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1} | hereby confiem hat all delails in this Form are True lo the best of my knowledge. Any false statement will render my Application & ongoing asststance, if any,
limtibe Tor resschionicancedation.

2] | sedembly confitrn thal assistance, # received from Koshika Folndation, will be used only for the “purpose”, as stated in this Form, for which such sssistance
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‘wselpublishiput-uplrepraduce my name, address, photo & detalls of the “purpose”, for which such assistance Is mequesiedgranted, through any
medium, including but not limited to verbal, print, electronic. for solicing donalions for Koshika Foundation andior disseminating information about It's
acliviies/achievements. Such use of my photo & details can be made by Koshika Foundation before or affer my treatment or futiiment of the “purposa”
for which assistunce is being requosied,

2) | {Applicant) hurther agree that any such use of my name. address. pholo & detalis of the *purposs”, for which such assistance is requestad/granted,
will not putomatically entitle mo for receiving or continuing the said sssiytance. Th decision for granting and/or cantinuing the assistance wil res) solsly
with the Trustess of Koshika Foundation, and their decision is this regard will be final and accoptable 1o me

1) W W S e e, § (sew) v mel o g s f o st wates sl s i " e v f B doo,
um, w5 s oo fowrs ow v f wifen , u Maifem” o S, o, e gEt agire A ) il sty e & ot fael o e e
ety Wl o v afioge &) 8t g o fer St e o T e e o o “sifire et w st o

1) % (s oW § wem o R o T S sl e o e s o wvivd W ol b g e mren v vt o v e o

“Fifw " v T s = T s s e W)

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
spieE W pem w g w fom

FACH)
AGREEMENT by HOSPITAL (weme gm &mi)

By #lfizing heseunder, signature of bur Authorised Signatary for recommending this case/patient for financisl assistance from Koshika Foundation, we
{Hospital) heroty affirm & acoept loliowing:

1} that wie melthier mre presently nor will in futiire svedl of financial assistance from another NGO o any other source, for the same patent/case, 25 we a8
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by Koshiks Foundstion, in part or in full, then the Hospital reserves iI's right to make up the shorifall from anather NGO of any other source. This
confumation assantialty staten that the Hosgital will not avail any duplicate asskitance for the same pationticane from any ohar NGO or any other source.
2) The assistance from Koshiks Foundation is only financial in nature. The choice of the treatmentiprocedurs adviseditonducied by the Hospltal an the
patient, ik based on the prrangement betwean the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, tha Hospital wiil
Bssume sole & complets responsibility of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no mie of responsibility
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