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1) 1 haretsy confirn that el detadls In this Form are True 19 the best of my knowledge. Any false statement will rander my Application & ongoing assistance, i any,
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1) By affixing my =igaature or thumb impression on this Form, | (Applicant) hereby agres & authorise Keshika Foundation and it's Trustees 1o
usapublish/put-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted, through any
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atiwities/aohisvements. Such use of my photo & details can be made by Koshiks Foundation belore or aftar my treatmant or fulfiiment of tha “purpass”
for which assistancs is being requested,

2} | (Applicant) further agree that 2ny such wee of my name, address, pholo & detsils of the “purpose”, for which such assistance |s requastedigranied,
will niot sulomatioslly entiife me for receiving or continuing the sakd assistance. The decision for granting andfor continuing the assistance will rest salafy
with tha Trustess of Koshika Foundation, and thair decision is this regard will be final and acoepiable to ma,

1) 9T W A e W ST R W e, § (s o wesf W gfe v f o Cwive et sin s et w sfe s f iR 40 am,
o, W sl A e e v o wifee §, 3 Csifem g sl o, e gt e @ gt offaliel s seterd & fed e 9 emowem

w wafin Wt W fir s & W v W T Sope w W W oW W w0 T el el w s s

1) & (e AW 4w f T A0 om, o, v sl e of R e © sl § wi & 98w e W v ) e v e o

“wifin " v s =iRa w1 Frfa s sl s st

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
TS ¥ TEER W SE = A

AGREEMENT by HOSPITAL (wims 501 &11)
By affixing hareunder, signature of our Authorisad Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospitai) hereby affirm & accept foliowing:
1} thit we neither are presently nor will in fulure avail of financial assistence from another NGO or any other source, for the same patlentcase, as we ane
reuesting to gal from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested aesisiance s not granted
by Koshika Foundation, in part or in full, then the Hospital reserves ii's righl to make up the shartfall lrom anather NGO or any other sourca. This
confirmation essentially states that the Hospital will not avsll any duplicate sssistance for the sama petient/cases from any other NGO or any othar sourca
£) The assistance from Koshika Foundation i= only financial in nafure. The cholce of the ireatmentiprocedure advised/conducted by the Hospital on the
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