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1)1 herety corfirm thal 2 detads in this Form ate Trus jo the best of my knowiedge. Any falso ststomont will rendar my Application & ongolng assislance, Il any
2} 1 solgemaly confirm that assistance, If recelved from Koshika Foundation, will be used only for fhe “purpose’, as stalad in this Fom, lor which such assistance

was reguetted by me

) | herety confirm that | have nol & will pat in future, avedl of relmbursement, in part of in hl, lrom any other sourcelemployer/insurance company, of i amaunt

for which this assistance s requested

11 4 i wm f g e @ fed i ad fewon 20 et s w0l w bowik st e o s s wn o b o A0 s o o = sl b

20 4t g W s wfn *wifes wesme”, @ ol ow W § Tew avdn T vt W ol € Bl fem wdn, @ W oaes F s b

1) # ofe won § fe Frm e iy o o o o 4, TR ofn sl w v e el e anPimsein s 6 3@ e ook @ wiem o o)
AGREEMENT by APPLICANT ( sees gm w7)

1) By affixing my signaiura or thumb impeession on this Form, | (Applicant) hereby agres & suthorise Koshika Foundation and it's Trustess 1o

usa/publishipul-up/reproduce my name, address, pholo & detalls of the “puposa”, for which such essistance s requested/granted, through any

medilim, including bul not limédad to verbal, prinl, slsctronlc, for soliciting donations lor Koshiks Foundation and/or disseminating information sbout it's
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with the Trustess of Koshikin Foundation, and thekr deckskon ks this regard will ba final and scosplable to me.
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By affixng heraunder, signature of our Aulhorsed Signalory for recommanding this caselpatient for financial assistance Irom Koshika Foundation. wo
{Hospital) hereby affirm & accept followng:

1) ot wa neithor are presenlly nor will in Tuture avall of financial sasistance from another NGO of any other source, for the same pationt/cose, 88 wo are
reguesing to get from Koshika Foundation, to the extent that such assistance ks granted by Koshika Foundation. if the requested assistance is nol granizd
by Koshiie Foundation, in part or in full, then the Hospltal ressrwes i's right o make up the shorffall from another NGO of any other source. Thin
confirmation essentially states that the Hospital will not avell any duplicate assistance for the same palienticase from any other NGO or any ofhver sourcs.
Z) The assistance from Koshika Foundation is only financial in nature. The cholce of the trealmentiprocedure advisediconduclod by the Hoapital on the
patient, is based on the arrangament batwesn ihe patient & the Hospital, and i€ in na way influenced by Koshika Foundation. Hencs, Ins Hospital will

pesume sole & complete responsibility of the treatmant & i's cutcome & safety of the patient. and Koshika Foundation will have no raks of responsibliity
m the mafier.
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