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1] By affiing my signature or Ihumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess Io
use/publishiput-upfraproduce my namo, addross, pholo & detalis of the “purpose”, Tor which such assistance is requesiadigranied, thiough any
medium, mcluding but nol imited o verbai. prinl, electronic, for saliciting dorations lor Koshika Foundalion andfer disseminating information aboul It's

activibies/achievements Such use of my pholo & detsils can be made by Koshika Foundation belare or after my treatment of fulllimant of the puIpese”
T which assislance is belng roguosiod

211 (Apgiicant) luriher agrea that any such use of my name, address. phato & details of the "purpose”, for which guch ssslstance is rquesiadigranted,
will ol automatically enfitle me lor receiving or ronlinuing the sald assistance. The decision for granting andfor continuing the assistance will rest solely
wilh 1ho Trustees of Koshike Foundation, and thair decision is this regard will ke final snd acoeptable to me.

L) B W S e o snd 8wy e, § (sde) =l st 9 gfe s § o “wifn wEEee sl Teek smird " et sen we € feodn o,
ﬂm.-m!:ahiif«':m-;nm#w’rhwl.ﬂ"ﬂfm"mw.m.mgﬂtr{mﬂqﬁmmiwhiiﬁm‘imm

T e fegn oAt e w e 6 ones § e w e d w g e i 8 s sfon b

SRR R LR LR R s R e R LR LR LR T mm—p————

“wifite " vy T i W Fvie s st e v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSICN
HPITE W TEE WA

AGREEMENT by HOSPITAL (wsms gn )
By afliing hesmander, signatura of our Authorised Signatory for recommending this caseipatind for financial assistance from Kosiika Foundation, wa
{Hospitai) heraby affirm & scospt following:
1) that we neither are presently nof will in future avail of financial assistance from ancther NGO or any ofher source, for the sama pallent/case, as we ars
requenting 1o get from Koshika Foundation, to the exient thal such assistance is granted by Koshika Foundation. If the roquested assistance is nit granied
by Koshika Fourdation, in part or in full. then the Hospital ressrves it's right to make up the shorttall from snather NGO or any other source. This
confirmation essentielly states that the Hospital will not avai any duplicste assistance for the samae patient/case from any other NGO ar any other source.
2} Tha assistance from Koshika Foundation is only financial in nature. The cholce of the reatmantfprocedune advised/oonductad by tho Hospital on (he
patien, j5 basod on e arrangement between the patient & the Hospital, 2nd is in no way influsnced by Koshika Foundation. Hance, the Hospital will

agsuing sole & complete responsibility of the treatment & I's outcome & salety of the patient, and Koshika Foundation will have no role o responsibiity
in the matier,

v i, T W s A el i W W e e i et b wd #, fa wm (v B e 8w wlen s b

1) o 3 @ wdar sl oiee o e s e i s sieae m e s e o et o o w o B, 38 R v aie s
ﬂhwﬂwﬁaﬁmtmﬂ"ﬁmwﬂn'mmﬁhinw&'dﬁmtﬂﬁ'mmmmhwﬂhwmiﬂm
ot smm e o wen @ e s wme b e o e e i v b m g e we o d fie s o e e e i e
i ot s m s s oans 9 ) dmebf)

L e wrR " A o o e s fale e = b ol woseme g ok e w e aveusien g o ree
&iﬂaaﬂﬁn#ﬂr'mmﬂ"wfﬂrmwmﬂmﬁismm#m&mwmaﬁwﬁﬂmmﬁmﬂmmm

# et S i W W s @ ol o) F o /
o
(e i\j}/

e Dr. WAFI ANSARI CHARAN MASSEY

S| it | SR

FOR INTERNAL USE of KOSHIKA FOUNDATION  &rifrs 3w 7

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | il TR 2

7 TAE

-

23.09.2022



