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11 1 heraby canfirm fhal af defails in his Fom are True 1o ihe baeat of my Enowlsdge. Any falss statemiont will randat my Appllcstion & engoing sssismnce, I any,
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21| salemnly confirm that aesistance, If reesived from Koshiles Fourdation, wil bo used only for the "perpose”, g 'stated |n this Eorm, forwhich duch sssistance
s reguestad by ma.
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11 By sffixing my slgnatiss or thifmb impression on this Farm, | :Appﬁlzum:i Hereby agreo & auilmrlm Iltn-a.hi.ka Fouridution and it's Trustees ta
use/publishiput-up/ieprodiscs my name, address, phalo & detsils of the "puepose”, for which such assistance Is requestedigranted, through any
radim, incfuding but not lmited to verbal, print, #lectronic, for sollciing denations for Koshiks Foundatisn andior disseminating informaticn about Il's

ectiviiesiachievemants. Such iss of my phola & detalls can be made by Koshika Faundallon befare or after my teement or fulfilment of the “purpose”
for which asslstance is being requested

21 1 (Applicant) larther agree that ahy sueh kiss of my nama, address, photo & detalts of the *purpose’, Tor which such Bosistane i requestedigranied,

wiil rol sutamatically antitte me for recalving or continling the said assistance. The dectsion for granting endior continuing the assistance will rest solely
with the Trizslees of Keshika Foundation. snd their decigion 18- thls regard will be final and acceplable Lo ma.

L) W T WS e @ S e me, (s soed awein o e s f e e i e s e * ) sl won § 5 o,
i, W sl i e v o i, i e s, g, e e w1 R s o fid feed o s e

# wE w W fiadt 41 S0 W e Gt g R e wows 8 oo firg e i S s shn #)

) A (o) vE AW A wewe 6 Ao, v, o she Prren st B wm o v @ wfln 2w e W v T ST v e

it e g =i W e sl sl e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AR T T W AR W P

e

AGREEMENT by HOSPITAL (®wrre Zm sim)

By affaing hereunder, stgnature of our Aulhorised Skgnalory for recommending this caselpatent for financial assistance from Koshika Foundation, we
{Hozpital] hereby firm & actepl ilowing:

1} that wa noliher are presantly nor will In future avall of finsnclal asslstance from snether NGO or any othar source, for the same petienticase, as we are
requesting to gel from Koshika Foundstion, 1o the sxiant that such assistance Is granted by Kashike Foundalion. if the requosiod assistance is not grantad
by Keshika Faundation, in part or In full, then the Hospital reserves s right ta rmake up the shorfall from anather NGO or any other source. This
wanfirmation essentislly states that the Hospial will not avail eny duplicsts assistance for the same patient/cass from any other NGO or any other soufcs,
2} The assislance from Koshika Foundation |s only financlal (n nalure, The shalce of the treatmenliprocedure advised/conducted by the Hospital on tha
patiant, s bagad on the arengament betwean the patiant & the Hospited, and isin no way influsncad by Keshlle Foungation, Hance, the Hoepital wiil
assume sole & complete reaponsibility. of the treatment & W's outcoms & safety of the patient, and Koshiks Faundation will have no rmole or responstbility
In the meaiter.
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