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2) | sciemndy confirm thal assistance. if recotved from Keshika Foundation, wil be used only foe the “purpose”, as stated in this Form, for which such assistance

was roquesied by me.

3) 1 heroby confiem that | have not & will not in future, gvad of reimbursement, i part or in full, from any other source/empioyerinsiurance company. of he amount
for which this assissance i requested. 'I

1) 4 v wem f 15 T wew & RS nd wd fesn 48 el & sy we Wi § wfe WY feen w wor e ve wm § # 39 woen fia @ w wed

1) 4t o * woun 7 “sifirer setm”, 0o w o £, e Tedy o The @ o & Bl g wdw, @ W owa f w o &)

1) § gz won ¢ s fm wnew 3 v én W of £ O w afns w v e e S ohsSsteend werd @ 3 W fm € ol v @ ot O o
AGREEMENT by APPLICANT (3tew 1o wot)

1) Ly alfixing my signature of thumb impression on (his Form, | (Appiicant) heroby agree & authorise Koshika Foundation and it's Trusiees o

use/publsnput-upeproduce my name, address, photo & dotads of the “purpose”, for which such assistance i requested/granted, through any

medum, including but not fimited 10 verbal, prnt, efactronie, for soliciting donations for Koshika Foundation andlor disseminating information about It's

acvtas/achiovoments. Such use of my pholo & detalls can be made by Koshika Foundation before or aflor my treatment or fuiment of the “purpose”
for wiich aseStance is deing roquested.

2] | (Appiicant) forther agree that any such Use of my name, adcress, photo & details of the “porpose”, for which such assistanco Is requastadigranted,
will not automatically ontitie me for receiving o continuing the said assistance. The decision for granting andior continuing the assistance wil rest solely
with the Trustaes of Koshika Foundation, and their dechiion is this regard will be final and acceptable o me

1) T ET W W e W sivd o o e, & (niew) sl weel o Yo wm { W Cwifow wiine sl we s C oW sfoa won f % do W,
e, otd ot @ feern g v o e ¢, T iR T S, o7, wenw Rt agtve @ el o s € i feslt @ v e

3 yufts wed @ fg st 0 wor w0 fee 2L pew @ ol @ e 2wl E B Ceifre wdmt v e sfoe )

2) & (svte) W @ v { 1% % T, v, 912 o e o 6 wpee ¥ wgted @ wfids § 59 v wrem W veeR o vem e d

*wifhe” o Tee ied & fede o o et o

APPUCANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wits ¢ pavt = W w

AGREEMENT by HOSPITAL (yemm g wot)
By affuang harsundar, signature of our Authonsed Signalory for recommending this casaipatiant for Enancial sssistance from Koshia Foundasion, wa
(Hospiial) heredy affiem & accapt following:
1) mat we pekher are presanty nor will in fusure avall of financial assistance from another NGO or any other scurce, for the same patierdcase, a3 we are
roquesting o get from Koshika Foundation, 10 the extent that such assstance is granted by Koshd Foundation. If the roquesioc assistance is nol granted
by Koshika Foundation, nmahmmmwmmrsMbMUpnmmmumummm This
confirmation essentialy states that the Mospital wil not aval any dugicate assistance for the same paienlcase from any other NGO or any ather source
2) The sssistance from Koshia Foundation i only financal in nature. The choice of the treatment/procedure advsediconcuciad by the Mospital on the
patien, is based on the arrangament becween the pationt & the Hospital and & in no way influenced by Koshika Foundation Hence, the Hosphal will

assume soie & compinds responsitilty of the freatment & if's outcome & safety of the patient, and Koshika Foundation wil have no role or nesponsibilly
in the matisr

vt sy, waet W i @ oot o “wife et @ fefee e b et o wf §, PR e (reeem) Bror owen § s w wlie vt

1) e e o 7 wins ol 3 W o of Sl wpen Sl &t weed veor @ feal e wle @ ve SR F 8w R o 4, &R e et teifoe sastet
8 frfin fefh v ¥ W F “wifow vt oo e 1 R Csiom st ge s Tt sfoewen B s e e | o e
feid = & smoed s © sl o e @ wpem @ W dfven gder e bW e d W e e € e i e I e iy Al
& woe oo w fel o wer @ v by

2 “wifrw e @ # of mre S A vl o b of s v po 8 of s @ el ot rresfes w g 8% o peaee

& W w fewn § ol Cwifom wees” oo AR set W e o o i el g A 30 @ pe goe S sed wd ot festol 99 o e
o wrh s e o W v fsiof woasd @ od

RECOMMENDED FOR ACCEPTENCE
whopfl ® forg wefy
Date of Surgery = W ey
b Dt PWos‘mh o~ mw
(Name, & Sham Signatory
2-5-19 ith Stamp) ‘o beat of Hosptal)
Ty )| AR B o
mmmuuseammmmou m:«h% s kyc Hosy pitai Road
[§N l Sluw \
SIGNATURE of TRUSTEE 1
T ﬂmz

7 it

20.12.2018




