntance s reQuestod
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AGREEMENT by APPLICANT (sndox pu w0t)
1) By afling my signatiste of thumb) Impression on this Form, | (Appdcant) hereby sgree & authonse Koshika Foundason sad I('s Trustoes 1o
use/putiishvipul-up/reproduce my name., dddeess, photo & details of the "purpese”, for which such assistance is roquestod/'granted, theough any
medium, incioding but not imited 1o vorbial, print, electronic, for solciling donations for Koshika Foundation andioe dgisseminating information about It's

activities/achiovernents Summolmmboomnmbemoooyxod\nqubnorahumymnmmormmnomdw'wme'
for which assistance is being requested
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will not automatically enfitie me for roceiving o continuing the aid assistance The decision for granting andior continuing the assistance wil rest sololy
with Ihe Trustees of Koshia Foundation. and their decision is this regard will be final and accaptable 1o me
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AGREEMENT by HOSPITAL (w5 g %TR)
By affaing heroundor, signature of our Autharised Signatory for recommending this case/patient for financial assistance from Koshika Founcation, we
(Hospital) heretry affirm & accept following:
1) that we nesher are presently nor will in futute avall of financial assistance from anather NGO or any other source, for the same patienticase, as we are
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in the matter

vt wfown, weed o sty 2wl wt “wife srrtee @ Sl oen i et ot il 8, R v () e gem W T it wed )
DR R ERE LR SRR R R R R R R R IR SR RS E TR e I i S e ——
ﬁMMniwi‘dmmh«'mmiqkh*'-m:vnm’zamh’mm:wmgwwm&tﬂ'im
fnﬁaa'ftumﬁtﬁmufcdwzmﬂm&imMqﬂmmhwﬂ\cdmcnrnfhnmw’:mmn«nfhmdth
b wowd wen @ fel w v W i
-_‘#mwﬂm'dvﬁﬂmmmqﬁt’thwwmwewmvmwMMvrmﬁuw
iht!&'l'l&l'mwnm’wmwﬂﬂﬁmﬁhtﬁﬂdtwdﬁ‘mtty_ws&vwir@t\uﬂ"m’nﬁ
W wh o “wifn” ) W i W fedol oo F o ol .

RECOMMENDED FOR ACCEPTENCE
= mmw % _fog shfe o
Date of w’ E.::B;. MS Fi.?:finb. /
mum f”‘q No ‘:"_‘\'.'26 \;\"\(A‘ e
Tima i bhates , Designation & Stamp i
M,"?/om (Name of Dr, & RegONo: with Stamp) . ... - on behalf of Hoh
TR W WA T WA R P g
FOR INTERNAL USE of KOSHIKA FOUNDATION  =1fT% Ivdn q
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
H YR | S TR 2 J
7 /%4/5"
- 1 ——

28.04.2018




