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1) | heraby conflem that all delalls in this Eorm are Trua 1o the best aof my knowlsdoe, Any Talee statement will render iy Applieation & ongoing assistance, [Fany,
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21 | salatmmly comfirm that assistance i recsived fram Koshika Frundation, wil be used only for the “purpose’, 8s staled in this Farm, for which such asststancs
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1) By affiang my signifure or thumb Impressian on his Earm, | {4pplicant) hareby agree & sutharise Koshika Foundation ana Il's Trusiees 1a
wsaipuhlishipt-upirspeaduns my name, sddiese, photo & detalls of fne “purpase’, for which such sasistana is requested/granied, theough any
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LJHmmwmmmﬁmm,ﬂ;miMWﬂgﬁzmiﬁ"mmmmm " W Wi R fe s,
o w5 e i T vy A Wi 4, 9 e e o, e g v o o i S vl e e O s aem
&‘mﬂ!mﬂ'ﬁqwtlﬂimwmﬂimﬂﬁmmﬂﬁimmm"ﬂﬂmil
1:#1m1mm#w{fkﬂww.m,ﬁahﬁamihmimﬁmtgﬂm:mmmmmwm#

“ s w T =l W T S ol e fm

APPLICANT S SIGNATURE OR LEFT THUMB IMPRESSION :
e ¥ yEE W S W

ral
— LJ
AGREEMENT by HOSPITAL (w83 B0 =07)

By affung tereunder, sigratury of our Authonsed Sigralory for recommending this casadpatisnt for imancial pesigtance from Koshika Foundation, we
(Hespital| harsby affirm & secept following:

1] fhiat we nelther are presenliy nos wlll in Tuture sl of Nnencial asslstancs from snother NGO orany oiner sguroa, for the sama patisntlcase, a3 we are
reguesting (o getfrom Koshika Foundaton, to the extant that such sssistance |s granied by Koshika Foundation. If thae requested assligtance i4 not granted
by Hoahika Foundatian, In part or e full, ihea the Hespital resetves iU right ta make up the shortdl fro enother NGO or any ather source. This
porfrmation essentially states (hat the Hospital will not weil any dupllcate susigtance for the sams patienticase from any other NGO or any othar Sburce.
21 The asmsiance fom Koshika Foungabon le only ngneial in nature. The cheice of he testmentprocedure adwised/canducted by the Haspllal &n the
patband. &5 basstl on the srmngemant bebwssn the priient & the Hosplial. and |50 no way influanced by Koshils Faundation. Hence, the Hospital will
seeume sole & compiate respansibility of the irpetment L Its butoome & safety of the patient. gt Koshike Foundation will have no rolg of responsibiiiy
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