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1) By atixing my signature o thumb impression on this Form, | [Applicant) hersby agree & suthoriss Koshika Foundalion and (I's Trusiees 1o
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in ge! from Koshiks Foundation, to the sxtent that such assistance is granted by Koshika Foundatian. If the

by Koshika Foundation, in part or in full, then the Hospital resarves iI's right 1o make up the shortfall from anather NGO or any other source. This
confirmalion essentinlly siates that the Hospital will not avaeil any duplicate sssistance for the same patienticase from any other NGO o any other source.
2) The aseietance from Koshika Foundation is only financial in nature. The choloe of the treatment/procedure advisediconducted by the Hospital on the
patient. is based on the arrangement batwaen the patiant & tha Hospital, and is in no way influencad by Koshika Foundation. Hence, the Hospltal will
sasuine 5ol & complete responsbiiity of the trestmant & ['s outsome & safety of the palient. and Koshika Foundation will kave ) Folm OF responibility

i nol granted

FOR ACCEPTENCE
i ® fore ’
g Or. Mohd. Rameez Reza Ry - 15kl m
H-B-B.s M 5. U',..inl[ Hiihe - 1me it
. i : Fe'_.,l.-uﬂg?-' } ﬁmwmw
o gt Al o)

FOR INTERNAL USE of KOSHIKA FOUNDATION  #ift avam T

SIGNATURE of TRUSTEE 1
R T |

SIGNATURE of TRUSTEE 2

7

=4

P

20-03- 2025



