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1) By affng my sgnature of thumb improssion on this Form, | (Agplicant) heraby egree & suthorse Koshika Foundation and it's Trustees 1o

use/publsh/pul-uphepieducs my name, address, pholo & details of the *purpose’, lor which such assistance (s requesied/granied, thiough any

mndium_ incleding bul net limited 1o varbal, print, sleciranic, for soliciling donations for Koshika Foundation andior disseminating informatiohabout its

activities/aohvoments. Such use of my ahoto & detalls can be mads by Koshika Foundatlon before or after my treatment or fulfiiment of the “purpose”
for which nessiance is baing mguesiod

21 1 [Appdicant) lurther agrae thal gny such usa of my nama, lﬂﬁm.ﬂuhldmdh&‘pmpm".‘brmm asuisiance i requested/grantad.
wiil nol automalically entithe me for recefving or continuing the sald assistance. The dedision for granting andfor continumg the assistance will nesi Solaly
with fh Trustees of Koshika Foundation, and iheir decision is this segard will ba final and scospiabie io me

1) T8 7E W AW T W AT R e e, § (A S st W e v f o e weem o e e T o dheee W & o oam,
w, A A P gm oy e B, wd S v smil, oy, weEnm gt ogtve o ) e sin aoaferd ® flan fed o e o

# wafts Wt o P afe B At v w e S e el w e d w8 e Cwifoe et st s b

2 & (wrdes) v oW @ wrme f e dn o, wn, o ol e @ B o o Tgted @ wfde b g e e W v W T e e

“gify" e teE e w Py e s s g

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION :
A W TR W

AGREEMENT by HOSPITAL (wewm g ®m1)

By affusng hemundsr, ssgnaius of our Authonsed Signalory for recommending this casa/pafent for financiad gssistance from Koshika Foundation. we
(Hospital| herety affirm & accept followng

1) that we nelfher are presently nod will in fulure avail of financial asséstance from anoiher NGO or any ofher source, for the same panent/case, &5 Wi 58
requeshing o gl from Koshika Foundation, to (he exteni |hal such assistance |s granied by Koshiks . i the recquesled sastante ks nol granied
by Koshiks Foundation, in part or in full, then the Hospital reserves it's right 1o make up the-shortfall from another NGO or any ofhar source. This
confirmation essenilally siates hal the Hospital will not avall any duplicate assistance for the sama patisnbicase from any ofher NGO of any olher source.
2) Tha sssistanoe from Koshika Foundstion s only finencial in ratire. The choice of the trestmentiprocedure advisediconducted by the Hospital on the
patieint, is basad o0 [he arrangament betwasn the patient & the Hospital, and is in no wiy influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & compleds mspomsibiity of the treatmant & it's outcome & safety of the patient, 8nd Koshika Foundation will have no role or responsibiiity
It thus maller

et afien, poned) o s 8 s e st s A S e 1 Rl ) el 8, B (mae) Feeooen W ow s s e b

1) s 7 @ e s 7 give o fafie s TR e doam w Tl see i @ e Sloeet F O w @ o £, B T oo Csifew e
W frefoiwatn sw o w4 st Wt gn wee Wy 8 ol een ot o e Tedly s fy st fee o § o e
farlt o wrelt wee W el s e & w4 w srfesn e e b g F e s o | s il e e Sl el
W e W @ el w8 S s

2 “witfirm wrekwe @ o of werem wee e wgth W bodh W e oo W s w e sveosfien @ T O o e

o b o Tew @ ol i wetm ™ v w1 o v oo b pl o d o o g o obe set it A w9 fedoh dd o e
= ovh sb “wfewm” & Wi gfm W e F 5
RECOMMENDED FOR ACCEPTENCE
=wh % fern sl
Date of Surgery [3) .Kamer» Reza
sty ® .MS. Ll'ﬂJ.ldlﬂlﬁWl"‘
o\ Fcoug

\v R S R R

FOR INTERNAL USE of KOSHIKA FOUNDATION =% awam 17

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

7 BT

18-08-2024



