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1) | horeby confirm that al dotals in this Form are True o the best of my knowlodge. Any false stalement will nender my Appication & ongoing assistance,
lable for repection/cancelation

2) | sclemnly confirm that essistance, If received from Kostka Foundation, will be used only for the “purpose”, as stated in tis Form, for which such

was requested by me

3) 1 herebyy confirm that | have not & will not in futuee, avadl of rembursement, i pant or in full, from any ofher source’empioyerinsurance company, of the
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1) By sifiing my signature or thumb Impression on S Form, | (Applicant) hereby agree & authonise Koshika Foundation and it's Trustees to

wsalpublishiput-uplreproduce my name. address, photo & detalls of the “purposa”, for which such assistance is requesicd/granied, theough any

madium, inchuding but not kmltod 1o varbal, pont, glectronic, for soliciting donatians for Koshika Foundation and/or disseminaling information sbout if's

activities/achievements. Such use of my pheto & Betads can bo made by Koshika Foundation before or after my treatment or fulfilment of the "purpose”
for which assistance i boing requesied

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the “purpose”, for which such assistance (s requesiad/granted,
will not automaticaty enttio me for roceiving o coninuing the said assisiance, The decision for granting andior continuing tho assistance will rest solely
with the Trustees of Koshska Foundation, and thewr decision is this rogard will De finad and acceptable 1o me.
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AGREEMENT by HOSPITAL (¥eme BT wIN)

By affixing hersunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshia Foundaton, we
(Hotpital) horeby sffirm & accopt following

1) tuat wo nothor are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, 25 we are
roguesting 1o got from Koshika Foundason, to the oxtent that such assistance is granted by Koshika Foundation. if the requestiad sssistance is nol granted
by Koshica Foundation, in part or in full, then the Hospital resorves It's right 1o make up the shortfall from another NGO of any other source. This
confrmation essentially states that the Hospital will not avall any duplicate assistance for (he same patienlcase from any ofher NGO or any other source.
) The assistance from Koshika Foundation is only Sinanciol in nature. The choice of the treatmeniprocedure advisediconducted by the Hospital on the
patient, is based on the arrangement bétwoen the patient & the Hoapital, and is in no way influenced by Koahia Foundation. Hence, the Hospitel will
sssume sole & complele responsibiity of the treatment & it's outcome & safety of the patient, and Koahika Foundation wil have no role or responsdiity
N e matiee

vt afop, veeed W s @ ot W s st ¥ fifs s 8 frerfn W ok £, st vm (veme) B e @ e o sl wot 6

1) o fo 0 o iy abe o ff e o fifn e Tl 0 woed oo w fesl s s e Dt o w o o £ 8 e et telow e
3 fewfinfedh v ¥ wxu o “wifer srrdm” oo wee fg e d o “sifes sirdee® oo upen fedy sfimeaen By wen ) fen e § R soans

ol w2 ol e w ol w= wees 8 we 99w sfuen g v boo e O e w € e s ol aes e gl o ferld
b sl s w el W oW @ 9 dndd

3 “wifew et 2 of of soen e S sl W § O @ veoew oo 9 of Tor w fed o Teeusfem w pow o T Tren

€ ww W fees |l Cwifow srder” oo fesh vt wr o con ot §) gl wesmn o O @ g wom o 03 w3 W wdt 1 ‘m
Pt o “siow” ¥ v g w fasioh o F W owd

=
RECOMMENDED FOR ACCEPTENCE - ' : \ox) =
Be AghwinT¥ifnsr fore el P %_‘ itV '
Date of Surgery ;ggs MS FICO 5 g
#vr e 308 Reg. No 65028 \\ 2 A / '/ . $
Time - | S (Name, Designation & Stamp oN(lo
12he) 018 (Name of W& Regr: No. with Stamp) on behalf of Hospita”
TRERIERYIiL T 75 1 W pe sfegn sfeed
FOR INTERNAL USE of KOSHIKA FOUNDATION  3%fts 379 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

i ye )

= TAE

28.04.2018




