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2) I (Applicant) further agree that any such use of my narie, address, photo & details o[ the "purpose", for which such assistance is requested/granted,

will not aulomatically entitle me for receiving or continuing 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 (Tsdq EEI 6m)

By affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby atfirm & accept following:
1 ) that we neilher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienvcase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospltal reseryes it's right [o make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will nol avail any duplicate assistance for the same patienvcase 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 patrent & 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.

Eqrt qfu{d, Effisrfi E1 d{ t qrc-drt'fr ql "61frrfl rfrs*ntr rt frfcq wrq-m t! fi[FRfl d qrfr +, fuii uq (rwrm) fcer xsr { qrq q rfon rrt tr
l)T6f6rdTdqHqtrqdqFqq{fqfrqq.araffit{{fsrt{plnqrffiirqd<tmtftrqrrd{dtqrdrtt,+46;6q}"aifrrar51g+vF'
t Mtrrffi 3Ri + qqq { "aiRmt rFrs+{FIr EK T<q tg fo tr qR.+lRror vrs+H" ER qrrqil ffi irilq|o/sqrf, €g T{( Tfr ftr{ qil t d qs-dlH

FnS erq t{ Hr*'rt v{sr q ffi +rq F{rqq t saq-m ti fi qfir+n g{&Id rqdr tr Eq te { qe mrr qrm t fo g&rdrf, Efrq qfi EiK +'ft/crrd tg ffi
t{ groril qgr qr ffi sFI {ilrn g'ro vrnrffir

Z. iS,ITYFFI ID]T<{FI TI HT TTq TTEt{l-f,I l6-{fl ISffiq YqIfl i5'I EI {F'TI IR EFIiIITI ERI EI Tg €EIT6 qI FFq TTq sqqTVNiSqI 6I ETTS {MI W EgIiII'fl

d *q +r fqqq t sft'"sinror qrc&m" 6Rr ffi yfiR +l sjf <dlq rd tr vsftr4 wq-cro { r}fi * rore lFa s*{ qri qr+ 6i sr$ ffi
*1 d,fr *{ "'6jRt61' di.6i{ rffuor qr ffir {s crrd { rd dlftr

. .:t....

lo ,ZA
I

.25

i'"

(Name, Designation & of Authorised Signatory

Date of Surgery

siiqtfli si ifts

on behalf of Hospital)

rFr s r( wdtf, orftEi 3rfiffirt

FOR INTERNAL USE of KOSHIKA FOUNDATION 0irflRs scfi i(
SIGNATUREofTRUSTEE 1

=qlfi am${ t

SIGNATURE of TRUSTEE 2

qr$ 6rm${ z

/ 4-Ft

30.12.2019

I

RECOMMENDEO FOR ACCEPTENCE

@ + fms $qf( ,\ t i;lJ,^.J*,*rtr,,trl .I
r, ) I i. . ..\ .r.,- ,

q"$8'. fe55i"'$$f;}}-{HK F*A
flvt*l $te..S*- i]fi nfp',

srm fl 1Fr q Eftrq{ q Tlq. r.


