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1] By afftxing my sigrature or Bumb impression on @is Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees fo
unepubial pul-upreproduce my nate, addiess, photo & deteils of the “purpose”, for which such assistance is requesied/granted. threugh eny
madium, including but not imited 1o verbal, prnt. elactronic, for solichling donations for Koshika Foundation andior disseminating information about it's
sctiviies/achissaments. Such use of my photo 5 details can ba mads by Koshika Foundation before or after my breatment or fulfiiment of the “purpose”
for which assistance ks being requestod

2} 1 [Applicant) further agree thal any such use of my nama, address, photo & detalls of the “purpese”, for which such sssistance s requested/granted,
will nol mdomatically eniitle me far rocniving o coninuing the said agsistance. The decialon for granting and‘or continuing the sasistance will res! solely
with the Trusiees of Koshika Foundation, and Iheit dedision IS this regard will ba final 8nd acceplable fo me.

1) 78 TR W AT pE W ST N e e, @ (smiew) a wedie W) e won f o Cwiiine wrEts by v smmi oW sfeg won f e so A,
wm, WA al ol Tewen gu s F wifen B, 39 “wifew " owy sl o, e ot agtes A g ofeiefiod s rediee o ferd fad o s e

# wat wot % fom st b # v fee 4 e ¥ T @ o & W W P e i w el afe

33 4 (w10 w2 e £ B do e, wiA ol finen o s merm ¥ b @ wita b gE e wowy W YRR W W TR T

Skt ” g son b v Pl affim sy o g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION -
e w
l@l#rhﬂ

b, T

AGREEMENT by HOSPITAL [F+m 771 %17

By affixing hersunder, signature of our Autherisad Signatory for recommanding Lhis case/patient for inancial assisiance from Koshike Foundalion, we
(Hospital) heretry affirm & accepl lollawing:

1) thal we nslther are presantly noe will in future avail of fnancial assistance from another NGO or any other source, for the same padent/case, a8 we e
requesting to gel from Koshika Foundation, to the extent that such assistance Is granted by Koshiks Foundation. If (he requested assistance is nol granted
by Hoshika Foundation, in part of in full, then the Hospital resarves s right to maka up the shartfall from another NGO or any olfer sourca, This
confirmation sesendally states that the Hospital will not avail any duplicate asslstance for the sime patientcass from any other NGO o any other soutce
2) The assistance from Koshika Foundstion is only financial in nature. Tha choice of the reatmentiprocedure sdvised/conducted by the Hospitsl on the
patient, i based on the arrangement between the patient & the Hospital, and ln in no way Influenced by Koshiks Foundation. Hence, the Hospital witl

sssume sole & complets responsibiity of the treatmant & Ii's oulcome & safety of tha patient, and Koshiks Foundation will kawve no role or responsibility
i the matbar

ﬁh.mﬁﬂ*ﬂ%ﬂﬂ'ﬂmm'ihhmﬁmﬁﬂt.mﬂlmimmiﬂ'““h

1) P o b she v d ol o S e fed A ol s Pt s i A e driaet 4 o w0 o B W e e S e
& fapfonyfry T 0 s d Cwfn s oo e i e b o S wifee et po W Tl el B T w0 few o b R s
forh == v wed wee W e e T @ T @ W At o e b ow e § we wn w1 fn e e w oo Sheem i el
v woerl wiem o Fewl s wne W ol S

1 “wifs s € of of wwem W i wafe o ) SR o veew po @ of W w el o wveeien w e TR o e

% d w1 fien 1 o *sifw ot oo Sl wen W W o ne seee 4 08 & e e ol ond e 9 ) Tl Wil o v
W il s it W e w Pt e e S

Date of Surgery 4y

24 /o3]az - N

FOR INTERNAL USE of KOSHIKA FOUNDATION  ss=ifts v 74

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= v | et 2

o T E




