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was requesied by me

3} 1 haretry condrm thal | have not & wil not n future. avail of rembursement, in part of i ful, from any other source’employerfinsumnce company, of this amourd

for which this assistance & roguested

1) ¥ vy e § e g wes 4 AR 00 W e N0 SR § SR WA OE w0 & SR S e W e e o @ A 50 oee e Wt w weil )
2) % @ o wes oy “wiE W, @ @ o § e aven o e ) g @ e fem v, o @ o @ g na

1) 8 g won { e faw wem T v ek W) ol 8, T oo w0 wfes @ wen e el e el weel 3 1 o o sl @ e F )
AGREEMENT by APPLICANT (305% 0 %01)

1) By afficang my sgnalure of thumd impeession on this Fom, | (Appicast) hereby agree & suthornse Koshiva Foundation and it's Trustees to
use/publistVpat-upireproduce my name, address, photo & details of the “purpose”, lor which such assistance is requesied/'granted, through any

meadium, inciuding but not limited 1o vertial, print, electronc, for solciling donations for Koshika Foundation andior dissemsnating Informsation about s
activities/achiovemants. Such usa of my photo A& datads can be made by Koshika Foundation bafora or aftar my ireatment o fulliiment af the “purpose”
for which assistance is being requested.

2) HApgiicant) further 2gree thal any such use of my name, address, photo & details of the “parpose”. for which such assistance |s requesten’granted,
wil net automatically enlitie me for recesving or continuing the said assatance. The decision for granting andior continuang 1he assistance wil rest solely
with the Trusteas of Koshika Fourdation, and their docison is this ragard will be final and acceptable 1o me

1) W vy st st e w ot W we w4 (spbow) sod weslt o gfe won f o “sife st o T sl w1 adegn v f e g0
v, oid st 9 fomer g wsr i 2 o Veen” ve sl o3, wew g agte @ ot el ot aeferdd & fed el @ v sas

& wafm wid % firg aifegn 1 8 wor o fewe At pre @ WA @ ws W@ € g Cwime sl o sl sy

2) # (wrw) wowm e % %0 om, e, o sl fewee @ s owee o ogded 8 sfde § g@ e wooe = e A v e

“wifem” ua aes ald W Prde afis o wuad B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !

v @ w2 w o fej. -

’

ENT by HOSPITAL (vovms oo %3)
By afixing harouncer, of our Autharised Signatory for recommanding this casa/pationt for financial assistance rom Koshika Foundation, we
(Mospital] heraby afferm & sccapt folioweng:
1) that we naither ara prasently nor wil in future avall of financial sssislance trom another NGO or any oiher sourcs, for the seme patient'case, a5 wa are
requesting 1o gat from Koshika Foundation, to the axtent inal such assistance it granied by Koshia Foundation. If te requested sssataace is not granted
by Koshika Foondation, in part or in full, hen the Hospital resarves s right to maka up tha shorttall from another NGO or any olher saurce. This
confirmation essantially stales that the Hespital will not avail any duphicate assistance for Ihe same patent/cass from any cther NGO o any other sourcs
2)mmmmrmmnmynmocumm.mmammmnmmwuwmw
pabent, Is based on the arrangement between the patient & the Haspital, ond is i no way infusnced by Koshike Foundation. Hence, tha Hospital wil

':‘o:-mm&mueu responsibilily of the traatment & if's autcoma & safoty of the patient. snd Keshika Foundaton wil have no rolg o respocrsitilily
maiter

vt Ay, vied ¥ 3§ ot Wt el sere @ fafe T iy fedie %3 @ 8, Pl v (reee) frr e @ s w v s

1) % & 3 3 s obeow ) sl F el e fel & wonl s @ el s wie @ o ddeed R @ 8 of 8, 38 s e e e
% Tt ind v & w1 " eifn wvat oo we i oo Ceen wisde® pe e fesfn slesaseTy iy v W Bew e f A e
el s A et v w el e O e B W s g v e g ¥ we we 9w b e s Sille wor ser Diee gy e
e weed wea @ il = W @ A0 A

2 “wiftre srsdea” A W nl wee e B agh W &8 e go 9 o vaw w S ol rveueies v e o o g

% viw o fovw & of “wfom TRt o0 Al s w1 S con o b orst g F O % g e s st O w0 Feoll 4 o reer
o gt b “wifire® W S e @ ol e oae F o g

RECOMMENDED FOR ACCEPTENCE /

32 i 4 v W fe sty s = 2
Mdm ’ . 15 OPFNYHALA G Wity w YA I ; \I\\' 4.
S OQ'RQP'% \ri&j%ﬂ d’l:lnfi. Sy “W'f prer
Bé.-12 6]9 (Name of Dr. & Regn. No. with Stamp) Do ﬂ:-wl,‘mm.,m, Slgpatory
TRIR WU IRl WY W P e sl
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #1=fT% Tvdn 7]
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il v |

S e

»

14.08.2019



