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DECLARATION by APPLICANT: sdcs 00 s w3

1} | haraby confirm that aR detads in this Form are True 1o the best of my knowledge. Any false strlement will render my Appication & ongoing as
tabie for reection/cancelation.

2) | sclomniy confien thot assistance, if recaived from Koshika Foundaticn, will be used ondy for the “purpose”, as stated in this Form, for which such

was requesied by me

3) | haraby confierm tat | kave not & will not in future, avisl of remdursement, = pan or n AL from any other sourca/ompioyeciasurance company, of the

for which s assstance 1 requesied
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AGREEMENT by APPLICANT (st Do w0t)

1) By affixing my signature of thumb imprassion on this Form, | (Appicant) hereby agree & suthenisy Koshika Foundation and it's Trustees 0
wse/publahiput-upireprodoce my name, address, pholo & detals of the “purpose”. Ior which such assistance s requestedigranted, through anry
medum, including but not limilod 10 verbal, prinl, slectronic, for soliciting donations for Koshia Foundation andior disseminating information about i's
activities/achiovements. Such use of my photo’s desalis can be made by Koshika Foundation before or after my trestment or fulfiiment of the “purpose”
for which assstance s being requested

2) | (Apphicant) furthet agreo that any such wse of my nama, address, photo & detads of the “purpose”, for which such sssistance 18 requestedigranted,
will not autamatically entitie me for recaiving of continuing the said assistance. Tha decision for granting and/or continuing the assestance will rest solely
with (e Trustoes of Koshika Foundalion, and (hae Sacaion it this regard wil be final and accepiable o me
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AGREEMENT by HOSPITAL (wsam o0 wIR)

By afiming hersunder, signature of our Authorsed Signatory for recommending this case/patent for financial assistance from Koshica Founcation, we
SoEpta’ herely afirm & accept following:

1B we noiner are presently nor will i future avall of financial assistance from another NGO or any other source, for the same pationt/case, as we are
mguesting 1o get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If tha requesied assistance is not granied
By Hanrika Foundation, in pant of in full, then the Hospital reserves i's right to make up the shortfall froen another NGO or anry other source. This
sefematon esaentialy states that the Hospital will not avall anry duplicale assistance for the same patient/case from any other NGO or any other source
7' Toe sssmtance om Koshika Foundation s onty financial in natwe. The choice of the treatment/procedure advised/conductod by the Hoapital on the
petert. i Sased o the smangement botwoen the patient & tho Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

e soke & cormpiete responsibilty of the toatment & It's outcome & safety of the patient, and Kostvka Foundation will have no rolo oc responsibilly
" Ne matar

pot o Temet W ot € wER il W “wifer wrae” @ Sele wm #y fefon ®) o 3, Fel v (v Py w8 e w el v

w S w wiew ol w @ ol o ey wgrem ek i woed e w fell s wie @ Tw it F R o A o 8 e e el Wt
% Sfmfed v ¥ w1 “sife w2 g w1 e b ol Ceifen st g snon fedhy sfreuem ¢ w9 Tes wm ¢ ™
e w=x S el B v b s wEee O soee 4 ow sfees o v &g e o wre e w £ S e gl o aw ot iy el
| &t e u S ws e @ ol e
 “wiem wtR” W # nf o S i vl W) 6 0F woveee oo 9 of s @ ARt rveueies w oo oh o v
% ¥ = o § 3 wiow wnRna” T Tl R W o ven 98 b il veme R 2 poa o sl st w8 wd f

)

ot al Cutwt @ o e 9 g @ oot F o e (S
RECOMMENOED FOR ACCEPTENCE P %’ Administrator ) =
, Dr_Ashwini KufERD ® e ¥y A iorbuse§ 6 -
Oute of Surgery | MBBS MS FICO » *
demd sy | Reg. No. 6602 \&-_'f_‘.ﬂ- - Y,
ae hod el Time ; \\> (Name, Designation & Stamp
SIS BEi%1 or 8 RegnNo. wit Stamp) on behalf of Hospita
TEIW TR Y G Y Ty ™ AR e s sfvsd
| FOR INTERNAL USE of KOSHIKA FOUNDATION  1fts 77 1]
SGNATURE of TRUSTEE | SIGNATURE of TRUSTEE 2
= r=F i v 2

g’ P

-

28042018




