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1) | hereby confirm (at al detais n this Form are True 1o the best of my knowlodge. Auny fakse statemant will render my Application & ongaing assistance, f any,
by e wpectsancancnliabion,

Z) | solemnly confirm that assistanca, f receved from Koshika Foundation, will be used only for i “purposs”, a5 siated in thes Form. for which such essistance

was migLissing by ine.

3) | neraby confirm irat | have not & will not in lulure, @vail of reimbursement, in part or in full, from-any other sourcaamployerinsurance company, of the emoml

e which this assllanog i requested
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1) By affixing tmy signature or thumb impression on this Form, | (Applicant) hereby agree & auftorise Koshika Foundation and |fs Trusiees o
‘ussfpublishijiil-upiroproduce my name, sddross, photo & details of the “purpose”, for which such assistance is requesiedigranted, through any
muedium, ingluding but not mited 1o werbal, print, slectronic, for soliciing denations for Koshika Foundation andfor disseminating information about it's
sciivities/achipvements. Such use of my pholo & detalls can be made by Koshika Foundation belore o after my reatment or fulfiiment of the *purpose”
for which assistance is being requosiod,
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will not autamatically entitle me for recelving or contimuing the sakl asaistance, Tho decision for granting andior gonlinuing the assistance will rest solaly
wilh the Trustess of Koshika Foundation, and thelr decision i s regard will be final and acceptable to me.

1) 8 9 S e w s ) on e, A (seinw) sk meel @ gfe wn f of “sifem weEe o T =wid 5 afees e f e do o,
wm, wid sl o famrs ga v 4 e §, 9 CwifR g, T, sewm get gt @ ol il st geferd o feed fesl o won e
o waftn w4 % B afign 130 gy W feeow S opew @ vl @ we o w8 g e i 8 el e

2) & (i) oW A wem R S o, o o fe W T w8 sl @ it b g e e W v W W o
“wiftw " oy st fied W fefe o o warh @

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

Mimwﬂg
T
AGREEMENT by HOSPITAL (7w g0 %90

Hy affizing hareunder, signature of our Authorised Signatory for recommending this case/padion| lor financlal assistance from Koshike Foundation, we
(Hosphat] ereby affirm & eocept following:

1] thast we neliher sre presently nos will In future avsd of financlal assistonce from another NGO or any other source, for the same patent/case, as we are
reqiesting 1o get from Keshika Foundation, to the exent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part of ip full, then the Hospital reserves i1's right (o make up the shortfall from anothes NGO or any other source. This
confirmation essentiaily statos that the Hospita] will not avail any duplicate assistance for the same patient/case from any other NGO or sy other gouroe.
2) Tha asaistance from Kashika Foundation (s only financial in nature. The choice of ihe iresiment/precodure advissd/conducied by he Hosplial on the
patlent, is based on the arrangement betwean the patient & the Hospeal, and is in no way mnfluenced by Koshika Foundation. Hence, the Hoespital will
assume sole A& complets reaponaibility of the treatment & i's oulcome & aalely of the patient, and Keshiks Foundalion wil have no robe of responsibdlity
in the matiar,
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