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1) By alfixing my signalure ar Ihimb imprassion on this Farm, | Applicant) hereby agree & suthorise Koshika Foundation and it's Trustess (o

Use/pblishipul-upireproduce my name, address, photo & details of Ihe "purpose”, for which such assistance ls requested/granted, through any

mediumy ncluding bul net imiled to verbal, pnnt, efectronie, for soliciling danations for Koshika Foundalion sndior disseminaling infermation about I

acilvities/achisvenanis Such use of my pholo & detalls can be made by Koshika Foundation nefars or after iy treatment or fulfiiimeni of the “purposs”
for which assistance is being requested.

2) | (Applicant] further agree thil any such use of my rame, eddress, ptoto & details of the “purpose”, lor which such aseisiance s tegquesladigrantad,
will not sutomaticaily sntile me lar receiving or eendinuing the said assistance. The dacision for granting andior continuing the sssistance will rest solaty
with' the Truslaes of Koahike Foundation, and thair dacision i this regard will be final and accepiable o me

V) §H T S W A SR e e, § (m) A e e ofe e f w s widm e s s b sfen wen f B o,
S, Wi st s e v e F i Wi e s, o, e g kv 1w ofsfalied s e o e Pes o e s

A v W i sfusg 3 owee w faEon 5o w v on W 8 5 S B =R e o S afe B

1 9 (W) AR A e T g A, L e e S e e § T § W T e S eI S e o

“shifwan " WEH W A W S sh s g

RLEFT THUMB IMPRESSION :

APPLICANT'S EIL‘uHﬂ
WETE 3 T e

AGREEMENT by HOSPITAL {sums g F91)
By affixing haraunder, signature of our Authorsed Signetory for rocommaending this cass/pafient for fnancial sssistance from Koshike Faundatisn, we
[Hospitsl) heraly affirm & sccept fallowing:
1] that wa nelther are presently nor will in future avail of inancial essistance from anolher NGO orany oiber source, for the same patlenticage, o3 we are
Faquesting 18 ge! from Koshiks Fdundation. lo the extent that such sssistance i granied by Koshika Foundation, IFihe requested sssisisnce ks mol granied
by Koshika Foutidation; in par orin full, then the Hoppital reserves if's fight to make up the shartfz2ll from-2nother NGO o any other source. This
confirmation essentinlly states thal the Hospital will not avall any duplicats sssistarice for the same petienticase from any other NGO or any other source.
<] This assistanc fram Kashika Foundation (s anly financial in nature. The choice of the ireatmentforocedurs advised conducted by the Heepta! on the
patienl, s Based on the amangement batween fhe patient & tha Haspltal, and s in po wary influsnced by Koshika Foundation, Hence. the Hospital wil

assume sole & complete responielbility of the treatment & it's oulcoma & safety of the patient, and Koshika Foundation will have na role or responsibility
11 e mather.

wot sy, ol 5 s R R = Cwe wreben S b e o fesion W sl 8, B oww (roee Tren v @ gea s = w5 b

1) w5 e o 0 @ owi F fafn wwe Sl d woenlt v w el o i 8 e s S A w  E AW R o Cste wem
A frmfhetists w9 = wed o wE st go e i & ) o el e e mer R sfmeres 4 e S e W o e
Fesit e T ST HE W ) SR R S 6w s goen e b owm oyl we s oam # e s frdn s e il 4 fed
¥ vt Wemw Pt e e W S ST

2 i w0 W e o @ v W R e = e
W W T s i e g e v W e W b e v F i o e o i et
i i A i w w whee w fsient o § o)

S
pmﬂ SEN ﬁfmﬁngﬂ FOR ACCEPTENCE \ §1 Adn snistrator l
&

2nc ' ¥ o s
Reg. No. 97415 r\ o
Time... ‘
(Mame, Desl on & Sianatory
= (Mame of Dr. & Regn. No. with Stamp) an bahalf of Hospila
\ T F AT v T, T I T T G S S
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #iFis i #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T FE | W TR

/E_;'(/L/E?J

30-11-2024




