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2} solemnly confirm that asskstance, 1 recelved from Koshikn Foundation, will be used only for the “purposs”, as stated in this Form, for which such assestance

WES PRI by M

3} 1 haretry confirm that | have not & will pot in futurs, avall of reimburssmend, in parl of in Rl from any other sourcalemployesfinsurance company, of the amouni
for which thin assintance & reguesioed

1) v wow f fe o owen @ ol owood feem 4 sl € g e ol W e W fern o e wee o owm § 8 00 wo fae ot w el £
2) = gm = swwn ofn “sifre wEEEt, A od W ooh b, s i T e S oF o Bl B i, @ o owee o wo

1) 4 e weow o P fan s g wr unde ) o # Tw ofn w afes w e fren fed s S frdesdn weh 8 o A e £ ody 3 o ofee o ol
AGREEMENT by APPLICANT ( sstes g9 i)

1] By afficng my signatuie or tumd impression on his Form, | (Applicant) hereby agree & authorise Koshika Foundation and K's Tiusloes 1o
use‘publishiput-up/reproduce my name, address, phato & detalls of the “purposa’, for which such assislance is requested/grantad, through any
misdium, inchuding but not limited 1o verbal, print, slectionic, lor soliciting donations for Koshika Foundalion andiar disseminaiing |nformation aboul i's

acivitiesachvements. Such use of my photo & defails can be made by Koshim Foundation before or after my tresiment or fulfiimant of the “purpose”

for which punstancs s being requested

2) | (Applicant) further agree that any such uss of my name, address, pholo & detalls of the “purpose”. for which such assisiance s requestedigranted,

will nol sutomaticasy entitie me for receiving or continuing the sald assistance. The deciskon flor granting and/or continuing the assistance will resl solaly
with the Trustees of Koshlka Foundation, and thelr dackson is this regard will e final armd acceplable to me

1) ¥ VO W ST v W S S w e, § (st s wen w g wo f o sl wEtes sl wws e " =) sfeg s f o9 am,
v, Wi s w e v o e ), o Csifw” v e, o, wwam e et @ il s Teefeed & B Tl o wam e

# yarfty wrd & o sfiogn &1 9 v W freee A e Tt @ e d wt o B Cwifow el w ol sfiee

2) % (owdrew) v e W e of et o, e, o ol fawrw o e ween o agteel o wifte & g s wes w wwer T s g e

“aifyrn™ vy Tod oo W faefa e oy e W

AGREEMENT by HOSPITAL (v=s= gm0 %)

By aflixing hereundar, ssgnature of our Authorsed Signatory for recommaending this casefpatient for financial assistance from Koshiks Fourdstion, we
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requisting i got from Koshika Foundation, 1o the exlent thal such assistance s granted by Koshiks Foundation. If the requested sssistance is nol grantad
by Koshia Foundation, in part or in full, then the Hospital reserves iUs right fo make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospiial will not avall any duplicats ssstsiance for the same patient/case from ary other NGO or any ofher source
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assume sole & complete recponsibility of the treatment & il's outcome & safety of the patient, and Koshika Feundation will have no role of responsibility
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