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1)1 naraby confirm Hat 58 detads In this Form are True 10 the best of my knowledge. Any faise statemant wil render my Applcation & ongaing stsistance il any.
ienbiie lor rpeciion/cancalabon.

2) 1 solemnly confirm thal assistance, if received from Koshika Foundation, will be used only Tor the “purpose”, s stated in thes Form, for which such asssiante

wird aguening by me

3} 1 haretyy confinm that | have not & will not in luture, avall of rembursement, in pan o in ki, from any cther sourca/employeriinsurance comgany, of the Bmount
for which fhis ansistance & reguested

1) & wwm o f T o e fotom e fewon %8 aEerd ¥ s we o o b i e feem o e s ww e | 49 s feow W w et

1) o pm ow sy afe s wrestve®, A o w ol e o ol v of) ol o il e b, o v owes o oo o by

1) 8 gfe waw e e e b o oweke o ol 8, o ofn w e @ wen e felt e s frdawdn weh @ 0 o B & oby ot @ s o b
AGREEMENT by APPLICANT (3w gu Wit

1) By affoing my signature or thumb impression on this Form. | {Applicant) hereby agree & authorise Koshika Foundalion and if's Trusiees to

usefiubish/put-upireprodude my name, sddress, photo & detads of ihe "purpose’”, for which such assistance Is requesiedgrantsd., theough ary

meium, inclading Bt nol limited (o varbad, print, slectronic, for woliciting donations for Kostikas Foundation andior disseminaiing information stout i's

activilies/achievoments. Such use of my photo & detalls can be made by Kashika Foundation belore or aflar my trestmendt or fuifilment of the “purpose”
for which assistance is being requesied
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will ol sulamaticatly ontitle me for recetving of contining the sald asaistance. The decksion for granting endior continuing the aasistance will rest solaly
wilh the Trustees of Koshia Foundation, and their decisson s this regard will be final and acceptabie i me.

L) e vt wenet o bl W) wre e, # (sres) seeh meih o ge wen o “sifew wrtte ol e sl W) s e o fs 4 o
wr, Wi s fern wowe A wife §, T Seifee ey el on, enn gt gt @ e o sl Tvefeed o Set fedt @ g e

W it wed % fen oo & S v ow e o v Wl @ w3 w8 f e sl 8 i sfiogs b

2) 8 (o) o 2 wem o TS du o, i ol fiee W S woe ¥ At 3 wfts 4 9w o W ovew W e T e

“wifyr ™ o T wfed W P ofm s el W

APPLICANT'S SIGMATURE OR LEFT THUME IMPRESSION :
iy ¥ v W ST W o

AGREEMENT by HOSPITAL (s B &01)
By affixing hereunder, sgnatune of pur Authorised Signitory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospitel) hersby affirm & accept following:
1) thal we nedher s presently not will in fulure avail of finencial sssislunce from angther NGO or any other source, for the same patient/case, as we are
requasting o gal from Koshika Foundation, to the extont that such assistance i granted by Koahika Foundation. If the requested assistanca s nolt granisd
by Koshika Foundatian, in par of in full, inen the Hosplial reserves i's right 1o make up the shortfsll from another NGO or any other sounce. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any othar NGO o any other source
2) The assistance trom Koshiks Foundafion is only financial in nature, The choice of the trestmentiprocedurs advised/oonduched by the Hospital on the
matiant, 1w based on the arangement betwasn the patient & the Hospital, and is in no way influsnced by Koshikn Foundstion Hence, tha Hospital will

assume sole & complale reuponalbilily of the Festment & it's oulcome & salety of the palkent, and Koahika Foundation wil hive mo rola of responsisility
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