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1)1 heroby confirm that a8 details in this Form are True to the besi of my knowledae. Any talso statement will rendar my Application & ongoing assstance., If any,
linbihe for rejection/canceliation,
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use'publimh/put-upireproduce my name. address, pholo & details of the “purpose”, for which such assistance i requesiedigranied, through any
medium, including bul not limied to verbal, print, electronic, for solciling donafions for Koshika Foundation andior disseminaling information about it's
ativities/achievements. Such use of my photo & detalis can b made by Koshike Foundation before or afiar my treatment or fulfiimant of tha “purposa”
fior which assstance |s baing requested.

211 (Applicant) further agree thal any such use of my name, sddress, pholo & details of the “purposs”, for which such sssistance is reguested/granted,
will not automatically entitle me for receiving or continuing the saic assistance. The decision for granting andior confinuing the assistance will rast solsly
with the Trustess of Koshika Foundalion, and thair decislon is this regard will be final and accepiable 10 me

1) 70 S W gty w il wey wopwr, @ Corbow) enf s o e won o o “wifre smtter she oy sonitd © W) sfewr won f f i
v, v aln W feen @ oee A g §, T Wi e s, o, wew g Tt @ o il s sefeed € frd Sl o e e

# waife w0 ¥ fam sfeye ) 9 v oW e 4w @ oW w T S o 8 fe el wEEw 0 s st

2) A (swiew) o e o weme o fE Gn am, e, et sy e o O s W agheel @ e § i e weee w0 weor e o e

“wif v aed aufied w Prede o ob s dmy

APPLICANTS SIGNATURE DR LEFT THUME MPRESSION :
wite % T w w7 oWt

«Q-w.xr-wq

AGREEMENT by HOSPITAL (W D W)
mm M.Tnnuwmwmnmm for recommanding Ihis case/patien| for financial assistance from Koshika Foundalion, we
| heraby affirm

Tollowing:
1) thiot we nelther are presently noe will in future svall of finencial suiistance from enother NGO or any other source, for the same patient/cose, B8 we &
requesting 1o gel rom Koshika Foundation, to the extent that such sssstance is granied by Koshika Foundstion. If the requasied assistance is not grantad
by Koshika Foundation, in part o in full, then the Hospital ressrves i1's fight 1o make up the shorttall from anather NGO of any other soutce. This
confirmation essentinlly sigtes (hat the Hospital will not avail any duplicate assistance lor the same palianl/case from any other NGO or any other source
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patient, is based on the armangemen| between (he patent & the Hospital, and is in no way influenced by Koshiks Foundation. Hence, the Hospétal will
assume sole & complels responekility of the restment & il's oulcome & safety of tha palient, and Koshiks Foundation will have na role of responaibility
in the matier.
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