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1) | heraby confiem thal sll defeils in this Form are True {o the best of my knowledage. Any lalse statemend will render my Application & ongoing assistance, if any,
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1] By affung my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
uselpublishiput-upireproduse my name, address, photo & details of the “purposs”, for which such assistance is requestedigranted, through any
madium, Including bit not limited 1o verbal, print. elactrohic, for sollciting donations for Koshika Foundation andior dissaminating Information about it's
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with the Trustess of Kashika Foupdatian, and thelr deciglon Is this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥emm §M %)
By affixing hetsunder, signature of our Authorlsed Signatory for recommending this case/patiant for financial assiatance from Koshika Faundation, we
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mu:msuh & compioin responsibifity of the treatmant & its outoome & safety of the pationt, and Koshiks Foundation will have no role or responsibllity
in makier

Wt i, weme W S # A W) wire wrrsm” | i wew 0 St o ol 8, Bl v (v e vl o s s

1) we % o ot i she 3 o gftes o Fafive e fiesl e woed dieee et e wie A e i F W A o £, e Swife et
# il 70 % waw f s = on o 8y T8 b oR U sifew st o wwom feel ST §7 e W e o § o sem
fived o wwrtt e Tl I wEE W wee A W el e e & ow g F wne o § e s i s oo Sl iy Rl
1 Wl W W fEHl S W W T s

2. s wrevE" 8wl aem Sam fde oogirow &0h w0 vmee wo 9ol o Rt swerfim w0 o TR o s

% dts W e b ol sifow Tt oo fet wen owow oon ot b ol v d Gh ® g o s o 9wl el o v
= o st "wirw =t W g W Sl o F ot ol

DED FOR ACCEPTENCE
et & e et ?
e YOGESH YAUAV

Date of Surgery
whitws 1 i L Administrator
ﬁsslslan . .
24| o of Hospit)
291124 Al sfiga svart
FOR INTERNAL USE of KOSHIKA FOUNDATION ~ #=ifts 7% #7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
i g | TR 2

Sp—y? JAE

25-11-2023




