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1) | hetoby condiem that all details in this Form are Trus to the best of my imowledge. Any false stalement will render my dpplication & ongoing eesistancs, If any,
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2} | solamnly confirm that aasistance, If recalved fram Koahika Foundation, will be used only for tha "purpose”, ag stated in this Form, for which such assistance

wiln regusled by mn

3} | hersby confirm that | have nat & will not in futura. avall of reimbursement, @ pan of in full, from any other soumcafemployerinsirancs company, of the amiaunt

for which this assistance Is requested

1) % s w0 e e 0 R ol wl e S0 el % s am ol w b gl s e ol e wee o om0 wm e e = e 6

2) # g o s ofn “wifee wastt, 4 @ ow ol b, T i wowhe = o e e i, 9 @ oy o oo i

1) & g wom f Ot e f or w9 o &, v ofh W sies W awe e feh s o w3 @ e sl s o ofes d i

AGREEMENT by APPLICANT | yFm= 2 %17)

11 By affming my signature or thumb impression an this Farm, | (Appicant) heraby sgree & suthorise Koshiks Foundation and (s Trusiees 1o

usaipublish/pul-upfreproducs my name, address, phalo & details of the "purpose”, for which such assisiance is requested/granied, through any

misdium, inciuding bul not limited 1o vercbal, print, electronic, for soliciting donations for Koshika Fourdation endfor disseminating information sbout it's

activities/achievements. Such use of my phats & details can be made by Koshika Foundation before or after my treatment or fulfilment of the “purpose”

lor which assistance is being requested.

2) | {Apphicant) further agree that any such use of my nams, address, pholo & details of the “purpose”, for which such assistance s requesiad/granted,

will not autamatically entitle me lor receiving or continuing the sald essislance: The decision for granting andfor continuing the asslstance will rest solely

with the Trustess of Koshika Foundation, and their decision |s this regard will ba final and acceplable 1o ma

1) & W W A T W ST W e we, | () e wl o 0w o Cwifee wEte o ove it oW sfe = e odn o
o, R s @ Free o F sife & ow O ey R, v, v et ek ) wE ofnialedd sl sueieen o8 T B o s une

w waftn w3 & f sty 1 9 vy w feee 9 e F e w4 wed & P i wEe T v Sl s b

13 A (wEw) T8 98 & W £ i o0 T, we ol few o T werm # et & i 4 @ e www W v 6 s e o

“wiftrm” v Tk wfd w1 Ffe s sl e W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
TR W EEOET W W e

AGREEMENT by HOSPITAL (yems g9 ®51)

By affixing hersunder; sgnalyre of our Authonsed Signatary for recommending this case/patient for financial sssisiance from Koshisa Foundation, weo
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1] that we maither eme presently nor will In future svall of financial assistance from anather NGO or eny other source, for the sama patlant/cass, os We arag
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assume sole & complete responsibiiity of the tresiment & it's outcome & safety of the patient, and Koshika Foundation will have no tole of responsibiiity
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