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DECLARATION by APPLICANT: SiE S Wi wy;

1} | hotely confiem thitl oll delads in ™is Form are True (o the best of my knowledge. Any lalse statermvent wil render my Application & argolng assistance, |f any,
Ity foxr reymetionicancatation

2) | salnminly confirm thil ssdistance. f recsheed rom Koshia Foundation, will be used only for ihe “purpose”, as staied In thes Form for which such asssipncs
was requested by me

3] | oty confirm that | have not & will not in fature, svisi of reimburssmant, in part of in lull, from any other sourcelemployesinsurance company. ol the smount
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AGREEMENT by APPLICANT | 5ae® g0 %071

1) By affixing my signaluro or thumb impression on this Form, | (Applicant) hereby agrea & authorise Koshika Foundation and if's Truslees to
usepublishiput-upireproduce my nanys, address, pholo & details of the “purpose”, for which such assistance is requestedgranted, through any
medim, incluging but net limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor dssemnaling Information aboul 1's
activitiesachisvaments, Such uso of my pholo & details can be made by Koshika Foundation before or afier my trostment or hatfilment of tha “purpose”
foF which assistance ks being requestad

2) | (Appiicant]) further agrao Ihal sny such use of my name, sddroes, Dhoto A detalls of the "purpose”, (o which such issistance |s requestedigianied,
will mal sutomatically entitie me for receiving or continuing the said assistance. The decision for granting andfor confinuing the assistafos will rest solaly
witty s Trusioes of Koshia Foundation, and teir dectsion |s this regand will b final and scceplable o me
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AGREEMENT by HOSPITAL (wewmm o %)

By affixing hereunder, signalure of our Authorised Signalory Tor mcommending this caseipalient for inancial ssuislance from Koshia Foundation. we
{Hospital) hereby afirm & acoept following:

1] thal we neihor are presenily nor will in future ovail of fnoncial assistance from anather NGO or any othoer source., for ihe samo pationt'case, os we ofe
reguasting 1o gel from Kashiks Foundabion, to the exlent thal such assisisnce s granted by Koshika Foundation, Il the requested assistance = nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves il's right to make up the shoriall from snother NGO or any other source, This
confirmation essantially staies hal the Hospital will not avall any duplicate assistance for the same patient!casa from any other NGO or any ofher source
24} Tha assintance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hoapital on the
patient, is based on the armangement between the patient & the Hospital, and i In no way infizenced by Koshika Foundafion Hencs, the Hospital will
musume wolo & complele responsibiity of the reatment & iUs oulcome & safely of the patient, and Koshika Foundaton will have ng role o responsibilily

In the mattes,

et il wenwd o) a0t o skl wd e wrrati” A el ween fy froafon o el § Tl ve () B wem @ une woileng wrd b

1) Tt wine s w W ol o fafe e Sl g v w fed wer v R e Wi F SR om A # 9 e oed C S ot
# ferfnfes® 3= 2 w4 “Sifew s oo o= 6 & b ot “sies wehe® oo sves fael s 8 v W few e § 9 e
fsd apm by wowd goen w fall s ey & s o w afown g o & g qfee o v we e f T st fofty e se Sl iy el

e wranft wvm w fedll w e W oW SEEn

2 “wife wter” @ = 7w S e osh Wt b o em g S o o e T TTTiE W o TR oo e

o e w fws § sl “wifiom st oo Sl v ow i oom ) bt peee A Ol 8 g e sl e W o e e O o e

i b e o i e w Pt owed F

st @ wim

RECOMMENDED FOR ACCEPTENCE
it % e s
S i |
Dr. Mohd.

Assistant Administratos
A | ey | e
mmmm

FOUNDATION  3e-aft% e i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
v | W T 2

Sy JA P

11-04-2024



