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DCCLARANON by APPLICANT: 1A% Z70 i 9a: ’

"1} 1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false staterent will render my Application & ongoing assistance, if any
liable {or rejection/cancellation. o . G

2) 1 solemnty confirm that assistance, if received from Keshika Foundation, will be used anly for the “purpose”, as stated in this Form, for which such agsistance

was requested by me.

3) | hereby confirm that | have not & will not in future. avail of reimbursement, in part or in full, from any other source/employerfinsurance company, of the amount|

for which this assistance is requested.
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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 nol limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use of my photo & delails can be made by Koshika Foundation before or after my treaiment or fulfilment 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 requesiedigranted,

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

with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (T8 3 #1T)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Kashika 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 palient/case, as we are
requesling 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 will not avail any duplicate assistance for the same patient/case 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. Hence, the Hospital will

* assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility

in the matter.

T afem, vt # o ¥ At @ PR et ¥ it e iy e @ @ §, f e (veae) f wR § woa Eew wa b

1) 9% fF 7 6 adam oiR 7 @ wfaw f fafim s B e Tl dom @ fed o e @ 9w A F S w A @ 3 W T e sifew e
} fawfro/firfs 37 @ waw § “Sive $R_W" g W 8y fF 1 af “wiftm we=LwA" g0 weka e afrmese i R W e s @ d s
et o v wr e A fedt S ERaA 4 weE & 1 sfen giin e o g O we g 9 ¢ oeee fide T v Gl g fed
R g wen @ fedl o anE @ T s

2. “Fifym FERTA” 4 o T weEw Sew e T 9 3 T = e go 4 v vew @ R R seefEe @ R 0w e

% e 1 fame # ok CwifeE wRRR” oo fedl TR W o Twm W i Teee F O R e g sl s SR ) R el i wE e
it gt gl ‘il w5 S e @ faeRr woaeE o T e

RECOMMENDED FOR ACFEPTENCE \
3 wiedt & fog dwgfa 2
Date of Surgery LL/ \ =

- e
o 1 o (Name, Des&i‘qa&oq & Stamp of Authoiised Signatory

{Name of Dr. & Regn. No. with Stami)) on bebalf of gqpm 1{"[[

v

T H T 9 g 8 /O Dr. § v sak kewma 9
FOR INTERNAL USE of KOSHIKA FOUNDATION  3rifi 3wim
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i TR | TR FER 2

7 T

14.08.2019



