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1} hereby confirm that all details in ttus Form are True Lo the best of my knowledg= Any false statement will render my Applicalion & angoing assislance. if any,
hable for rejeclion/tanceliation ‘

2) 1 sulemnly confirm hat assistance. if received from Koshika Foundation, will be used only fr the “purpose”. as stated in this Form. for which such assistance

was requesied by me %

3} hereby conbirm 1hat | have not & vadl not i fulure . avail of reimbursement, in part or n full, from any other source/employerimsurance company. ol the amount

for which this assistance 1s requesled ) &,
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AGREEMENT by APPLICANT (et 20 FM)

1} By alliing my signature or thumb impression on this Form. | (Applicant) hereby agree & authorise Koshika Foundation and if's Trustees 1o
use/publishipul-up/reproduce my name, address. photo & details of the “purpase”. for which such assistance is requestedigranted, through any ‘
medium, including bul not imited to verbal, print, electronic, for saliciting donations for Koshika Foundation andfor disseminaling informalion about it’s
aclivities/achievemenis Such use ol my phole & delails can be made by Koshika Foundation before or after my lreatment or fulfilment of the “purpose”
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wit the Truslees ol Koshika Foundation, and their degision is his regard will be linal and acceptable to me

1)‘wmmmﬁmmmmiﬁmm,ﬁ(m)mmﬁg&m(w"mmﬁaﬁtwﬂm"ﬁaﬁx&mm(ﬁﬁnm,
w,w}aa?naﬁﬁammmﬁtﬂﬁai,zﬂ"ﬁﬁm"mw,m.mmwmﬂgﬁnﬁﬁﬁ:ﬁ&ﬁrmﬂﬁﬁﬁm@mw
ﬁmﬁaa:ﬁa%faqa:ﬁm%sﬂimmﬁwﬂim*wﬁmmﬂmﬁﬁfm"aﬁﬁmwﬁm"aw@mﬁﬁmﬁl
z)ﬁ(am)mamﬂmif‘m‘ﬁnﬁm,qﬁl,mﬁtﬁmﬁ%ﬂm%s@ﬂﬁyﬁia%gﬁm:mmmWﬁmlmwﬂuﬁ

“TifE” QR T wied = fala ofm si anwr g y

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -

WETE FEEIER W R F b (w\ _ R-W!
@5 A O

AGREEMENT by HOSPITAL (7rmwm (AL 3419]

By affixing hereunder, signature of our Aulhorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accep! following:

1} thal we neither are presently nor will in future avail of financial assisiance from another NGO or any other source, for the same patient/case, as we are
requesiing (o get from Koshika Foundalion. 1o the exient hat such assislance 1s granled by Kashika Feundaton. Il the requesled assislance s nol granled
by Koshika Foundalen, in part or i full, then the Hospilal reserves il's righl lo make up the shorlfall Irom anoiher NGO or any olher source. This

patent. is based on the arrangement belween Lhe patient & the Hospital, and is in no way influenced by Koshika FouL ittt gt lospital will
assume sole & complele responsibilily of the treatment & it's outcome & safety of the patient. and Koshika Fouse will have no role or ¢ onsibilly
i thie maller.
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