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will not automatically entitle me for receiving or eontinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable to me.

I) W vtr':r vt q{{ rRIm qr .'{'lB or BN Hrrr.['{, d tgflsq6r s{Ffr' ql|qln vr S& 6,Gr ( ng "eifrmr qrdgYlr ,qt( Bq+ qd?ir " 6i qnr{n arm { fr *n rn,
ydr, stci 4p q ft*rur w qfi { dfrfi t, Ed urr}fiHln qcqqrs, qE, qrmmr 

5Ft qitq * g6 ffin#rdf qi{ scf,Frd,tAt+ mO g yqr qtqq

* rstRc t.{i * fds s{Frfi tr it vqr u k{q it {flq d crd qt qK i *,d + frC "slfirfl r6r$Crn" s qrfr artrqa tr

2){(o{r+ffi)wslqtv6m(f6hrrc,.m,staS{frs{qdf6siBilr+s$rdtrfrlfitt*se,slr{rilE'rffifi1ffq4m1qqqqq{
'EiRtal'qctsr+ qrfg.If qr fqliq $Ifdq qh srur6r0 lh[r

'1 
I By affrxin.q my signature or th

use/publishlput-up/reproduce nt photo & details of the "purpose", for which

electronic, for soliciting donations for Kosh

&b th ison IFormimpression hereby agreeum

na addressme,

notummedi nclud but toimited verbal print,ins, it's

+,r( / l?$ 4t'+l/)

a

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION

srdffi+trrarqr{qerdfif{Yfli

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirrn & accept following:
'1 

) that we neither are presently nor will in future avail of financral assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assastance is granted by Koshika Foundation. lf the requested assistance is not granted
by Koshika Foundation, tn part or in lull, then the Hosprlal reserves it's right lo rflake up the shortfall from another NGO or any other source. This
confirmatton essenttally states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.
2) The assistance front Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisedlconducted by the Hospital on the
patient, is based on the arrangenterlt between the patient & the Hospital, and is rn no way rnfluenced by Koshika Foundation. Hence, the Hospital will
assume sole & conlplete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.

Ettt sr&E(, ERIcfi s1 sft t qrrd,tFft 61 "siftrfl r6'rir+qnx t fqftq roq-n ig fiffirRfl ul qfr t, fuii rq (rwcro) fre rsR t qm q et+n +Ti tr
l)T6fq'idErdqnolt{qSqksdfqFfqHErqilffi+{sf*,r0n+qnqrffiirqdaie*+'fi/crrd{dtqrd{tt,+Cf6rqi'Eiftrdrs'EtyH'
t ffiqrffic aEl + g,qq d'mifrFrl q'i-g+{rr'Em r< tg fr tr qR "qiftror vrs€vn" Em s6rqiT[ ffi eTfrffirqr€ 6il q{r d f{i{ qrdr t iil Erffire

Gnd erq t{ qrsrfr $rqr qr ffi srq nqtffi ri qrrcdr *i +r qfYon 
ng&ra rem tr w tfu { 

.ge qa qlil t fd orsfle trfrq rr(( rrkt tft/crrd ig ffi
tr sc*rt sprT qr ffi erir TrTrFt t'rfr dlndfir

z. "eifrrol srtdflr' t d T{ snq-m #*o fcfdq y-{fr xi tr lt,ft rr rqqitrf, Bnr si T{ vsrt q H'rA sc-qrvyFs'qr +r 3rn rtfr Ss E€q'ila

* d-q 6r lsq,l t +{ "6iRTsT rfirr€yn" g'rq ffi ron qT qt{ <qrs rd *r vsH rs-oro d frfr * ferq g{sil *{ sni qr+ 61 sr$ ffi r}'ft S{ Ern-dm

61 d,fi *{ "6iemr" 61'oli TFr6r qr ffi vq crrrd d mt tlflr

l+lwlzn

Date of Surgery

qr\tw drdftu -Qia.nvilji, !rr.l.c.t.r..;.r.1

(Name of Dr. & Regn.

gFE( 6T IIq q

of Authorised Signatory

of

ltII iI Y(

) ..r

(Name,

KOSHIKA FOUNDATION qr-dftfi Bc+r i(FOR INTE RNAL SE

30.12.2019

a

if

in

Koshikaauthorise(Applicant) and it's Trustees to

AGREEMENT by HOSPITAL (wfiIICI EI(l E,m)

i"r.,, ..n 
:.: RECOMMENDEDttt'' t 

/:t 'ffi + nl{Efdftrs
FOR ACCEPTENCE

s fq. L
with

SIGNATUREofTRUSTEE 1

qrs aam r

SIGNATURE of TRUSTEE 2

qrsrmm z

I


