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2) | sclemnly confier that sssistance, ¥ received from Koshika Foundation, Wil be used only for the “purpose”, as stated in this Form, for which such
wWis requesiod by me.
3) | hereby confiem that 1 have not & wil not in future, avail of reimbursement, in part or In full, from any other sourcalemployerfnsurance company., of the
for which this assistance is requested
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1) By affxing my signature of thumb mprossion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and I's Trustees 10

usepublishiput-uplreproduce my name, address, photo & detads of the “purpose”, for which such assistance is requestodigranted, through any

medium, intuding but not limited 1o verbal, print, eloctronic, for scliciting donations for Koshika Foundation andlor disseminating information about It's

activities/achievements. Such use of my photo & detalls can be made by Koshika Foundation before of afier my ireatment o futfiment of the “purpose”

for which assistance Is being requested.
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will not automancally entitie me for roceiving or continuing the said assistance. The decision far granting andior continuing the assistance will rest solaely

with the Trustees of Koshika Foundation, and their docision is this regard will be final and accepisbie 1o me

1) T A1 S A vt W e W wn e, @ (smivw) vl wesfy o) P e § ot “wifen wertes s wed cmi " e e won f % So

o, 9 sl @ fevn g v o difer f, T Cwifon ooy oR, R, e et setrs § g wiifed sit reefed o fied Sl & s Sy

¥ yefie wel @ feg sfugr b 3t gns W feew 9 e ¥ W w et @ R e Celfw et v sl sl

2) } (swiew) yo o @ wpme { e B0 ws em, w2 ob ferw @ B woen ¥ Tged @ wiie € i v o W e o v el o

“sifre” v 0% =ufed W fely ol b wepnd vy

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
sits ¥ e W i W e

~ AGREEMENT by HOSPITAL (yioum pu wut)
By affoang hereundor. signiture of our Authorised Signatory for recommending this case/patient for financial assistance from Kashika Foundation, we
(Hospital) heroby a¥em & accept
1) that we neither are peesently nor will in fture aval of financial assistance from ancther NGO or any othee source, for the same patienticase, a5 we are
fequesting 10 get from Koshika Foundation, 10 the extent that such assisianca is granted by Koshika Foundation, If the requesied assastance is not granted
by Koshika Foundation, in part oc in Sull, then the Hospital resorves IT's right 1o make up the shortfall from another NGO or any other seurce. This
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Z) The assistance from Kosheka Foundation is only financial in nature. The choice of the treatment/peocedura advisediconductad by the Hospital on the
patient, is based on the amangement batween the patient & the Mospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

sasume sole & complete responsdiity of the treatment & it's outcome & safoty of the patient, and Koshka Foundation wit have no reie of responsibilty
in the maller.

Fat sfeg, vl W siv @ woddd o Cwton st @ fafm W vy feerte W w4, fd v (prome) e sex 8 e v slen wnt

1) W fe 1 n whos a3 ofes o falve soee el 8 soed s @ fel e i @ oe Ol F o w @ o & e pst S wifoe st
¥ frofendidt sor ¥ wan § “wifeer wrtee® po e iy e b SR U eifoe st go s fedh sfeaen By wep 9 e e & # aeee
el 5 bl s W el s wamer d s 8w o e v b e € e e wn § fe s fol See Te SR i e
& wowrl) gem W fedl = A W ) e

2 “wiftm water” ¥ W of swrem e e st W & 00 woveen o @ o e w fed W TvesfEw W T O o T

% de W vy § ol Cwifow st on Sl ven W wi T T ol e 0 @ pow gow o3 st ot ) B fedcd 97 o8 meee
ot vl ol “wifow” w1 Wi e w faecdol ool F

AN
RECOMMENDED FOR ACCEPTENCE \
A e wheht w fer ey g e
Date of Surgery : " -
ak ke o pharm gingh ksse’: :
e <y ad {Name, De w Signatory
i SR ¥ ot
OR INTERNAL USE of KOSHIKA FOUNDATION m‘%ﬂg‘
sacm;pge of TRUSTEE 1 SIGNATURE of TRUSTEE 2
W |

7 TAE

28.04.2018




