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1} By affaing my signature or thumd impression on this Form, | (Applicant) hereby agroe & suthorise Koshika Foundation and i1's Trustess (o
use‘publshiput-up/reproduce my nama, address, pholo & detalls of the “purpose”, for which such assistance s requestedigranted. fhrough any
midium, including bul not fimited 10 vorbal, print, electronic, for soliciing donaions for Keshiks Foundation andior disseminating information aboul it's
aciitiesachisvemeants. Such wse of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
foe which nasistance s being requesied

2] | (Apphcant) further agres hat any such use of my nema, address, photo & details of the “purpose”, for which such Bssistance is requestadigranied,
will nat automatically entite me for receiving of continuing the said sssistance. The decision for granting andlor continuing the assistance will rest solaly
with the Trusteas of Koskica Foundation, and thair deision is this regard will be final and acoeplable to ma

1) W v W o peme W sind W o e, 4 (sedes) s weln WY e wm o o C i weie o e i ¢ W e s o s T,
o, Wi sl b fewen v wgn d ifen 3w “wife” v s, on, wewe get Tgtvg @ ol ofifufed st seefend W et fasd @ g e

i wfin wrd & fivr afog b # v ow feere bt g @ et w e 6wl F fe il sl w ok sfeg §

2) & (o) v owm @ wven e d0 o, e ok ol fere o i ween # axted & wfii b g e e W vwor T s e we

*wifiw " v Tad il w0 el s s o g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESEION -
FTE € proe 0 W E e

T

AGREEMENT by HOSPITAL (wrwss m ®i)

: thWMMrmmmhmmMmmlmmwmmm Foundaton, wo
Hospltal] hereby aceapl

1] that we neithar ane prasontly nor will in future avall of financial asststance from another NGO or any ofer source, for the same palient’case, 25 we ang
requasting o gel from Koshli Foundation, to the exient thal such assistance is granied by Kashiks Foundation. If the requested assistance is nol granied
by Koshika Foundation, in par or in full, then the Hoapital reserves it's right to make up the shorifall from another NGO or any other source. This
confirmaton edsentially stales that the Hoapital will nol avail any duplicate sasistance for the asme patient/case from any olher NGO of ey ofhel source
21 The assisfance from Koshiks Foundation s only financial in nature, The choice of the treatment/procedure advised/conducied by the Hospital on the
patinnt, 4 based o6 ths aftangsment betwaen the pallent & e Hospilal and is In Ao way Influenced by Koahika Foundation. Hante. the Hosptal will
assume sole & complete responsibility of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will have no role or respansibility

in this mmatler

wart e, wrnd Wt s @ waid W) il aestea " o Tufes wesn ) fesoln 6wl &, fel s (veem) fie) TeR @ AR @ wEwR w0

1) W i 7w wi shya o wins F i seem feel o woenl) g w el s wie @ e dhored F 0w B o 3, ¥ s e Csife st

# fredm Al ve o waw f “wifen st oo ovee g e oot wifve et g e e sfaen g v o few o o s
el w= o wowd sem w Sl e T @ w9 oW sfese e o b om g d we e e e s e e e Sl dy Pl

#1 wr wew w e == e 4 W A

2. “wifirm wtye™ 8 o of mrem fue fafen o 9 b OF w0 e g 9w e w et T TTeTivm WP R o wem

w vy w T & ol = wifire vt g et wen w0 o T ) & el o A ot 9 e e ol sE w o Wil Pl O o e

w i t*ﬁm‘ﬁﬂwqﬁdwfﬂiwﬂﬂn

RECOMMENDED FOR ACCEPTENCE ¢
; % fag wegf v -
el o6e o

wigte & i ] Cuﬁ*nw'nulcm‘ Assislant Administratgr
MBBS MS 130 (UK) Dr. Sh

(Mame,
1o\ 5\ g e i I

FOR INTERNAL USE of KOSHIKA FOUNDATION  3ifts 798 ¥

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=t | el

Sp—y? J AT

04-03-2024



