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usaypobhshpul-updreproduce My Name, address, pticto & detaits of the “purpose”. for which tuch asustance is iequesindigranted, inrough any
medium, including bul ot limited lo varbal print, alectrome, for seliting donatons tor Mashiks Foundalion andior disseminating informabon aboul '
acitiliesiachisvements. SUin use of my photo & dolails cin b mad by Koshika Foundation before or after my troatrment or fulfiiment of the “purpose”
for witeh asgigipncs 1§ being requested.

2 | {Appiicant) kirther agree that any such use of my name, address, photo & details ol this "purposa”, for which sych assistance /s requested/granted,
will nat sutormstically entifie me for recennng of continuing the sakd assstance. The decision for granting and/or continuing e assistance will rest solely
willti the Tristees of Koshika Foundation, snd their decishon is this regard will Ba final @nd accepiable 1o me

nmmwaﬂmwdﬁ:‘lmm.imﬂ;mm:&ﬂm{m“ﬂmmﬁwW'ﬁMmithm.
wn, i a2 P g v e &, w0 ST Te m.m@v@ﬂ;ﬂﬁﬁﬂmﬁiﬂﬂﬁnﬂﬁmm
ﬁmﬂulmimmhﬁrmﬂmiimiw&umﬁﬁ#ﬁm'mm“uﬂmh
:}ﬁ{m}wmﬂmtﬁww.w,esaﬁﬁmﬂhmﬁqﬁiﬂntgﬁm:mﬂmﬂmnnwﬂ

“ sifs” owy zew wfivd W e sl s e O e

mmmmmnmmmmm:

AGREEMENT by HOSPITAL (w#@m &R F01)

By affuing hereunder, sgnalure ol our Authariged Sigratony for racommending (his case/patient for financial assistance from Koshika Foundafion, we
(Hospital) hereby uffiem & accept following: _

1) thal we neithier are presantly nor wil in future avail of financial assistance Irom anothar NGO or any other saurce, for the same patienticase, g8 we are
requesiing 1o get from Koshika Foundaticn, (o this sxtant thal such assistance 18 granted by Koshika Foundation, if the requested assistance s not granted
by Koshika Foundation, I part or in full. then the Hospital reserves it's tight to make up the shortfall rom another NGO o any other sourca. This
confinmation essentially staies Mat the Hospial will nat avall any duplicate assistanice for the samn patenticase trom sny other NGO o any other source.
2) The asseiance from Koshia Foundation is anly finshacial in natute. Tha choioe of the treatmentiprocedurs sdvisad/conducted by the Hospital an tha
patient, is basad on the amangeman! behwest the patient & the Hospital, and is in no Wiy influencisd by Koshika Foundalion, Heonce, the Hospital wil
ansuma sole & complisie responsibiiity af the freatmant & It's outcome A safety of the patient. and Koshika Founcation will have no role or responsibility

in the matior,

wm,mﬁmﬂmﬂ“mm“ﬂmmnmmﬂi.hﬂtm:nﬂnm#m-vhmwﬂq
l}llftﬂi-iﬂﬁ!ﬂ.ﬁﬂﬂﬁhﬂmﬁ#hMiﬂﬂwﬁlﬁﬂ#ﬁmm#ﬂiuﬂﬂtﬂhlﬂ'mm'
-imwimﬂ‘mmﬂ'mmukllﬂ‘mm'mmﬁmhwihwiim i
mﬂhqm&mﬂmmmﬂwﬁin-ﬂyﬂmhwgdmwmiﬁmmmnmnm
W wowi sem W fwdl s w0 R
z,‘mm“*ﬁﬂmmmﬂﬁhﬁiaﬂwmmﬁrﬁmntﬂﬂmm-awﬁ@im
i‘iﬂmﬁmtﬂt'ﬁiﬂmm‘mﬁmmtﬁmﬁtnmmdﬂr&imwﬂtmmﬂwﬂhﬁnﬂﬂm
ﬁﬁ#*mﬂm'ﬁﬁﬂwfﬁwﬁwmﬂa&ﬂ:ﬁl

RECOMMENDED FOR ACCEPTENCE f 2 g
W R L
Dateof Surgery | I/ . MIPATHI N
sivtm ¥ #ig 1 35'- / X8 K. ana
= Bt GO FroS A Saantn oliu
| (Nai#e of Dr. & Regn. No:with Stamp: il of Mosti
lS" ?h b - R W AR PR AR :

1IN of

17.11.2025



