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1) By aflixing my signalure or thumb impression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and iI's Trusiees lo
use/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such sssistance is requested/granted, through any
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By affixing horsunder, signature of our Authonsed Signatory for recommending 1his easa/patient for inancial assistance Irom Koshika Foundation, we
*|+(Hospital) hereby alfirm & accept follawing: [

1) that we neither are presently nor will In future avall of financis| assistance from another NGO or any other source, for the same patlent/case, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance (s granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part o¢ In full, than the Hospital reserves it's right 1o make up the shortfall from anpther NGO or any other source. This
confirmation essentially states that the Hospital will ntsl avall any duplicate assistance for the same patignticase from any other NGO ar any olhas source.
2) The assmstanca lrom Koshiks Foundation is only financial in nature. The choice of the trestment/procedure advisediconducted by the Hospital an he
patlent, is based on the amangsment betwaen the patient & the Hospital, and Is in no way Influenced by Koshika Foundation. Hence, the Haspltat will
assume sole & complete responsibility of the treatment & It's outeome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier.

wt s, yew W s A SR W) e s @ el v i fefm SR 8 R () fer wwm W e o wdvRT W R
|}wﬁwﬂwﬁnﬂrwﬁﬂihﬁwmﬂnﬂhmﬂﬂmﬁﬂﬂmﬁmﬂmﬂﬁmﬂd!.ﬁhmmm'
& firpffef 79 2wy 4 “wime m‘mmﬁﬁirﬂ‘mm'mmhﬁmhwﬂMmiﬂm
ficth s A wsil Hen m fRE o weE W W B9 W sfeen e T b ve gfie | ere s oW # T s B w e diee o

i st e m Seelt s o A b S

2, “sifre W @ Al wem S fam s W b ol w vee g ol wenw @ el o esfien W o e QEH’E_NC;?\
% g W T & ol St wrERR” o P v w W v ot @1 gufie weme d a0 R o s SR e W) ol ’ﬁ (o
WY il sl e W wd gt T o A e

(1. SUE AT TITTT RECOMMENDED FOR ACCEPTENCE
| S % g sf )

PUACID,

( painsY aw I

i8 )
Date of Surgery ) » S
S ~ J ; 13‘1‘/

Gﬁmmm 1H:mu,ﬂﬁigmﬁun:$ p -
: h ] on beha
H)ID 121 AL WMAR sd'aqrrarﬁ?mﬁ
FOR INTERNAL USE of KOSHIKA FOUNDATION st weim g
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=p TR | R BRI 2

7 BAE

o /)

01.07.2021



