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1] By affiging my signature or thumb impresson on this Form, | {Applicant) heraby agree & authonss Koshika Foundatlon and if's Trusiees o
uselpublishiput-upreproduce my name, address, photo & detalls of the “purpose”, for which such assistance Is requestedigranted, through any
madium, incloding but not limited o verbal, print, slecironio, for soliciting donations for Koshike Foundation and/or disseminating information about '
acliviiesfachievements: Such use of my phata & detalis can ba made by Keshika Foundation beforo or after my treatment or fulfiimant of the “purpose”
for which assiElance ks being requesiad.

2) | iApplicant) further agree that any such use of my name, sddress, pholo & detalls of (he “purpode”, for which such assistance is requestedigranted,
will not autematically antitie ma for recalving or continuing the said ssststance. The decision for granting andlor continuing the assistance will real solsly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and accepiable o me.

1] ¥R W WS REE W SR S wmer, § (swtew) seeh wew ) ol won o o Cwifm st o e sl T oW sitegn wo f e oo
o, W sk W fam gn ey o i @, 99 “wife o sml, o, e et i o o i) s el & ford Tl o v oo

Tyt we % fm sfiege b St e W fee 8 e ® W w3 W w ) s st v i sfep b

2) & (wEew) wown fowen f G0, v, wi ol R ot e e & aedvd @ wfiln & g8 s mem w0 v s TR T

S uw e =il v Pl sl shr aeeEd e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
ik € g W s W P

AGREEMENT by HOSPITAL (F=mmt 50 %T0)
By sfiinirig hersunder, signature of our Authorsed Signatory for recommending this case/patient for financial assistence from Koghia Foundation, we
{Hospita!) hereby affirm & accept following:
1) that we neithar ane prasanily nor will in future avail of inancial assistance from enother NGO or any othar saurce, for the same patienl/case, 25 we are
requesting o get from Koshlka Foundation, (o the exlent that such assistance s gronted by Keshika Foundation. If the requested assistance is not granted
by Kushika Foundation, in part o¢ in full, then the Heepital resarves it's fight to make up the shartfall from ancther NGO or any othar source. This
confirmation essentially states that the Hospital will not avall any duplicate assistanca for the same patient/casa from any other NGO or any ather source,
2) Tha g=sistance from Koahika Foundation i only financial in nature. The choice of the treatment/procedurs sovisediconducted by the Hospital on the
patlent, 4 based on the smangement betwesn the patient & the Hospital, and is in no way influenced by Koshiks Foundation, Hence, the Hospital wiil

gssuma sole & complete responsibiiity of the freatmant & i's oulcome & safety of the patient, and Koshiks Foundation will have no rale o responsibility
in the matier

et i, ped w) s oo )t s @ fedie e oy el o el B, fed v (o) B ogwn R wen w i

|} ww f g o i sbe o ot ol o fiefivr oo el sl vimm o Tanlt ey e R e e o o9 w8, B i e st ety
# Fafonfef sm % s A Cwifes wam o e g T b o Cwifen st o weew el sPeese g sap o e am A s
el 0 1 TR qon W TR o SEMA T o W siewr e vEm 9w g 9 e ww wm § s s S we s v f e
By o wiem w el s w9 ) e

2 iR wrEtE " 0 w0 vl werem v i g wf d ol w0 owwmeE g o o sy o fie s e
& dry w fwe b ol el e e Pl owe wr e e o B ruied wemar o R @ e e ol s e
W o o et 9 W e o P @ s B

RECDIIIIEHL‘II:ED FOR ACCEPTENCE
=it = o vl "
Date of Surgery t’

s wut | Dr. SUFYANUBINIRE | % o
o5foz/qu | M

36 on behaif
S E e T et ¥ W 7 T T A s
FOR INTERNAL USE of KOSHIKA FOUNDATION  #=it% 374 #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2

T |

7 LA

11-04-2024



