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1) By affiing my signature or thumb impression on this Form, | (Applicant) herety sgree & authorise Koshika Foundaton and II's Trustess 1o

use/publishipul-upireproduce my name, address, pholo & deialls of the “purpose”, lor which such assisiance |s requesiedigranied, inraugh any

mmedium, including bist not imited o verbal, print. electronic, for saliciling donations for Koshika Foundation andior disseminating information about iT's

petivition/achisvemants. Such use of my pholo & details can be mode by Koahika Foundation belore or afler my treatment o fufiment of e "purpose”
for which agsistance is being requosied

21 | |Applicant) further agree thal any such use of my nama, address, pholo & details of tha “purpase”, fot which such assistance is requesied/granied
will not mutomatically antie mae for receiving of continuing the said assistance. The decision for grantng and/or continuing e esistance will res! solely
with the Trustess of Koshika Foundation, and their decigion ks this regard will be final 2nd acceptable to me

1) V0 Ux 9T S wemeT u sk wd wm e, A (st welt wndh o gfe wom f o “wifen et st sk Smind e s e o 9o
v, A st o fewen gn v o o §, e st T Al TR, e et agti @ o sl sl esfand ¥ el fel & T Se

# we W % o g 3 v W fe d oy ® et m oW @ w8 f Csife i n S st b

1) & (o) W o A s f TR Sowm, o, w2 ol faere o fe o o aied W i § G0 T W W PRSP 9

St ooy Tt aufied w fedy s ot it W

APPLICANT'S SIGHATURE OR LEFT THUME IMPRESSION
mtrs % pee w Sy w fo

e

‘JWWI

AGREEMENT by HOSPITAL (w#mm gm wm )

By sfiing hereunder, signature of our Authorised Signalory for recommending this casa/patient for financial assistance from Koshika Foundalion, we
{Hospital) herety affirm & accepl following:

1) that we nelther are presently nor will In lulure avell of fnanclsl asststance from ancther NGO or any other source, fof the sama palientcase, 09 we are
requesting 1o get from Koshiks Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assisiance is nol granted
by Moshika Foundation, i part or in full, then the Hosplial reserves IUs nght Lo makes up the ghortfall from snother NGO or any other source. This
confirmation sssentslly ststes that the Heapital will not aveil sny duplicate assistance for the sama patienicase from any other NGO or any olher sourcs
2) Ths assisinnce from Koshika Foundation is only financal in nature. The chokos of the treatmenliprocedure advised/oonductad by the Hospital on the
patiant, in basad on the arangement betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hosplial wil
assume sole & compiele reaponaiblity of the reatment & it's cutcoms & safety of the patient, and Koghiks Foundation will hayve no role or responsibiiTy

ir e mattar

mm_mﬂm#mﬂuwﬁmﬁ"immonGMI.MN{MJanw-mmII

1) W f % v bt vt v F Pt e fedt A wonl s @ fel o wle o e e o R o B 99 e vt e ST
# St i T ¥ W § s TR o o i s o Cwim wedm g s el e i s W) e wm fa e
fod e el wen w fah o v @ W A4 W s g T b e o v wn o § T e Tl s e demnt o Rl
hi sl wivm m Pl sem e o) vl

T e gegm— e R R R R R R R B R R R R R R R

% dry w2 fren § o e wrseae o fed ven w w o o b pefied peme A TR € st W wr W W fmsf T e
o aift she “sifm o wl s w Pedol o oo f;:;?

\ FOR ACCEPTE
\(\‘jeﬁ.« RECOMMENDED FOR A NCE O\

wih % fog degiy -

prrbaeplng b‘;:‘:g;wmm CHARAN MASSEY
i af Authorised Signatory
20 2.3 o BO0NSQME/38 o g RNy o e
T W T W e 79 o v wea it sl
FOR INTERNAL USE of KOSHIKA FOUNDATION st 7w ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=il T | =T w2

T B E

141212022




