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111 harety confirm hal 58 detaibts in this Form ane Troe o the best of my knowledge. Any false stalement will rendar my Application & ongoing assistance, if any,
liabile for reysctionicancnl|abon.

2} | wolemnly confirm [kt assistance, f recaived from Koshika Foundation, will be used only for the “purpose”.-as staded in this Form, for which such assistance
Wil regusaled by me

3} I nereby confirm that | fave nol & will not in fulure, avail of rembursement, in part or in full, from any other sourcelemployerinsurance company, of the smount
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1) By affining my signature o thumb |mpression on (his Form, | (Applicant) bareby agree 4 authorises Koshika Foundation and |'s Trusiees %
uspUbsh pul-up'neproducs my Aams, addess. photo & detalls of the "purpose”, lor which such assistance s requesied/granted, through any
medium. mciuding but not lmited to verbal, pnnt, electronic, for soliciting donations for Koshika Foundation andfor disseminating information about it's

activitieslachsver=nis. Such use of my photo & detalls can be made by Kothika Foundalion belors of after my treatment o fulliment of the "purpose”
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211 (Appicant) furtner agree that &ny such wss of my name, address. photo & details of the “purpose”. fior which such assistance & requested/granted,
will nol sulomatically enfSile me for recetving or continuing the asid assisiance. The decision for granting and'or continidng the axstsiance will rost solely
wilh the Trusises of Koshika Foundation, and their decision i this regard will be final and sccepiable to me.
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By aflong hereunder, sgnalure of out Authonsed Sigralory lor recommending this case/pateent for financial assistance from Koshda Foundation, we
(Houpital) heraby aflirm & accopt following

1) thind we nesther sre presently nor will in future svail of financisl assistance from another NGO or any other gource, for the same patisnt/case, a8 we ane
reguesting 1o gel from Kogshia Foundition, 1o the axtent Ihat such assistance | granted by Koshika Foundation, If the reguasied assislanca is nol pranied
by Moshika Foundation, in par or in full, then the Hospital resarves I's dght to make up the shortfall from ancther NGO or any other source. This
confirmation essentially siaies that the Hospital will not avail any duplicale assistance ko ihe same patient/case from any oifer NGO or any other source.
2} The asststance from Koshika Foundation ks only financlslin nature. The cholce of the Imestmentprocedurne advisediconducied by ihe Hospilal on ihe
patinni. is based on the airengament betwesn the patient & the Hospital, and is in no way influenced by Koshike Foundation. Hence. the Hospital will

mssume sale & compleds responsibiity of the treatment & It's outcome & salety of the palient, and Koshlka Foundation will kave nd rols or respons|hiity
in e mattes

et sewn, e W0 s @ aeead W) s wTesee” A el see iy fefon o ol 8, ot v () T TeR @ e e e b

1) wE i n e obe 7 ) wfvsy o St e et e sl vy @ fell sen wn A e il F O w A o F T e wifoe e
& fmfr i ww % waw 4 *wif Wit g e g i ol s s po e Tl st 1 R W Tew owm @ e
faddt == v sed e w fah e we @ some W w afeer e e ) ore e d o wn e § s e fpds we e divaet vy e
e wrwsh wtom w el e we A S

2 “wifrw e @ o o e W el vt W o0 W ree g S o wew W fd o aver e W g A o v

% W W e § o wifee wete” g e v W = oo b oete wame o Bl # e e sl s e el feaoh o weae
wt wi s Cwifrw ™ ot o gfem m fasioh m s d oo '

Date of Surgery
wiwive = A

9 2y

d. Rameez Reza o
WMI -
W T VEOORUK) |

R EGRINTERMAL USE! SFKOSHIKA FOUNDATION  safi v o

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
el g | el e 2

ol B

18-08-2024



