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1) | hoenby confiem that all detalis i this Form are Trus 1o tho best of my knowledge. Any false statement will render my Agplication & ongoing assistance, if any,
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1} By affixing my signature of thumb impression on thiy Form, | (Applicant) hately sgree & sulhatise Koshika Foundation and s Trusloss 1o
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AGREEMENT by HOSPITAL (wemms §MT W)
By sffixing hareunder. signature of our Autharised Signatory for recommending this casafpationt for fingnc=al sssistance from Koshiks Foundation, we
(Hospital) hereby affirm & accapl lafowing!
1) thal we nefther sr= presantiy nor will in future avail of financial sssistance from ancther NGO or any other sauce, for the same patientitase, an we are
requesting Lo get from Koshiks Foundation, 1n ths extert ihut such assisiance iz granted by Keshika Foundation. |f the requonied assistanca i nol granted
by Koshika Foundation, in gert of in full, than the Hospial ressrves its night to make up the shortfal from anothar NGO o any other source. This
confirmation essentially stales that the Hospltal will not avall any duslicate skwstance for the same patient/cass from any other NGO or any ofher source
%) The assistance from Koshisa Foundation is only Snancisl in nature. Tha choize of the treatment/procedure advisediconducied by Ihe Hospitat on the
patient, ks based on the arrangamant bitweon the patlent & the Hesoltal, and i in no way influenced by Koahis Foundabon, Henoe, the Hospital will

mssume 508 & complate maponsibiity of the reaimant & W' oulcome & safety of the patient, and Koshika Foundation will have no rola or responsibility
| ths matier.

Wt s, e ¥ s S SR = R e % e anen i Tewm S w1 e () B R S e S e w b

1) B 3 9 i i 5 6 sfre o fefi mr fe owent s el s v R owe o F F m A T #, W e e eifre s
# frrftr ety Ten o meew § “tfiee wrrster” gy e by 0 B0 efy twiwn st gro wena Pl vy s o) fen e § o sre
fdt s wreh we o Bl e @ e B = e gt b v F we e we # e s i e v i i R
v vem v oS e R A AR

2. *wiften vt 0w o e vowm P el #) R o v g @ vl W o fiet v el W B od e

% o w fove & ol s wwamt g Tl e W T o b e e S O S e e ol e il g
= ¥t sy “sife” W e ofiw @ feEd @ wse d e

Dr. SUFYAN DAMS%"D‘? g;mﬂc;;lrmca

Date of Surgery M.B.B.
st &

ot | o2z

, & Regh No, with Stamp) 3 ~
T W TR Y pEE T A A W A W A S A
FOR INTERNAL USE of KOSHIKA FOUNDATION &= 39 §
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
il Tomet | T TR 2




