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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
usalpublish/pul-up/reproduce my name, address, photo & details of the “purpose”, for which such assistance is reguesiadigranied, through any
medium, insiuding bul not limited {0 varbal, print, slectronic, for soliciting donations for Koshika Foundation andior disseminating Information aboul iU's
activitiestachievements. Such use ol my photo & detalls can be made by Koshika Foundation before or after my treatment or fulfilment of the “purposa”
for which assistance is baing requesied.

2) | [Applicant) further agres that eny such usa of my name, address, photo & detsila of the "purpose”, for which such assistence is requestadigranted,

will not automatically entitle me for recelving or continuing the sald assistance. The decision for granting andfor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.

1) B9 W W S TR W S W e e, § (smen) s wesfn w1 g s of oo “wifow e sh aed =il wt sfiep s s G,
i, wha sl b fawe v vy o wie #, 39 St g el wm, e et g W o wiied st aveferd @ e R o we wem

3 s wvh % o sfewe §1 9 g W fewe 9 e ¥ T w oW § w0 W T Cwifew et 0 Sl sfiep

2) & (o) v W A w0 S0 wm, T, T i fewe e e % agivdd @ Wit # 98 v WO W TS 9 a9 T e §

Wit e ek =nfhl w Foin s s o v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :

T o pemR W s Pee
il %’Ht‘@’

AGREEMENT by HOSPITAL (#&mm g/ F1)

By afiiking hereunder, signature of our Authorisad Signatory for recommending this cases’patient for nancial assistance from Koshika Foundation, we
{Hospital) heraby affirm & acoept followlng:

1] thist we naither are presently nor will in fufure avail of financial ossistance from another NGO or any other source, for the seme palient/case, as we are
requesiing o gel from Koshika Foundation, to the axtent that such assistance is granted by Koshika Foundation. if the requestsd assistance is nol grantad
by Koshika Foundation, in par or in full, then the Hospital ressrves it's right to maks up the shortfall from another NGO or any ather source, This
confirmation essentlally states thal the Hospital will nol avail any duplicate sssistance lor the same patient/case from any other NGO or any other source.
2} The szsistance from Koshika Foundation is only financial in nature, The choice of the ireatment/procedure advised/conductad by the Hospital an the
patlent, & basad on the armangement betwesn the patient & the Hospital, and s in no way influenced by Koshika Foundatian, Hence, fhe Hospital will
sssume sole & complete me=ponsibility of the trestmant & il's sutcome & salety of the patient, and Koshika Foundation will huwnnrninnrmﬁpmﬂhﬂi'rr
ri the mstiar,

et arfeen, wensl @) i unetd ) sl wesbyet 8 fafi soam ty fewftr =1 W 4, ﬁﬂnfm)ﬁﬁmﬂmsﬁ’mﬂh

1) T ke st w8 afiee o Pl e el Ay sl see w faal o wim R e i F R om B oo 4, B e e el e
# ity 39 % e F “wifew W oo 9w v e b oof el st o weem Bl sTeeewe 1 e W e W £ A s
fadt s v den W el s weE A e O W siveR i T oW e F e s o s R owes e le dg e
e wwlt wen @ el = e s dmdeh)

% W = f # ol wifew weEee T g el wen W e a9 8 ovefed wera o 91 % v e ol s
1wt e s = = o @ fad e e

RECOMMENDED FOR ACCEPTENCE
ety % fo degf

Date of Surgery

swm s e | Dr. SUFYAD
NLEILE

! :' CE R SNE <4k Stamp) ) onbﬂhdf:er
wmamuﬁa

FOR INTERNAL USE of KOSHIKA FOUNDATION  sFifts 2vam i

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
Y T = 2

o f

11-04-2024



