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1) | heteby confinm that al detads in this Form are True 10 the best of my Knowledge Aoy fadse stateement will rences my Application & ongoing assistance. if any,
lindsio for repectionicanceliation -

2) | schwermly confirm that assistance, I recasved from Koshia Feundation, will be usso only for the “purpase’. as stated n this Form, for which such assistance

was requestod by ma

3) | herety condiem that | have nol & will nat in future, sval of rembursement. in pant or in full from sy olher sourcssemployerinsurance company, of the amount

for which this asslstance in mouestid

[JHﬁﬂmthmmnmmw&mnﬂmﬂtmmwﬂtuu&t&mﬁwmwmtiﬂmmmnﬁhl

2) # g o s ofn “wfiee wrEma 8 v o o B v Tvdm i wve W) g o e fem ot @ g s @ v o

1) & gfie wom e o e dy o e W of B G ofe e s @ wwm fem S e wfn i w=e 8 3 @ fn & e 3 o ofee S
AGREEMENT by APPLICANT (=mits gm %17)

1) By afiing my signature or thumb impressien on e Earm, | {Applizant) hessby sgres & authorize Koshika Foundation and It's Trusiees lo

useipublimhiput-upireproduce my name, address, pholo & datais of ha ‘purpose”, lor which such assistance |s requestedigranted, through any

medium, Including bt rot limited o verbal, print, electronic, for soliciting donations for Koshilka Foundation and/or disseminating information aboul it's
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By affixing heveunder, signiiure of cur Authonsed Signatory for recommending his casa/palient for firmncial assintance from Koshie Foundation, we
(Haospital) hereby atfirm & accept following;

1) hat we nedher sre prasently nos wil i future avill of finonclal assistance rom anolhes NGO or any ofhar sourca, for e same palionl/case, &8 we ane
requasting fo gal from Koshiks Foundation, to the exient that such assstances is granted by Keshika Foundation. If the requesied assislance is not granted
by Koshika Foundation. in part of in [l then the Hospital rserves IUs Bght (o make up ha shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicats assistance lor the same patient/case from any olher NGO or any other sounce.
2) The sssistance from Koshika Foundaton is only finsncial in naturg. The cholce of the trommentiprocedure advisediconducted by the Hospilal on the
patient, is based on tha amangemant between the patient & the Hospital, &nd = in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the trentment & (s culcome & salety of the petient, and Koshika Foundation will have no role or respansibility
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