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1) By affixing my signalure or thumb Impeession on this Form, | (Applicant) hereby agree & sulhoriss Koshika Foundation and II's Trustess 1o
use/publishput-uplreproduce my nama, address. shoto § deisils of the “purpose’, for which such assisiance is requestedigrantad, through any
medium, including but not limited to verbal, print, electronic, for solleiing domatlons for Koshika Foundation andior disseminating infarmation aboul It's
activitiesfachisvemenis. Sich use of my pholo & detalls can ba mada by Koshika Foundation befors or aftor my treatment or futfilment of the “purposa”
far which assistance |s being reguestad

2y | {Applicant) fariher agree that eny such use of my name, address, phote & detsils of the ‘purpose’, for which sueh assistance |s refuested/granted,
wiil not awtomatically entitle me lar recelving or conlinting the said assistance. The declsion for granting andlor conlinuting Ihe aszistanece will resl solely
with the Trustess of Koshixa Foundation, snd their decision is this regard will be fina! and aoceptabla to me,

1) 7 N W NS N S W e, 4 (s el mewin o g g f o S wEg o e i o sfiege v f fe S0,
o, WiE S S e wew § W §, w T e S, s, T T T A awi e wn avene & e feh o v arem

2 st = & f ey &1 3 uwow fen 4 v @ e W o B e ¥ P e wekee " o s afege &

1) A (srw) @ W R S T 0 On Im, o, T ol e = T e F sgvd @ ol # 56 oo e W e T o T e o

=" wE T = % P s s e @

APPLICAMTS SIGNATURE OR LEFT THUMS IMPRESSION :

T % TR W AR W e
.I.-E.:‘-rﬁ.'hl-f
-e"'fi'.‘l' i

AGREEMENT by HOSPITAL = { E3mrs gm0 =01)
By affixing hareunder, signature of our Autharised Sighatory for recommanding this case/patiant for financial assisiancs from Kashika Foundation, we
(Hospital) heraby affirm & socept fallowing: i
1} that we neither ara presently nar wil In future aveil of financial asslstance from another NGO or any other source, for the same patlenticase, a5 we are
raqUesting io gel from Koshika Foundation, to the extent thel such sssistance is grantad by Keshika Foundation, If the Fequested sssistanca is nof grarted
by Koshika Foundation, in par o In full, fhen the Hospltal reserves (s right ta make up the shartfall from anolher NGO or any other source, This
eanfirmation eszentially states that the Haspilal will not avell any duplicate assistance for the same petisnticass from any other NGO or any athar source
2) The assistance from Koshika Foundatlan Is anly financlal in nature. The cholee of the Ireatmentiprocedurs advised/conducted by Ihe Hespilal on 1he
palient, is based on the armngement balween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospltal will

pssume ol & camplete responsthilily of the treatmant & s ouleamn & safely of the pabent, and Koshiks Foundation will heve no role of responsibility
in the matiar

Tt v, e w s A e W e st @ el weem g T = w #, T o (reee) T wen W we v Eien e h

1) T o A e s S o i F ffie s e i owoed deem w el s i @ s e F W ow R o W T e st e
B fronfrefesf o & W o i et g we dy T B uft Csifee st g wyrem ey sfeaees i v T R o R semm
fieelh s o) wen w Sl s v R e 8w sfeen e v v e F mee s By s Tt wes e i iy e
e srert wem W e e weE B W S

2 “wiforw wrERE # A e s faw w w6 v g o wew w fen me
W W i e e o e e w et e o bl e O e e e
W s “wE " W ow o W SR W oAeE 1 e

OR. PRAVEEN SEN SHAujrtcmmeummmm

= fog wegft
Date of Surgery 't Y
B Rl mﬂu ']T-l."lii
e S5 b Authorised Sign
o4 foff as (Name of Dr. & Regn. No. with Stamp) onberalfof Hosplal)
pieeea e iR e E T T A A She

FOR INTERNAL USE of KOSHIKA FOUNDATION &=l 3w 7

SIGNATURE of TRUUSTEE 1 SIGNATURE of TRUSTEE 2
Tl T |

v AT

e

20-03 - 2025




