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2) | solemnly confirrn thal assistance. f received from Koanis Foundaton, will be used only for the “purpose”, me stited in T Form. for which such essintance
Wi meguEsied by me

) 1 harobry confrm at | have not & will not in teture, avail of rembasement, in part or m full, from any other sourcefemployerinsurance company, of he Emount
far which thes assistance & requested.

1) & v T f e g w2 iR wd e e 50wl ¥ s oA o m B it w] fern o wen e wn we § 8 98 e e W wm e B

1) % g W wwwn o s s, 0 o o oft B, woe amdn aib wkee o) ol W el Bew e, o e wen F W o

3) # e wm f e fam won i = i 9 0§, w ofn v affew @ e e el e ofrieai w6 o W e d ob 3 @ wies F o
AGREEMENT by APPLIGANT {sma=s om %)

1) By affung my skgnstuns or thumb impression on this Form, | (Applicant) hardby sgree & suthorise Koshlis Foundation and it's Trugiess tn

ueepublishiput-up'eproduce my namo, sadiess, photo & details of the “purpose”, for which such sssistance is requotted/granted, hrough any

madium, including bul rot Umiled to verbal, prnt, slectronic, for soliciting donations for Koshiks Foundation and/or disseminating information sbout it's

sctivitisy/achirsamants. Such use of my phalo & details can be moda by Koshiks Foundation bilors or afler my treatmenl of fulfilmant of the *purposs”
for which assistance is being requesied.

2) | (Applecant) further agreo that amy such uie of my neme, address, photo & detalls of the “purpose”, for which such assistance & requaTled/grentsd,

will nal autematically entitle me for receiving o condinuing the said assistance. The decision for granling and/er continuing the assistance will st salely
wilh the Trusless of Koshika FoundaBion, and thair decisan iy this regard will ba final and poceptable o mo

1) v vy arr v W st o wr e, (ot arell wenlh o) gfe s o ot wtte oy see il C W sfog w9 o
o, Wi i W fee o F w4, 5 Cwifee” we s, v wenw ot oagten @ gl lfe s e ¥ B Rl S e we

% waits w1 % fom sfegr b9 v W feen O pEe ¥ opd o 9w ¥ e i i 3 ol e &

1) & (smiew) 8 w6 owrw o e g ), e, 9k sby e ofl I wee % gt @ wide & OR v T W e W) T wE o

“wifevn ™ ) T =l W b wapad dm

APPLICANT'S BIGNATURE OR
spiw ¥ R W W W

AGREEMENT by HOSPITAL (W g0 W)
iy affixing hansunder, ture of our Authormad Signatory for recommeniding this case/pitiant for financial sssistance from Koshika Foundation, we
[Hospital) hereby &ffirm & accepl foligwing:
1] thast war risithar mre presantty ror will in futere svad] of financial asslstance from anolher NGO or any other source, lor the same palient/case, ns we Bre
reguasting to gel rom Koshiks Foundation, 1o the extent that such gssistance is granted by Koshiks Foundation. If the reéquesiad assistancea is not grantad
by Koshike Foundatian, i part of in Iull, then e Hospital reserves il's right to make up the shortfall from another NGO o any other source. This
corfirmation essentally states thal the Hospital will nol avall any duplicate assistance for the sams patient/case from any other NGO or any other source
2) Tha estistance from Koshika Foundation is only financial in nature, The cholce of the treatmentiprocedure advissdiconductod by the Hospital on the
patisnt, ks based on the srrangemenl betwean the patlent & tha Hospital, and & in no way Influenced by Koshiks Foundation. Hence, the Hospital will

e sale & complele responaibiity of ihe treatmont & IU's oulcoma & safely of the patien, apd Koshika Foundation will have ne role or responsibiiing
in the mattes.

vt afewn, wemwh o s 6wl o sife st Al s fg feefon o w8, B () e e @ e v wier g

1) = fe 3 @ wiww ai @ wfe F fafm e faed o owoel W W Tl s i W T Dl F W ow A oo F 8 e v S s
@ foodn s wwe % way d s arew g wex iy fs ool st st o wpen Ty sfneeen ty v e few am § o s
fodt seu fr wowrd s W Pt aen s A T o W et e e & w0 g o e s m & e o ffte e T il iy fad
#r wroft sivem m Pl s wm R ot A

1 “wifees wrrvR" # ot ol wwvem wen faf wafh o & ol o e g D of e W el e aveuiEen W g R O e

# s feve b ol St wrrde g Sl wen o oo o B gt s o 0 o g g ol et el ) el st Bl v wrem

wi Wit ol “wifiee”™ % wif wfewm m fadet o d ol e \ 4
RECOMMENDED FOR ACCEPTENCE
@o—‘// i % fo de \}m/ "
Dt Dr. WAFI ANSARI ASSE

MS
S L I

FOR INTERNAL USE of KOSHIKA FOUNDATION  3=fts wam 1

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | . i e )

i AP




