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1)1 heroby confim that ak detads in this Form are True 1o the est of my knowledge. Any false statemant wil render my Appication & ongong assistance, If any,
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2} | solemnly confem that assistance, f recasved from Koshika Foundation, wil be used ondy for the "purpose”, as stated in this Form, for which such assstance
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1) Ly afong my sgnature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusices o

wse-publishiput-upireproduce my name, address, photo & cetalls of o “purpose”, for which such assistance is requestedigrantod, through any

mogwum. mciuding but not limited 1o verdal, print, electronic, for sofciling donatons for Koshika Foundation and/or disseminating information about It's
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AGREEMENT by HOSPITAL (vwems 0 wut)

By affoong hereunder. Lignature of our Authorised Signatory for recommending Ihis case'patient for financial assistance from Koahika Foundaton, we
{Mospital) hereby afrm 3 accept
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regquosting %0 get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. N the requesiad sssistance i not geanted
by Koshika Foundation, = part or in full, then Sie Hospital reserves It's right 1o make up the shortfall from another NGO or any other source. This
confirmabon essentially states that the Hospal will not svall any cuplicate assistance for the same patienticase from any other NGO or any other source.
2) The assstance from Koshika Foundation is anly financial i nature, The choice of the roatment/procadure advisediconducted by the Hospitsl on the
patiant, in based on the arrangement between the patient & the Hospital, and Is in no way influsnced by Koshika Founcation. Hence, the Hospital will

assume sole & complete responsbility of the treatment & il's outcome § safety of the patient, and Koshika Foundation will have 5o 1ole o responsibilty
i the mater.

wirt g, vemed W st @ Wik W e wrtve” ¥ fefre woes vy i @ wE , B v (rees) B R @ w s e b

1) wg f 2 o whor abt w @ ofees o fufis e feat B wond wees @ fedd e O T Olves d W w A o L, & oo e erRm
o firafmfiedy v # v § “sifion wrrtm” po wee iy fe ol Ceifon wrdmet pu upes fedt sfeowen B s o e e § ol e
faill w= i el wen w el W e @ e 8w st e tee s e we v wm | e seeow Tl S e e iy el
et wem w fell w= wes @ o el

1 “wifwm wrtm” ¥ ¥ nf sose e el sl W 0 w e po 6 of wer w feR ™ TTaEe W g R o e

¥ 6w fewe £ sl i wrsbmt oo el v e vem o B il e o 9R ¥ pre goe sk s et 9wl fesol Of od e
v ol Cwfrw” ® W i w fetot wooet 0 ol

Date of Surgery
shim ¥ mtw
\7\“\\0\
FOR INTERNAL USE of KOSHIKA FOUNDATION PR3 Bangalore - $60 002
SIGNATURE of TRUSTEE { “STGNATURE of TRUSTEE 2
T e | T 2

Y  EAE

20.12.2018




