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DECLARATION by APPLICANT: <% G0 SISvF W:

1) I hereby confirm that all details in this Form are True to the best of my knowledgé "‘Any faise statement will render my Application & ongoing assistan
liable for rejectlenlcanceiiatlon

2) | solemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assis
was requested by me.

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or i full, from any other source/emploverfinsurance company, of the am
for which this assistance is requested.
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AGREEMENT by APPLICANT (2Tases B0 #4)

1} By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise 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, inciuding but not limited to verbai, print, electronic, for soliciting donations for Koshika Feundation and/or disseminating information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiment of the “purpose”

for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted, |

will not automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of oshika Foundation, and their decision is this regard will be final and acceptabie to me.
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AGREEMENT by HOSPITAL (TWaa 20 %)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

1} that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
reguesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital wili not avail any duplicate assistance for the same patienVease from any other NGO or any other source.
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hencs, the Hospital will
assume sole & complets responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

Bt o, Tl w ol R ARl W it wRRw” ¥ R w3 fowitn % o 4, Rl ww (vemm) B vew @ w3 wmR s

1) % fF A @ i ol 3 @ o o fafte e ARl R el e @ Rt s win  wm Uivess F 9w @ w2, SR fr e eifem sl
¥ fawRwfrfs v 2 way ¥ “ive ewdwm” gu wey 3 B ok “wifner R g wwew Rl aifveas iy vl R wa # @ s
frdt o 0wl we @ R e @ w4 W efieen e v vy F e e s oo Bt e v St vy e
¥ et wen @ R o ur QA

2. “wnifrt e @«-ﬁ‘rrgwsmmmhﬁam%ﬁt%aﬁrﬂr%magmﬂ?@wmm%ﬁ@mﬂmmwgmﬂmwmwﬁ ©e Ca"t?/
%éfamf“@m%‘a "R W "gmﬁ»‘«*mmﬁimm'&ammﬂwﬁﬂ%a%gsww«sﬁ{mﬁmr-zﬂnﬁ%ﬁ %%;\
= Bl o “miRe %t 9 qfr w el v amd F o

ontyA AGR/

Date of Surgery - *;;glsf;&é‘i? b\
e 1 T MCIR
spnssarasssent s B
é : o9 N {Name, Designation & Stamp of Authorised Signatory
O 04 [ 9 {Name of Dr. & Regn. No. with Stamp) on behalf of Hospital)
B W T F T g R T 8 W e sy e
FOR INTERNAL USE of KOSHIKAFOUNDATION @it sw 2
SIGNATURE of TRUSTEE § SIGNATURE of TRUSTEE 2
I T A TR 2

09.08.2018



