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1) By affixing my signature or thumb impression on this Form, | (Applicant] hereby ogroe & awthoriss Koshika Foundation and If's Truaiees 1o
usefpublshiput-upineproduce my name, adidress, pholo & details of the “purpose”, for which such assistance Is requesiedigranted, through any
migdum, including bul not kmited lo verbal, prinl. slactronic, lof soliciling donations lor Koshika Foundalion andior dsseminating information sboul ITs
acivitiesfachisvernents. Such use of my photo & details can be made by Koohika Foundation belfore o afer my treatmant or fulfiiment of the “purpose”
for which assistance is being requesied

2 | {Appicant) lurther agree thal any such use of my name, addiess, photo & detalls of the "purposs”, fof which such nisistance |3 requewied/granied,
will not sutomascally antitie me for recaiving or continuing thie said assistance. The dacision for granting endlor continuing the assistance will rest solsly
with the Trustess of Koshika Foundation, and their decigion |s thus regard wil| be linal and scceptabile to me

1) W v 9 el weme W sd o e e, § (omlew) aod ey o e we v Cwifee sntiee o o nid * w adesn won o e T ow
v, v s @ fe wm o d e 1 9 CSifee” o o, T, e g T @ w0 il s el % B Bl o wam s

A i wrd o o sfwe £ 90 v ow fers d e € W W o § wrd g wifee wedet 0 s sfoe

2) & (owbew) wo o R owe o e o wm e o ol feven o e o et o i § o e weee W o e el d

i v vew =il facky s sk ot v

APPLICANT'S SIGNATURE OR LEFT THUMBS IMPRESSION -
s % T N A W e

AGREEMENT by HOSPITAL (ywmm o0 w01)

By affixing hereundsr, signalure of pur Autharised Signalory bor recommending this case/patient for fnancial nssistance from Koshika Foundation, we
(Hospitad) herety affirm & acoept foliowing:

1] thal we nalther are presanily nar will in Lture avall of Bnancial pusisience from anather NGO or other source. for e same petienl'cane, o6 we are
requesting to get from Koshlka Foundation, 1o the extent that such assistance i granted by Kashika Foundation, If the requested assistance (s not granied
by Koshika Foundatian, in part or in full, then the Hoapltal reserves it's righl to make up the shorfall from anather NGO or any other source. This
confirmaton essentislly states thal tha Hospital will not avall any duplicate assistance for the same patlent'casa from any other NGO or any oiher source.
2) The sssatance frem Koshika Foundation is only linancsl in nature. The choie of the reatmentrocedurs advised'canducied by the Houpial an the
patient, is based on e smangemen! batwesn Mo patient & the Hospital. &nd is in no way influencad by Koshics Foundalion. Hance, the Honpital wil

amsurme sole & complete responulbility of the treaiment & il's outcoma & safety of the patient, snd Moshiks Foundation will have no rols or responsibiity
o fe Mk

weat wiews, weaef W a8 O sl ot “wifee sl @ Tl s iy ol = e b, B o () B o @ e o el we

1) W & 3 7 winw ofr 1 1 wiw F fafen s el & avet wem w el o wie @ oae e € R o @ o 4 AR B oo e w
% famfm i T o waw § “wifn st o wex fy e b wfe e st gm s i ssfees £ s o few w0 e
fadt srm fr weaed oo w e w8 e 88w afeer gfie e b g d v wm e § fie e foltn wer v Aot iy ferh
# mowr wew wm R 3= e W W AmEE

2 “wifrs wwdR” @ o owwm S fafm gl o &R o e w8 v T @ et R Tvwsiee W TR B O e

o e wa e Bl e wredn " g el ve s Wt oen b owded w0 & pee e ol ot wd o Wil Fredol O o s
=t it s “wifrw” ¥ W e @ fedeh moee F o o

=iEa = oy =g &,
Date of Surgery
v ripathi

_ n mlniutratur

/,-"
>
”~ FOR INTERNAL USE of KOSHIKA FOUNDATION =i 353 11

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=T T | T TR 2

7 BAE

7 /]

11-04-2024



