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1} | heraby confitm that ail details in this Form ang True 1o the best of my knowledge, Any false stalement will render my Application & onpoing assistance, If any,
lisble for rejaction'canceiiation.

2) | salemnly coniirm that assistance, If received trom Koshiks Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was mequasisd by ma.

) 1 hereby confirm hat | have not & will not in future, avadl of reimbursement, in part of in full, from any other sourcelemployerfinsurance company, of the amount
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1) By affixing my signature or thumb impression on ihis Ferm, | (Applicant) hereby agree & authorise Keshika Foundation and ii's Trusiees 1o

ugeipublshipt-up/reproduce my name, sddress, pholo & detalis of the “purfess”, for which such assistance is requestedigranted, through any
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2) | (Applicant) further agree that any such use of my name, address, photo & datalls of the "purpose”, for which such assistance is requestedigranted,
will nel automaticaily entille me for receiving or continuing the said assistance. The declsion lor granting andlor conlinudng the assistance will rest solsly
with tha Trustees of Koshika Foundation, and their decision is this regard will be fingl and acceptable to me.

1) v T WS TR W S W w s, § (sniew) s vefe W) gfe wen f o “sifew st e il " w0 afegn s f oo o,
o, W b e v e A i d, 3 i TR, T, W TR I e i e # f fet o e e

Ty % o s 19 v W T G e ¥ e oW 8 S % e Csifew et = i st

2) & (ondew) w WA # wvee o T Ao, w3 o e = B e & gt o ot & 9t w T W e o e

“wifrm " T TO% e o Fere s s s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
AT W YA W S W

AGREEMENT by HOSPITAL (e ©m o)

8y affixing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hareby sffirm & accept foliowing:
1] thist we nelther are presantly por will in future avall of financial assistance from another NGO or gny other source, for the seme patientcase, as we are

requesting to gal from Koehika Foundation, o the exiant that such assistance is granted by Koshika Foundation. If the requasted sssistance is nol granted
by Hoshika Foundation, in part or in full, then the Hospltal reserves [1's dght 1o make up the shortfall from another NGO or any other source, This
confirmoltion essentlally states thet the Hospital will not avall any duplicate assistance for the sama patient/case from any other NGO of any othar source.
2} The assistance from Koshika Foundation s only finencial in nature. The choice of the restment/procedure advised/canductsd by the Hospital an the
patiant, in based on the arrangement belwaen the patient & the Hospital, and is in no way influsnced by Koshiks Foundation. Henca, tha Hospital will

assume sole & complele responsibility of the treatmant & I's outcome & safety of tha patient, and Kashike Foundalion will have no role of responsibiiity
in the matier
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