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1) | oy oonfirm that all dotalls i this Farm are True to the best of my knowlodge, Any false staterment will render mmy Application & ongoing pesistance, I any,

tablg for repectionicancelistion.
2) 1 solemnly canfiem that asststance, if received from Koshika Foundubion, wil be used only for the “purpose’”, an stated in this Form, for which such assistance
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1) By affizing my signature or thumb impression en this Form, | (Applieant) hareby agree & authorise Koshika Foundation and it's Trustees 1o
use/publshiput-upireproduce my name, sdoress. pholo & detsils of ihe “purpose”, for which such assistance is requestedigranted. through any
medium, including but not limited 1o verbal, print, efectronic, for soliciting donations for Kpshika Foundatien andlor disseminating information about s
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AGREEMENT by HOSPITAL (wams g0 wot)
By affining heroundor, signature of our Authatised Sigratory lor recommending this case/patient for financial assistance from Koshika Foundation, we
[Hoapital) hereby affirm & sccept lollowing:
1) that wa nethiee are prasently nor will in fulure aviell of finencisl assistance from another NGO or any other source, for the same palient'case, as we am
fequesting 1o get rom Koshika Foundation, to the pxiant that such assistance i granted by Keehiks Foundation. If the rquested assistance is nol granted
by Koshika Foundation., in part or in full, then the Hospital reserves iCe right 1o make up the shortfall from anather NGO or any ather source. This
conflrmation essantially slated thet the Haspital will not avadll any duplicate sssisiance fof tha same patient/cess (rom any othe: NGO or any other Sourca
#) The assistance from Koshika Foundation is only financial i nature, The choice of the ireatmentprocedure advisediconducted by the Hospial on (he
pafisnt, i hased on the arengament bebwean the palien) & the Hongstal, and s in no way influsnced by Koshiks Foundation. Hencs, thes Hospital will

assume sole & complete responsiility of the reatment & it's outcoms & safety of the patient, and Koshike Foundation will have na role or responaibitity
in the matter

vt s,y w0 o @ wEAaTE o “wife sertnet A fale weoes g feedin w4, Bt e (weee) e wem R we o wiem w b

1) T & 7 @ wh dT F v fafs ween el i st v w el s wie @ se Tl © @ oo R o 46 oes Seife et
o frwftefeafly s o wva o wifw ot g v vy e o e szt g s el sfeee g TR T few s @ W s
felt e e wrwlt e e e s o e o s e e T ) w ofe o e e b e s Sl e e il iy e
fr T wEe W OREED S e A W A

2 “wifrg s @ o of s s fafr el b B w e o 8w T w e o sTmaTER P T o

o i w) P & ol S sifost st g felt wen o w s ol b el e F ol f e on sl o o W fedol o o peae
< AR s v 9w g o Pt o §

RECOMMENDED FOR ACCEPTENCE
g % e s

predubroin, AR N, KHAN i Esmmgﬂ%.;w
W | Upy g o D

] AN W W s e
FOR INTERNAL USE of KOSHIKA FOUNDATION  srafts awaim ¥
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T wE | =T T 2

Sy’ EAE

L

04-03-2024



