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2) | solemnly confirm thst assSstanca, i recelved from Koshika Foundation, will be used only Tor e “purposs”, 86 stated In this Foem, for which such sssistance

was requesisd Oy me.

3) | ety condirn that | have nol 8 will nat in iure, avail of reimbursament, In pan o In full, from any other soursfsmployeriinsurance company, of e amount

for which this assetance 5 roquosbed.

1) & siwm wow e o owww @ el ol T 4wl @ g wm o ol b e s fewe o8 we s ow mw § @ 9 oo e o @ el b

2) # gu W T T W e, R a W, v v A R R e e o, s wmwem

3) 4 yie s f 5 fam wrven o w i W o §, 9u ofn W s W e e el e el werd @ 3 o e & ol 3 wlee o om
AGREEMENT by APPLICANT | sphew gn %)

1) By affoung my signature ar humb impresson on this Form, | (Applicant) heraby sgree & suthonss Koshika Foundation and it Trusisen 1o
useipublshipul-upireproduce my name, sddress, pholo & details of the “purpese”, for which sich assistance | requesisd/granted, through amy
misdium, ncluding but not Nimiled tn verbal, print, electronic, for saliciting donatinns lor Koshika Foundation andior disseminating information about it's
achvties'achievements. Such use of my pholo & details can te rade by Koshika Foundation before or after my treatment or Rulfiment of the “purposa”
fiar which sssstance 8 being requested.

2} tApplcant) lurther agres thal any such use of my name, address, phoio & detais of the “purpesa”, lor which such assistance is requestedigranted,
will nol aulomaticatly eniile me for recaiving or continuing the 2aid assislance. The decision for granting andior continuing the assisiance will rest soledly
with the Trusiees of Koshika Foundation, and their decasion is this regard will be final snd acceptable 1D ma

1) e W EE v T S w e wes,  (apes) wel el st R v i e o oo ol * Wl s s o T du o,
v, Ta @ = T ow o § O, O Csitee ! T S, T, W e TR § W TR A s o e W e e

W Wit W % fom sfegn 1 0t v W fee W o ¥ 9w W § W § few e sede” § e sfe b

23 4 (swime) TR W A wow o T T oww, T, v sl e o e wem © 2oty O it § gR v wemn w weor e v e e

“wrrn ey wee =l e Oedn o ob e v

APPLICANT'S SIGNATURE OR LEFT THUMB TMPRESSION :
aew ® vEE W SE W Fee

104

AGREEMENT by HOSPITAL (wsem g wim)

By affirng hemunder, signature of our Authorsed Signatory for recommending this case/patient for financisl assisiance from Koshika Foundation, we
(Hospital) hereby affiem & accepl Ellowing:

1) frat wee neither are presently nor will in future avall of inancial assismnce from another NGO or any cther source, for the same palient/case, as we are
reguasting (o gat from Koshike Foundafion, o the extent thaf such assstance is grented by Koshika Foundagion. if the requested assistance is not granied
by Kanhika Foundation, in part or in full, then Mo Honptal reservos It's ight to make Up the shartfall from anather NGO or any olher source. This
confrmation essentially states hat the Hospial will not svail any duplicats acsistanoe for (he same patient/cass from any othar NGO or any other sours.
2] Tha assistance Irom Koshika Foundaton is anly finenclal in nature, The choloe of the treatmentprocedure adveadiconducted by i Hospital on the
patien|, is based on the amrangement batween the patient & the Hospital, and s in no way influsnced by Koshika Foundation. Hence, the Hosplta! will
assume sale & complote responsiblity of tho troatmant & It's outcome & salety of the patient, and Koshika Foundation will have no robke or responsibility
in T matkor,

vt fiesn, vl W o S wad w Cwifee wrestt 0 Tl om g feerfon o) w4, P v (vee) e g o e o e b

1) w e 5 & whes ol 3 W i F Fef www Tl oo weew W e e v T T o W w o §, R T o e weabt
W fewfofasdh as & vy d “wiiew wEEs” oo v ¥ o ol Cwife W oo soen fied SR by 9o o fes ame & R s
flt s e el wom o et sem W R wen o afss e vew v e F Ere e e § e s e s m a1 e
 west wew m T we T W T el

L “wiftm wwEwe" | & 0 Aeem S A wRi W o W owes m d o wew w W Tvevdien W e il w wee
W Wt W fyes b b i st g el e wn o o) b gl e o O o pe o o et wd o mf el ol v
o wrht d it ot W sfie W fasl o 4 o oeh

RECOMMENDED FOR ACCEPTENCE
it W fn el
Date of Surgery
mﬁmfh 'J:-l Ak
\ IQI' 1 Mame of n"% m] TOS P ;
R _' . TR TN N pET Y a1 W.-u#mmmmm
v 1 FOR INTERNAL USE of KOSHIKA FOUNDATION ~ aaffe awam ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i v | Al TR 2

e ad Jrr

17.11.2025



