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was raguested by me

31 | hareby confirm that | have not & will not in flure, avall of reimbursemant, in part or in full, from any other sourcelemployerinsurance company, of the amount
far which this assEIance | requesied

1) wmm v § T owe v @ ol 0wl femm S0 wEen # s we v e 8w s e v s s ww o o w0 meen B w w wed

1) gt g W W o s e, @ W oft ¥, T T T st W g E T R o, v ey of o ma b

1) # gfr wem { i fom wee ¥ v wnfw # o &, ofe W afee wooen feem faE sen omfimealm el § 3 A e # shos o o F o
AGREEMENT by APPLICANT (ew g %11)

1) By afficing my signature o thumb impression on [hig Form, | (Applicant) heraby sgres & authorise Koshika Foundation and it's Trustees 1o

use/publshipul-upireproduce my name:, address. photo & details of the "purpose”, for which such essisiance is requested/grantad, through any

meedum, including but not imited Yo verbal, print, electronic, for soliciling donations far Koshika Foundation and/or disseminating Information about t's

activiies/sshiavemants. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmanl or fulfiiment of the “purposs™
for which assistance s baing requasied
2] | (Applicant) further agree that any such wse of my nama, address, photo & details of the "purpose”, for which such sseistance |3 reguesied/granted,

will mol sutermatically anlitis me for recelving of continuing the sald assistance. The decision for granting andfer continuing the assistance will resl solaly
wilh tha Trustses of Koshika Foundation, and their decision is this regard will ba final gnd sccaptable to me,

1) ¥ T W A wem W s e e, F (sedes) aed wesh W ofe s o “sim et sk wew =il C 9 ofiegs wo f B g0,
wm, W sl P g v o e §, 29 el w smd, o, ae g gt @ ol wfeed s e € fo fed o o e

Wy w W f g S v w fEEe O w8 v W oW 3 s o e o wedae o= afusy

2) & (o) wowm R v f T fo am, o, ot she e o fe e @ aged | wide & gt e e owes v e o

“wiferm* o gee el = Pl ol ol wrer v

APPLICANT'S BIGNATURE OR LEFT THUMB IMPRESSION -
#iEE ® TR W HE W e

AGREEMENT by HOSPFITAL (ream g %11
By affixing heveunder, signaivre ol our Authorised Signalory for recommending this casalpatiant for financial assistance from Koshika Foundation, we
(Hospitsl) hersby affirm & accept following:
1] that we neilher are presently nat will in fulure svall of financial assistance from another NGO or any other source, for the same patlanticase, as we ara
requasting 1o gel from Koshika Foundation, 1o the extant that such agsistanca is granted by Koshika Foundation. If the requesiad assistance is not granted
by Kashlka Foundation, in par or in full, then the Hospital reserves it's right to make up the shorfall from another NGO or any olher source. This
confirmation @éssaniilly states that the Hosplial will not avail any duplicate assistance for the-same patienticase from amy other NGO or any other aourcs
2} The assisiance from Hoshika Foundation is only financial in nature, The choice of the reatment/procedura advised/conductad by the Hosplinl on the
patiant, is based on the arangament betwesn the patient & the Hospital, and is in no way influenced by Koshika Foundation, Henca, the Hospilal will

assume sois & complals responsibility of the trestment & I's outcoma & safely of the palient, and Koshika Foundation will have no role or responsibility
n ke matker,

wt s, wemwlt w1 s A e ® Csifm s A fal et fewi W w8, T s (v e veR @ et wien ow b

1) 7 % 7 o i ol 3 o ofer F T were feelt i wl Wem w el e wim R v il F W ow R o £ 96 e v A sifos s
# fsfnfarfn 7w % way F “wifrm WA oo e i TR ot eifeen wrssbe " om we el sty sl fewm o @ s
fielt s T wewnd Hen m A S e @ s @ sl e w b g F e own wm § e sones fidle we ae dimed i fad
Ty st v m fign st v A A S

2 “wifre s e § A v wogm See i v S b oo v om vl vew @ et v T Lizhio]

= i w fowg 4 =y “wifve weEve " T S wEn oW N o o 4w wemm W O % oy E R R ]
1 it st “wifre w e few W R v oo e y

% inistrator
Date of Surgery A *
vt = i »,
W/oor( U (Name, A Authorised Signatary
T AR A W T SR s
FOR INTERNAL USE 6f KOSHIKA FOUNDATION  #=ft% FwiM 17
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | ! T 2

&)

% TAE

25-11-2023



