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1) | hiereby confirm Sat ol detals in this Form afe True 1o the beal of my knewledge. Any false siatemenl will render my Application & ongoing assistanco, If ary.
bable lor repeciion'cancedlalion

) I solemnly confirm that assisiance, if recaived from Koshiks Foundation. will be used only for the “purposa”, aa stated In this Form. for which such essistance
wiss raquesied by me

3} ety confirm Bal | e not & will not in furune. avail of reimbursement, in par o in full, from any other sourcalsmployerfinsurance company, of the amount
for which thin nssisiance s roguested
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AGREEMENT by APPLICANT ( switew gm wat)

1) By affiming my signature or thumb impression on this Form, | (Applicant) hereby agree & suthoriss Koshika Foundation and |('s Trusiees to
ute/pikilsh/pul-upireprodiuce my name; address, pholo & details of ihe "purpose”, lor which such assistance is requesied/granted. through any
medium, including but not limited (o vorbal, print, electronic, flor soliciling donations for Koshiks Foundation and/or disseminating information about iUs
actvithes/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the *purpose”
for whith nssistance lu being roquesiod

2} 1 (Applicant) furihar agrea that any such use of my name, address, photo & deteits of the “purposa”, for which such sssistance i rogquesisd/grantod,
will not sutomatically entitle me for recelving or continuing the sald assistance. The decision for granting undfor continuing the Bsssstance will rest solely
with the Trustess of Koshia Foundation, and theer decision is this regard will be fimal and acceptable i ma

1) WA W A v T e e e, § (s s e W e e oo el wete o e il W o v o T oo,
wm, et ol W feer g ue o st b 5 S wifoen” o A, o, e qEt st @ wE ofeieeet sin aeederd ¥ fid fad e wem

# werftn e o for s b st wen w foeer @ W Wl w o d wel o T wifoe wrster® @ sl arfiegn

2) & (wiew) v oW @ v T do wm, wn v el fem W fe o | a3 ol b o e onen W Tee o oo o d

“wiR " vEY TRE =i W i e s wessd v

APPLICANT'S SIGHNATURE OR LEFT THUMB IMPRESSIDN :
W % yEnE W S W T

mmmwmmu (e 5 W)

By affiung hereunder, sgnature of our Aulhorsed Signatory for meommending this case/patient for fingncial assistance from Koshiks Foundalion, we
(Hompital) heraby affirm A accepl following,

1) that we nether are presently nor will in future avail of financial sssistance rom another NGO or any other source, for the same patienl/case, as we ae
requasting 1o gel fom Koshika Foundation, 1o the exient that such assistancs is granied by Koshika Foundation. I the requestad asastancs |8 not granted
by Koshika Foundstion, in pan or in full, then the Hospital reserves Vs ight o make up he shortiall from enother NGO or any other source. This
ponfirmatinn essentially stales thet the Hospital will not gvadl sny duplicate assistance for (he same patlentcass from any olher NGO of any other sourcs.
£) Tha assisiance from Koshiks Foundation i only financial in nature, The choloe of the treatment/procadure advised/conducted by the Hospital on the
patiant, in bassd on the srrengoment batwoesn the patiant & the Hoapital, nnd m in no way Infuenced by Koshike Foundation. Henca, tha Hosp(tal will
assume sole & complete responsibility of the treatment & it's outcome & satety of the patient. and Koshika Foundation will have no role or responsibility
in ths matie
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