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1) By affiing my signature or thumb impresson on Mis Form, | (Applioant) hereby sgree & authoriseKoshika Foundation and Ts Trustoes lo

use/publishiputl-upreproduce my name, address, photo & details of the “purpose”, for which such assistance is requesiedigranted, through any

medium, including but not limited to verbal, print, stectronic, for soliciting donations lor Koshiks Foundation andior disseminsting information aboul i's

activities/achiovements. Such use of my ghota & details can be made by Koshika Foundation before or aftar my reaimont or fulfiiment of the “purpose”
for which ass=stance & being requesied

211 (Applicant) lurther agrea thal any auch use of my hame, address, phata & delails of the "purpose”, for which such pesistance i requesiedigranted,

will nat automatically enfitte me for receiving or conlinuing the said assistance. The oecsson for granting andior confinuing the assistance will rest sobaly
with the Trustess of Koshika Foundation, and thelr decision is this regard will ba final und acceptable to ma.

1) w0 wer 9 ave wemet woadwd o om e, A (omies) arel wene W) e woe of o “wifre st ol ek amid " w g s o i do
T, w3 sl A Fewen g v F e 2, 0 “sifew” T e, weenw o et @ 8 nfiieleg s el & B e 6w e

Wy 5 & fg aifesn St W W P O pe ¥ o w W oW ¥ fe il wedert = afiess

2) & (i) ynown @ ween of v wm, om, 38 sl P o) S memen o agtvdd @ wfle & g@ e weree w0 wewse ol g iy 4

*wifiren ™ v sud =nfol W Fofe wfim b el ¥

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION :
soPoE ® TR W W W e

A

AGREEMENT by HOSPITAL (wmm oo )

By affixing harsiinder, atur of our Authonsed Signatory ior recommanding this case/patient for financial assistance from Koshika Foundation, we
(Hospitalj heraty affirm & accep! following:

1) thal we neiher are presently nos will in future avail of financial assistance from another NGO or any other source, for the sama patientcase, ag we ore
reguashing o gel from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation. If the requesiad assistance s nol grantad
by Moshika Foundation, in part of in full, then the Hospital reserves il night to make up the shortfall from apother NGO or any other source. This
confirmation essentally states that the Hospital will not avail any duplicate assistance for the same patisnt/case from any other NGO of any other source.
2) The assistance from Koshika Foundation i only financial in naturo, Tha choico of thie restmentiprocedure advised/conducted by the Hospial on the
patient, is based on the arrangement befween the palient & the Hospilal, and is In no wayy Influsnced by Koshika Foundation. Hanca, the Hospital wil
psaume sale & compinte responsibillly of the treatmant & it's cutcome & satety of tha patient, and Keshika Foundation will have no rale o responsibillty

in the mattar

it sfewn, Tt W s @ Tl W e st 6 el aeen iy fiewfte o w8, Rl v (eeen) B e @ ors w el w e b

1) w% & 7 3 wiem s 0 ofa o fifim sgm fed & seedl dm o fs s v A oo e d W oo B £, W9 T R Vet T
A fawimdviy e % wan 4 “wfew st g e gy e b ool Cwifee Wt g weee fedy s B e S o oo s
ol oy wowrd) v w el e T @ e W R e e T b o e F e s o | fe s il T e ddva i fel
#y et wam w el s wE W OE EER

1 “wifr wrrdv” @ o 7 Wy Swe fufim wsf & ) B o verew g 9 of wawon fod b Trevefies W h oo peE.

o e w fewn # sty “wife wzstn® o el e w w oo b el e F 08 o pew g sbe st ok W) il P Bl ol o

- v ol e o T e i e

RECOMMENDED FOR ACCEPTENCE
W fom s }7 Mlluf
Date of Surgery T4
vt %) i W eI
i W :
21\ 2023 B %ﬁ‘w' e aat oot
St 7 ) ECR R ol o]
4R INTERNAC USE of KOSHIKA FOUNDATION  aiits: 2 77
SIGNATURE of TRUSTEE 2
1 T 2




