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1} By affixing my signature or thumb impression on this Form, | (Applicent) hereby agres & suthoriss Koashiks Foundation and iI's Trugiess 1o
use/publish/put-upreproduce my name, address, photo & details of the “purpose”. for which such assistance is requosted/granted, through any
medium, including bul not limited 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
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(Hospital) hereby =firm & accept following:

1) that we noither are presently nos will in future avail of inanclal sssisiance from anciher NGO or any other source, for the same pitisntcase, as we are
requasting 1o gol from Koshika Foundation, to the extent that such assistance ts granied by Koshiks Foundation. If the mquesied assistance is nol granied
by Konhika Foundation, in part or in full, then the Hospital resarves if's right 1o make up the shortfall from anciher NGO or ary other source. This
corfirmation #ssantially states thal the Hospial will not svafl any duplicate assistance for the sama patent/cass from any other NGO or any other souice.
2) The assistance from Hoshika Foundation is only financial in nature, The choloe of he irsaimantiprocedure advised/conducied by the Hospital on the
patignt, is based on the srrangemant batwesn the patienl & the Hospisl, and i in no way Influanced by Koshika Foundation. Hence, the Hospital will
assume sole & compleie responsibiity of the reatment & I's oulcome & safety of the patient. and Koshike Foundation will have no mls or responsibility

In e matter

vt wifewm, vl W iR Reid W < wifem Tt 8 fidien s d Rt w el &, faol o (vem) e owew @ e wiee w4

1) Wy T 9 0 i ol 3 W owies F faf s faedt i owoell s W el s owi G we Bl 7@ v A o § S e Cwifen st
W feton g e o woey F s srsten” g e by f b ot wifew e e v fief sfecees #) vl Ao bW e
ot wr e el v w el s e W wew o oW sfee e e ) v g O e ww wn e e ol wee T e iy el
el vew m fll = e § o v

L “wifiee weve " @ o o were e fafi v w1 &) O W v o d o e Al Tefien W e O ol e

W i w fown § o Catfow wiaste g0 Pt v w W o ) el v d Ol @ s oge el s owd o el el O o e
wi ¥l #'M'W#W!WHMEMM1

Date of Surgery
s %) wig

ms)u”lf | W@m W

FOR INTERNAL USE of KOSHIKA FOUNDATION  i=afis swam Y

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
) v | T 2

S’ A E




