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) | sotemnly confirm Ihat assismnce. i received from Koohike Foundation, wil be usad only far the “purpese”, as stuted In this Fomm, for which such asstsiance
was requested by me.
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1) By affiing my signatura or Ihymb impression on this Form, | (Applicant] heretry agree & authorise Koshika Foundation and ii's Trustees 1o

useipublish/md-up/reproduce my name, sddress, photo & details of the *purpose”, lor which such assisianis is requesiledigranted. through any

mediurn, including but hol limited to verbal, print, elestronic, for solioiing donations for Koshiks Foundation andia: dissamingfing informaton aboul il's

gcihvilies/achiavaments. Such use of my pholo & detalls can be made by Koshiks Foundation before or after my treatment or fullimeant of the “purpose”
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with he Trusiess of Koshike Foundation, and their decision i this regard will be final and scoeptable to me

L) ¥8 9 9 e prme o) S W un T, A (SR S w6 e w § o e wetne ol Twe i " a wieE W o T o e,
v, Wit ol W e v o A e b, e we S, e gt gt At offfied sty it @ fod PRl d) wn e
ﬁmﬁqmiﬁqnﬂmrhsﬂmmhﬂﬁm#“nmﬂﬂih*mm'wmmh

2) 8 (swivw) v = # e e dn o, am, W o e o e weem o sxted @ wie b o, s T o womn T e A

“wify" T I i W e S sl wessn g

APPLICANT'S SIGNATURE OR LEFT THUMBE IMPRESSION :

) mjﬁ\-ﬂr}fﬂﬂ

AGREEMENT by HOSPITAL (wsme g war)

By affing hereunder, signature of our Authorised Signatory for recommanding this caselpatient for financial assistance from Koshika Foundation, we
(Hospitsl) heraby affirm & sccept following:

1) thit we nasithier am presently nor will in future aveil of financial assistance from another NGO or any other source, for e same patisnt'cass. a8 Wi are
requeyting Lo g Irom Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested essistence ks nol granted
by Koshika Foundation, In pant or in full, then the Hospltal resarves it's fight to make up the shartfali from snother NGO or any other source. This
confirmation assantiaily siates thal the Huspital will not avedl eny duplicats assistance lor the sama patienticase from any olher NGO or any olher source
2} The assistance from Koghika Foundation ks only financial in nature. The choice of ihe treatmentfprocedure sdvised/conducied by the Hospite! on the
patiant, Is based on Ihe armngement between the pafient & the Hospital, and I8 in no way influsnced by Koshika Foundation Hence, thie Howpltal wil
assume solo & complels responsibliity of the treatment & it's outcome & safaty of the patient, and Koshika Foundation will have na roie of responsibility
in tha maflar.
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