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1) | rsrebyy confiem that all delais in this Form are True 10 the best of my knowledge. Any false ststement will render my Apphcation & ongong assistance. if any
labdy lor rejection/canceiation

21 | salomnly confitrn (hal sssistance. if received from Koshiuy Foundation, will be used only for ine “purpose”, as siated in ths Form, for which such assstance

wis requesiod by me

3) | hacuby conlim tha | hava not 8 will not in future, svail of reimbursement, in part or in full, from any siher sourcalemployerfinaurance company, of e amount
for which this assistance is requasied,

1) & vhve wom e w e £ R wd wnd few 3 weesd o spen e oo Wt ol el few e o e w § 0 88 meen feren o el )
R CsSm R i el e il s fid i e s I b

3) & ofe wom € f% frm woaw fg o ol © of £, T o w sfes o wen i el e defiewcla w8 1 W B ook R e d o
AGREEMENT by APPLICANT (®4ts i WiR)

1) By afliwing my signature o humb improssion on this Form, | (Applicand) hateby agres & autharine Koshika Foundalion snd Il's Trustess io
usa/publish/pul-up/reproduce my nama, sddress, pholo & delsds of the “purpese”, v which such sssistance i roquestedigranied, through any
madium, inchuding bul not imited to verbal, print, slectronic, for solicling donations for Koshika Foundation andior disseminating informalion aboul ¥

activilies/achiewamenis. Such use of my pholo & detalls can be made by Koshika Foundation befors or after my roatment or folfiiment of ihe *purpose”
for which sssistance is being reguasiod,

2) | {Applicant) further agres that any such use of my name, addross, phota & detalls of the "purpose”, for which such assistance is requesied/grasind
will mot automstically entille me for recalving of confinuing the said assistance. The decision lor granting sndior continulng tha ssaistence will 1eel soiely
with tha Trusisss of Koshia Foundation, and thelr decision is this regard will be final and scoaptable 1o me

1) ¥ Ve W O v W s W e e, (sodes) ol vl 9 yfe s o o “wifew widwm i oo ol S e {wEam
ws, Wi si o e ga e o s 8, 39 s o s, T, weww (et agiv @ o whiafvd st goedend o fiv ek o o s

A wurfn wril & Ty sl 1 5t wen e o Sy F e w we S wrd ® for “wifve wee w sl sfen b

1) & (swiew) ™ o @ we { e S0, om, ot ol foere T e o agivd A wfide e, e W wwor o wen v e

“wifrom " W T e W Tl dm e e T

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
oW % TR W W W e

AGREEMENT by HOSPITAL (W= §m W)
By sffixing hersunder, signature of our Authorised Signatory for recommending this case/palient for inancial assistance lrom Keshiks Foundation, we
(Hospital) heretry affirm & accepl following:
1) thal we neither are presantly nor will in future avall of financial pesistance from anolher NGO or any ofher source, lor the same patisnticase, 35 e are
reguesting (o gl from Koshike Foundalion, 1o the extent inat such assistance is granied by Koshika Foundation. Il tha requested assmiance & nol granted
by Koshisa Foundation, i part of in full, then the Hospital reserves it's right 1o make up tha shortfall from anctfer NGO o any other source. This
confiemation essentially states that the Hospital will not wvall any dupliicals assistonce for the sama patient'cose from any other NGO or any other source
2) The assistence from Koshika Foundation ls only financial in nalure. The cholos of the teatmantiprocedure sdvisediconduciad by the Hoapita! on the
patsenl, is based on the srrangemant between the pationt & the Hoapital, and is in na wary influenced by Koshika Foundaton. Hence. the Hospital wie

assume sale & compiele responeiblity of the treatmenl & i's oulcoms & salety of the patien!, and Koshike Foundation will have no role of respongitiity
in i matior

mmﬂ.lﬂnﬁﬂmﬂwﬂ;ﬁﬂ'ﬁﬁmm'dﬁfnmﬁmtmll,ﬁﬁntm‘.lhsrmﬂm#immh

1) v W whe ol 3 o s F el e Tl A wren W @ ek o v o e it o o w o o £, A e et S e
# frwfmfodn T % W F =wifow et po o iy fe o sifee T oo s fed slfreeee i ey o few o b o s
fird s wmel v w feak s WS @ wwrew A w e e e b oy F v e o e s Tl wwowe v i e
fr woend wom w falt sw ane W o deid

1 *wift wrrtve” o8 mf meeem s Al v w ) deh o wenem o @ nf weny w fed il svesfes v g iR o e

# ity w fren € s “s¥em s on Rl ven o w em s bopsied e F iR o werw e sie A wrd w) wrft Pesdedl O g e
) vt b e W W e w fasigl wowsd F P

(L rmrmer N\
T | iseme i ¥
Q&]c:}\ll PN SNV b i stam) Y Admisistestasou) -

TR TR i Mwmaf

FOR INTERNAL USE of KOSHIKA FOUNDATION 51T 7w 1

SIGNATURE of TRUSTEE1 SIGNATURE of TRUSTEE 2
= TR | =gl wR 2

vl JAE




