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1} 1 hereby confirm st af details in this Form are True io the best of my knowledge. Any false stetament will render my Application & ongoing assistance, i any,
[katde bor rejpcton/cancallistior.
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1) By affuing my signadure of thumb impression on th Form, | Applcant) hereby egree & authorise Koshika Foundation and it's Trustees io
imelpublishpul-upireproduce my name, addross, pholo & detads of ihe “purpose”, lor which such assisiance s requesied'granied, through any
mirdlumm, including bid nol imited 1o verbal, prinl. electronic, for sollcifing donations for [oshika Foundation and/or disseminafing information about it's
gclivitiss/achievemants, Suech uss of my photo & detalls can be made by Koshilka Foundation before or afier my treatment or fulllimen! of the “purposs®
for which assislance s being requosied

231 {Applicant) husther agres that any such use ol my name, address, photo & details of the *purpose”, for which such aesistance ls requestedigranted,
will not utematically snlithe me for receiving or conlinging the said assistance. The decision for granting andior confinuing the assistance will rout salaly
with The Trestses of Koshika Foundation, and their decision is this regard will be final and acceptable 1o me,

1) 8 wOT W o T @ SnE W o e, (sww) sl westn W e wo of T Cwife st sl e ol © st e o of T s o,
v, W sbe o S v ey o il B, w8 S o s, gm, e et wgte @ o el sie e o T Tl ) wa e

w wwftn Wl g s ) #t om oW fenm S g 6 TR @ e W ¥ T e wde w st arfee

2) & (aee) oo owm A weon o i 2w o v R ol B fe wmee gt @ wifin ¥ 98 v a0 e 96 W ey §

APPLICANTS mwmmmumimsawn:
weTE W yEAR W o=p W s

- T o} FT

AGREEMENT by HOSPITAL (wismst g %7

By affixing hereunder, signature of our Authorised Signalory Tor recommentting this case‘patient for financzal assisiance from Koshika Foundation. we
(Hospitnl) hesety affinm & accept following:

1) that we naliher ara prasanily not will in fulure avall of Fnancial assistance from anolher NGO or any cier saurcs, for the same patient/cats, as we are
requesting to get from Koshika Foundation, 1o the extani thal such assistance is granted by Koshika Foundation, if the requestod assistance ks not granied
by Kaoshika Foundation, in part o in full, theh the Hospltal reserves I8 right 1o make up the shortfall from ancther NGO or any other source. This
canfirmation essentlally slates that the Heapilal will not svall sny duplicate assistance for the same patient/case from any olber NGO or any other source
7} The assstance from Koshika Foundation is only financial in nature. The choige of the reatmentprocedure advised/conducted by the Hospital on the
pallent, is based on e arangement betwesn the patiend & 1he Hespial, and is in no way influenced by Koshika Foundation. Henes, the Hospllal will
H?hl:mmﬂmrqﬂllarnpmm fity of the treatment & il's culcome & sately of the patient. and Koshika Foundefon will heve no role or responsibility
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