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1] By sffxing my skgnature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees io
use/pubbshipul-upireproduce my rame, address, pholo & details of the “purpose”, for which such assistance is requested/grantied, through any
medium, inchading but not imied 1o verbal, print, slectronic, for soliciling donations for Kashika Foundation and/or disseminating information sboul s
attiviipsachirements. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatmont or fulfliment of the “‘purpose”
for which assistance |s being requestad

2} | (Appicant) furiher agree that any such use of my nama, address, photo & delails of the "purpose”, for which such assistance |s raquestedigranted,
will ot automaticatly entitle me for receiving or continuing the said assistance The decision for granting and/or confiniing Ihe sssistance will res! solely
with thie Trustess of Koshika Foundstion. and (halr decision is (nls regard will b linal and acoaptable 1o me.

13 79w w s e T sl o w e, B (smibew) sveh el ) e orom o o e it sl ok il * w1 afoee s o T odm o
wn, Wi o W@ T e e d e 8, v <l T i, T, s gt et @ gl nfafafied sin ol % B B @ wm em

# ity wed € fia wfan 90 vvs W fre O e @ weR W oam 2w % e e e w o afese

2} & (swiew) 6 o & wens o B dn S, e, w52 b P o e e @ agtedd @ srfids & g wR: R W e T e ow owsie §

“wifom wmy o =l frote afs sl et v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
i ® TR W S W

- ﬁ;& — ﬁ..'!:ﬁ' f,i’ ' | v

. zi":.
AGREEMENT by HOSPITAL (wmma 5o #u1)

By alflaing hersunder, sgniluse of our Authorsed Signaory lor recommanding this casefpatient for financial assistance from Koshika Foundation, we
(Hoapital) heraby affirm & accapt following:
1) hat we it are presendy pod will in futere svail of finencial sssistance from anolher NGO or any other source, for the same patlendcase, as we are
requestng to gel fram Koshiks Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If tho raquested assistance s not grantsd
by Koshikn Feurdation, in part ar by full, Bven ihe Hospital reserves I1's right 1o make up the shortiall from ancther NGO or any olher source. This
confirmation assantally states thot the Hospital will nol avail any duplicate essisiance for the same patienl/casa from any offer NGO or any other saurce:
2) The assistance from Koshike Foundation is only financial in nature. The cholce of ihe ireatmeniiprocedure advisedicanducied By the Hosplial on the
patient. is based on the arrangemant batwesn the palien] 8 the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
nssume sole & complate responsibiity of the reatment & iI's oulcome & enlety of the patient, snd Koshikn Foundation will have no role or responsibllity
In th mattoer.
rt s, wefl o s @ ol W e st @ fale s oy fewfin 8wl B, s e (eemen) frer wwe 8w w slen ot
1) e f 3 o witsey obe 1w o e s el B wrett e m el o i @ T it 7 8 om A o 4, A v e “wifee Tt
7 fapfonfaft oe & wau § “wimw st om oo iy fe b ook it vt g oweee Tl afesosee d e ot Bew o # @ s
e s 1w ven T fE SN TEne @ meen W oW sfeen g e oW e 4w v o I s Tl o T el iy e
e ot wem m fedt s e o A smednd

1 “wifeen wresie @ o o meen wwe fafim oyt w4 SR o voree gu 6 of e W fed e W o T e v
% = fawe § o “sifns s o B v w s g b e v 4 00 8 e g s sd  St wl ekl B o e
o vk sl “wifere” o W gfow @ fanh m o 4 oo e

RECOMMENDED FOR ACCEPTENCE
witgh W fora e
Date of Surgery
[ Dr KHAN
M ) i
; C (Name, Degigriation s
oyl 14 e ﬁg‘gg%, q Or. Shrokk gl
FOR INTERNAL USE of KOSHIKA FOUNDATION  atmiftss iRt o -

=t e |

o TR

ot /i

04-03-2024



