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1} | hereby corfiem that all detalls in this Form are True to the best of my knowledge. Any fulse statement wil randar my Application & ongoing assistance. If any,
it for rejectionicareiiation.
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1) By aMixing my shgratire or umb impresaion an this Form, | (Applicant) hereby agres & awhortss Koshika Foundation and it's Trusiees to
usa/publinh/pul-upireproduce my namo, address, photo & detalls of the “purposa”, for which such assistance is rquesied/granted, through any
medium, including but not imited to vartal, prinl, elecironic, lor solicitlng donaton for Koshika Foundation andior dissaminating information about it's
activities/ochisdamants. Such uso of my pholo & details can e made by Koshika Foundafion before or after my lrestment or fulliiment of the “purpose”
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1) o w w et e o e emen A () o el @) gfe wes o ol el widdes ol v ol ") g wm of fw i oam,
w, T ot @ e o o wife b Csifeet o sl os, wen gt s ol s s @ B el o e e

# vt wed % fom sfone & 5T T W T O TR O WRR W OWR W W W fem Cwime st w = siog

23 & (swirw) v wr o wee I S0 wn, wm wi sl e o S wemm € yeees 6 wikis # uw o wmee W vwer T wom w owey o

Vo gy g bied et b sh st g

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION =
AT ¥ W W SR W e a w [ Esie
¥, 2

AGREEMENT by HOSPTTAL (Tnoem g W)
By aMising hareunder, signature of our Authorsed Sigratory bor recammending this case/palient for financial assistance from Koghika Foundation, we
(Hospital) henssby afiem & accapt following:
1] thal we nefther s presenily nor willin futune avall of financisl sasistancn from another NGO or any other source, for the same pationticase, as we amne
reguesiing to gt from Koshika Foundation, (o the extent ihal such esssiance & granted by Koshica Foundaton. I ihe requested assistance s not granied
by Kaghika Foundation, i part or in fill, then the Hospital reserves I ight 1o make up the shortfall lrom appther NGO or any other source. Thin
confirmation essentially wistes thal the Hospital will not avall any duplicate asskstance for the same patienl/cass from any other NGO o any other source.
2) The pssisiance from Koshika Foundaban (s only lnnncial in nature. The choion of the iesatmenliprocedure advisediconducied by the Hosgital on the
patent, is based on the amngament between this patlend & the Hospital, and is In no way Influenced by Koshika Foundation. Hance, the Hospital will
assume sole & compioln rospongitdity of the beatment & it's culcoma & safely of the patient, end Keshika Foundation will have ne role of responsibility
in tha matter,

wt s, vl W) i W adh e el et @ fefie emen iy feefn o) ol fadt e o) ey wen @ e s w b

1) W T 0 s RS R i S e e e i wen s R S W R T e F o ow R o 38 S v csifow vt
W fowray T awn o W o ot s oo wen iy el afe S wresva g wenen fedy sifvees i e 0 fen we € o s
foelt s e wowrft o w1 ol v v @ e o8 sfire e e B g g o e wm v § e e Sofie woe e et By fled
i e wom W el e o B o S

1 “wifre vty o o wngw s fyfem ol o 6 oo g 6 o weoe 0 e o TwmTen W ST i o e

® dw S ol e woeshe " g feslt g wowi oo W b ot e d dd) o s e o sk wd o W Tl B v v
¥ wh sl wifm” o Wi e w Tt o S i own

RECOMMENDED FOR ACCEPTENCE
wiE % fay wwg
M‘ﬂhﬂuﬂm m MA, by, el [ nF (=} g |
218! B |H i rI' e _. ~ : Hk,i,- ”-..I!
ot - Qe Al 0 A m
I Y v s

FOR INTERNAL USE of KOSHIKA FOUNDATION mmhiq :

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
=4 T | =l T 2

7’ AT

L

15-08-2023



