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use/publish/put-uolreproduce rny name, address phcrto & details of the 'purpose", for which such assistance is requestedlgranted, through any

medium inciuding but not limited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminatrng informaton about it s

activities/achievements. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the purpose"

for which assistance is being reouested.
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with the Trustees oI Koshika Foundation, and their decision is this regard will i.)e iinal and acceptable to nre.
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AGREEMENT by HOSPITAL (Teme 6RT

By affixing hcreunde r srgnature of our Authorised Signatory fcr recommending this case/patient for financial assrstance from Koshika Foundation, we
(Hc.rspital) hereby affirm & accept following
1) that we neither are presently nor will in future avail of financiai assrstance from another NGO or any other source, for the same patienVcase, as we are
requesting to get from Koshika Foundation lo lhe extenl lhat such assislance is granted by Koshika Foundation. lf the requested assistance rs not granted

by Koshrka Foundalton, in part or rn fuil, then the Hospital reseTVes ils right lo nrake up the shortfall lrom another NGO crr any other source. Thrs

confirmation essentialiv statcs that tho Hospital will not avail any dupiicato assrstance for thc same patient/case from any other NGO or any other source.

patient, is based on the arrangefi]eni iretweer) the patient & the Hospitai, an,l is in no way infiuenced by Koshika Foundation. Hence, the Hospital will

assume sole & conrptete responsibrlity of the treatrnent & it's outconre & safety of the patrent. and Koshika Foundation will have no role or responsibility

rn lhe matter

Ecrt sifq-$, E-RTerrt s1 BIR { qrqd^pfr +l "*tRffii $rcrdflq't frfrq strqfl dg ffifl 6i qai *, ffi cq (re-cro) ftq ron t qrq e 6+n q''rt ir
l)T6fsrile-dqnetnrdlqfdqdfdfrqs-6rs-drt+-sirs{ffiflssnqrffierqslar{ran+,ftrqrc-d{*tqrdd*,+Cf6Eci'*tftr+lq'15ds6n
* ffiyr/ffid rm 6 qqq { "oiRr+r sr$-+{ri" ERr qss €-g fr tr qtq'6i.Rrfir sT-s-€yn" 6m vtrq-fl GHfr oTfrrfi/sfi-€ tg q-gt lfl fsq qnr t d ore-dTd

ffisrqftvtm,ritqwtql ffiore{v{rqitvoq-mdrms{ftrfi{grltmrcmtr wtfutee*-asTiTtt*'ore-drdfd-fi-qrfisirrtrfrAqdtgffi
t{ €rqrrfr qTqr qt ffi st-q srrn s'rfr frrrrdfir

z. "+iFm; sr-,J=*n" t ei,r{ F6r+fl +{f, fcfdq !-qh *1 tr t'fr c{ E€finfl ERr si Ti smr6 qr ffi rrq sc-qrr,qi*q q,t Eilq iifr <g rrq-me

Trr tr vsfrr4 r*q-drd { ltfr + !-€Tq E{s{r st{ Bn+ qri +1 HrS ffi rtfr w rlq-cre* *s ql ftsq t.+il{ "qiRrfrl rFrs&R"'Er{ ffi t'+'n sr Et$ ffirs

61 i+,fi .3*{ uqiltrsl" s1 Bti Tkfl qr fuIm W qrrd { rd #ftr

Ashwini arfi FOR

+ fmsDT,

blo.

(Name & Regn. No. with Stamp)

sFE{ i6r 1tq s ERIqT( E {fu. L

(Name, Designation & Stamp

i'1':t

on behalf of

tFI S V( BrFrdr0

lflnlzo

Date of Surgery

srickn 6'rdrfrs

FOR INTERNAL USE of KoSHIKA FOUNDATION qrfrfts scqiq t(

qrs amqT{ r

SIGNATURE SIGNATURE of TRUSTEE 2

qS anis( z

30.12.2019

€*:f t


