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1) 1 heruby confirm thotall details in this Fom ore Troe o/ he bestofl my knawiedge. any fakse statement will render my Applitaliot & ongoing assislance, i any,
funite for pejectionicanceltation

24 | sdemminly confirm that sssistance, if recalved from Koshika Foundation, will be-used only for the “purpose”, as stated In this Form, for which such assistance

was riguesisd by me

3 | heraty confirm tal | heve not & will pot in future, avall of mimbursemant, in par ocin full, tram any other source/mmpliyarinsurance company, of the amaunt

fir which Ihis assistance s requasied.
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AGREEMENT by APPLICANT (s @m %41

1) By afiiing my sigralure or thumb impression on lhis Form, | (Applleant) hoeraby agres & authorise Koshikn Foundation and it's Trustess 1o

use/publishiput-upreproduce my rame. address, phato & details of the “purpose’, for which such assistance is requested/granted, through any

medium, inclading but pot imied to verbal print, electronic, for sollciling damatians o Kpahika Foundation andlor disseminating information about it's

activities schievements. Suth use of my photo & details can be made by Koshika Foundation befors or after my ireatment ot fulfiiment of the "purpose”
for which pssislance & Gelng requesied.

2] | (Appiicant] furher sgras thit any such use of fmy name, address, photo & datails of the “purpose”, for which such essistance is requestad/granied,
will not automatically enptie me for receiving or confinuing the =ald sssistance. The decliion for granting andler cantinuing the assistance will rest solaly
with the Tiustess of Koshika Foundation, and their dealsinn is this regard will be final and acceptable 1o me

() T T W S e 9 snE ) wn s, (e W a8t gfe s f o Cwfe wEdes s owes it s i s g oo
i, wiz s = fee g ume F gies @SR e o =, o, wrewm gEt g A o Rl s aefer W i e o e e

W wit W F S s &) 6w W frw gt T ¥ WER W oW @ W fe Wi woeRes T w =mit sfiogn

<) & (wirs) T R e o odn o, T, W sie fea @ B o 3 el © ol # 90 e e eRm W w18 wE |

‘it e e e W foty st sk e dEn)

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
wrhgE W R W SR W e

AGREEMENT by HOSPITAL |wemid go =)

By affising hereunder, signature of our Authorised Signatory for recommanding Ihis casefpatiznt for financial assistance from Koshika Foundation, we
(Hospital) ereky afirm & accept following:

1) thaat wit reither are presently aor will in future avill of financial assistance from anolhar NGO or any ofner source, for Ihe same patient/cass, as we arg
reguesting 1o got fram Koshika Foundation, to the extent thal such assistance is graniet by Koshiks Foundation, | the requested assisiance is not granted
by Koshika Foundation, in part or in full, than the Hospital reserves i's rght o make up the shortiail from snother NGO or any ather source. This
confirmation assentially states that tha Hospital will not-avail any duplicale assistapce for the same patiarl/case from any other NGO or any othar saurca.
21 The assistance from Koshika Fourdallon is orly firancial in natre, The chaice ol the tregtmentiprocedure advisediconducted by the Hospital on ihe
patlent, s based on the aratgemant batwesn the patient & the Hospital, and 1s.in no wiry influencad oy Koshika Foundation. Henoe, tha Hospital will
psgume sole & complete responsiblity of the treatment & s outcome & safety of the patient, and Koshika Foundation will have o role o responsibility
in tha matler
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