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*) By aflinng my sigrature o thurh impreasion on this Form, | (Applicant) heroby agrae & aulhorise Koshika Foundation srd Ii's Trustess 1o
useipublshiput-upirepecdoce my nams, adiress, phalo & detals of the “purpese”, for which such assistance 15 requestedigraning, thraugh any
mecium, inchading but not limiled (o varbal, prin, esstronic. for soliciting donesons for Koshiks Foundation andior ciaseminaling information aboul s
acliviies/achmvements, Such usa of my photo & detai's cen be made by Keshika Founcation befora or aftar my treatment ar fulfiimant of the “purpasn”
foe which assiatance is being requested.

2) | (Applicant) further egren that iy such use of my name Bddress, pholo & datwls of the “purpose’, for which such sesstance s roquasiacigranied
wik nol automaticaly eolitle me fr recaning ur contirming the ssid aagiglance. The dacision for granting ancior conlinuing the assissanca will rest Soledy
with #a Trustess of Keehika Foundabon, and their decision Is this regard will be firal and soceptable % me.

1) W 99 50 sod wemer W A0S Wy e, F (smtew) s wean 9t e W o Ceifion weim oh e ade " =t wfew w0 € B dy ww,
., Wi AR R e w71 S ¥, 30 e T nE, 09, ea (et aivn A e s e @t fed) o ser sro

| yaftn w1 ¥ S sl iné&mwﬂmﬁtm&vﬁmmiw*m‘ﬁ&mm'qmmt

) % (wieE) W A 4 e % 0w, v, whd s fowr R e v 8 v 3 vl § g0 s wEom W v A0 wenl s R @
" UTE IR miEa m Sein 3 o et v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : - o
FAren W wever W EE W e et Rr \.

fosyany
Y

AGREEMENT by HOSPITAL (¥t g0 =)

By afixing hareunder, slanature of our Authortssd Signalery for racommending this caseVpationt for fingncisi sssislance from Kashxa Foundaton, we
(Hospital) hersby affimm & acoept foliawing:

1) that we neither are presently nor will In futura svall of financlal assistance ¥om ancther NGO or eny other sowce, Jor the same patianticase, as we ars
requesting 1o gal frant Koshka Founcation, 40 the extent thal such assistancs i gruntod by Koshika Foundation. i the requested 8ssstance is not granted
by Koshika Foundation, in part o n full, then the Hospial resarves '8 right 1o make up the shortial from anolher NGO ar any cthor source. This
canfirmation ssasntialy statos that the Hospltal will not avail any duplicate assisianca for the same patenticase wrom any other NGO o sy other source.
2) The assistance from Koshika Foundstion I only Snancial in nature, The choice of the treaiment/procedure advisediconducied by the Hospital on the
patient, is basad on the arangement batwasn the patient & the Hosptal, and & In no way influenced by Koshika Foundstion. Henos, the Hospitat wit
assume 5ol & complete respansiiity of tha trastmant & #'e oulcoms & safsty of the patiert, and Koshika Foundation wikl have no roe or responsblity
In $he matter.

e wign, vewh v st # g w el eyt | fefre T B forlin W wft €, Frd ww (vemm) e e arw o sl s

1) % 78 37 wive s 4 o) sfea of S weon el N goed vers @ G R A A v S § S Ak 9 & vt Ysifow gty
W Profonfierin 3w % e A *wifon et o T R b o st s g v fod st 1 T 96 e o # A e
Mmﬁzmmwmammﬂmtﬁmmm.mtawmimmeMMWmmmnm
R wowi W w fed s e # A

2w w8 ol e s S gk o b g @ i e w e s W g B oy

% e W foww § o e wrre g S TEn W R v o v v O S e gen bt s wd v el Srih S e

wi wit s st Wt S gloe v Freted e of st il

N 5
N\

Date of Surgery A
st ¥ i i N T
R 3 (Name, Designation & Stamp of Authorisad Signatory
me of Or, & Rogn, No. with Starpp) ~ oy onbehall of Hospital)
{'g\ “\\(‘ Mml,ga:rgmiﬁn U7 S 1 w v e it
FOR INTERNAL USE of KOSHIXA FOUNDATION  arafes 3w ¥
SIGNATURE of TRUSTEE SIGNATURE of TRUSTEE 2
Ht P |

7 A

v S

L

30.05.2018



