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1) By affixing my signature or humi impression on this Form, | (Applicant) heraby agree & authonse Koshika Foundation and it's Trustess 1o
use/publishiput-upireproduce my name, address, photo & detalls of the “purpese”, far which such sssistance is requasied/granted, threugh any
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By alfiding hemundar, signitum of suf Aulhonsed Signaltory for recommanding (s caselpatent for linancisl sasistancs from Koshika Foundalion, we
(Hospital) hereby affirm & accept following:

1) that we naither are presaently nor will in future oesd of financiol asylstanos from another NGO o any other sowrce, fof th same patient/cats, Be we Afe
requestng 1o gel from Koshiks Foundation, o the extent that such assistance is granted by Koshika Foundation. if the requested assistance s not granied
Ly Konhika Foundation, in par of in 1ull, then the Hoapital reserves it's fght 1o make up the shortall from anathoer NGO or any olher sourca. This
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2) The assistance from Kothiks Foundation is only financial in nalura. The chelce of the treatmentprocedure advisetl/conducted by the Hospltal on the
patient, i based on (he arrangement betwesn e patient & the Hospital, and i5 In no way influsnces by Koshika Foundation. Hencs, the Hospital will
pasuma sole & complele responeibility of th freatmant & s oulcoma & safety of the patlent, and Koshika Foundalion will have no role or responsibiiity

in the matiar

wat sifiegn, wenel W) v @ snetabl ) Ceifen e Tl e iy eslte o) w8, el e (ese) Pres v @ e st e b

1) w3 @ whe o 3 f sfies o Tl wee fedt o woel dem w el e e B e Tl F S owm Aok § B e ool e e
# frrfmfel am ® maw 4 Y sfm s oo o i TR b Rt “Sifem = o Teren R sRmeEn o e T ew oaw A
ot s sl e W el o TR @ weren B3 W el il T & e o wre W owen § e s T e g e gy el
e wowan wow m S e R A

2 “wiffew wEvE T W S e e Tl wsit = 00 W w0 weee W RT T TeeiET e

% i w T B sl sl wizshr” g el sem w8 S o o b i we 4 00 3 T g o s 9
o el oty it w e it fasterd gn wd o it e

RECOMMENDED FOR ACCEFTENCE
NP o i
Date of Surgery
e ¥ =i DR PRAVEEN SEN SHAH _ f
HES, y ihu'u' sTnrimtion A Steeiy s ket e
-"', L [2‘1 {Hmdh.&ﬂwm T on behalf of Hospitai]
T W AR PR e A DO T A T asd ssEr
FOR INTERNAL USE of KOSHIKA FOUNDATION  s=ifts wam 1
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
A T | Ti [ T 2
w/ Z’-{/ it

11-04-2024



