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1§ | hareby confirm that 8 detals n this Form ame True (o ihe best of my knowledga. Any lalss sialement will render my Application & ongoing susistance. if any
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2} 1 solemnly confirm that ssslstance, if recelved from Koshika Foundation, will be used only lor the "purpose”. s stated in this Fom. for which such assistance
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1] By affaing my signature or humb impression on this Form, | {Applicant) hersby agree & authorise Koshika Foundatlon and if's Trusteos to
ueapublishiput-uplireproduce my name, address, pholo & details of the “purpose”, for which such assislance i requesiedigranied, through any
medium, including bul nol limited la verbal, prinl. slectronic, lor soliciting donaiions lor Keshlka Foundation andior dissaminating information aboul i's
pofivilies/achimvaments. Such use of my pholo & details can be made by Koshika Foundalion betore or after my treatmant or huffilment of the “purpose”
for which assistance s b2ing requesied
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1) W ET e s wt w e, @ (snies) s el o gie s o w wifn s shoo i s sfen s e g s
. w2 e om v e § o et o i, om, e gEt S @ o iRl s seafesd % o Pl @ e oamam

# s wrd & fg sfemn §1 St vr wm freee 3 v o upd W e § wrd @ e i e w sl e b

23§ (swdew) T wm & wwew {40 wm, v, o ol feree o i e gl o wfile § o e W rw S e e

“uifir™ uwy wk =ufied W Pl affim e wored v

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION :
smies ¥y o S5 w1 e

Jrﬁ (Lr
AGREEMENT by HOSPITAL (¥emmm gm ®mr)

By aflixing Remeundar, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundaton, we
{Hospital) hereby affirm & accapl lollowing:

1) thint wa nesther @re presenily nor will in future avail of finencial assistance from anothaer NGO or sny other source, for the same patierifcase, 88 W T8
requesting 1o gol from Koshika Foundation, to the exient thal such sssistance is granied by Koshika Feundation. Il the requesiod assistanca is nol granied
by Koshika Foundation, in part or in full, then the Hospital reservas if's right to make up the shortlall from another NGO or any other source., This
confirmation essenlially states thal the Hospital will nol svall sny duplicate nisistance for the same palieni/case from any othes NGO or any offhor source
2) The assistance fom Koshika Foundation is only financial in nature. The choice of the featmentiprocedure advised/conducted by the Hogpital on he
piillent, s basad on ths srangement betwoen the patient & the Hospilal, and is In no way Influenced by Koshika Foundation. Hence. this Hospital wil

assume sole & complete respansibility of the treatment & it's oulcome & safety of the patent, and Koshika Foundation will have no role or responsibility
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