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1) | heraby confirm that ol detads in this Form are True o the best of my knowledge. Any false utaterment wil render my Application & ongoing sssistance, i any,
lkwbke for rejpctionicancelation ,
2} | solamnly confirm thal assistance, f recawved fram Koshika Feundation, will be used only for the "purpose”, as stated in this Form, for which such assistance
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medium, ncludng bul nod limlied 1o verbal, print. electropic. for soliciling donations for Kbshiks Foundation andlor disseminating Information  aboul it's
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2) | (Apphoant) firther agree that any such use of my nime, address, pholo & detalls of the "purpose’. foe which such assistonce & requesiad/grantsd,
will net automatically sitite ma for recalving o continuing this said assistance. The docision for gromting snd/er continuing Ihe sssistance will rest solely
with the Trusiees of Koshika Foundaton, pnd their decison |8 this regard will be linal and accepiabie to me
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By affiung hereunder, signatune of our Authonsad Sgnatony for recommending ihis case/‘palient for finpncal assistance from Koshika Foundation, we
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1) thal we nedther ane presantly nos will in fubure geal of Snangial essistancs from another NGO or any othir source, lor the same patlenticase, ps we one
reguagting to gat from Koshiks Foundaion, (o the exton! thit such assistance is granted by Koshiks Foundation. If ine requested assistance is not granted
by Moshiks Feundation, in pant ar infull, than the Hospital reserves it's night 1o make up the shartfall rom another NGO or any other source, This
confirmation essontialy states that the Hospital will no? avail any duplicste assistonce for Ihe same patientcase from any other NGO or any othar source.
2} The assistance from Koshika Foundabon is anly Rnancial in nature. Thee cholkce of the treatment/procedure advised/conducted by fhe Hospital on the
patienl, is based on the srmngeETEnt botween tha pationt & the Hospital, and s in no way influsnced by Koshika Foundation. Honce, the Hospital will
assurme sole & complete responsibiity of th treatment & IV's outcoms & safety of the palient. and Koshiks Foundation will have no role or respansibility
in e matier,
vt s, wEe ® s 8 SR W ae st @ fai e 6 feedn 0w 8, fe o (reem) e v d s g s w0 b
10w oo e ofte @) s o St e S e s s e o e 0 e Telvaraet o S m @ o, e fa e S wifie st
A fwdrafiin 9 & woay § s enea g e ] e ool s sretve go wnem ey sdfsesaen By s o Beat amn & 8 s

o = W we e v R R meE W e oW sfien gt o e § e osw s I s S T w e i e
 wrn s w fel s T B oW A

3 “wifve yrestee™ o o o wwrem daw fafie o W b SR oo e gm B ol s o Fed o TTweeEm e e R o e

% W w fwn ol s waR g el s o i oo rele aeee A o v e sl o W & Wi fadl o o T
w1 Wit by “wif W W g @ Pestoh o @ AN e

RECOMMENDED FOR ACCEPTENCE
wigfl & forg dorfe

Rh.KHAN
ICO

FOR INTERNAL USE of KOSHIKA FOUNDATION
SIGNATURE of TRUSTEE 1

Sii?

./

L

e Dr M

150d] )4

15-08-2023



