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2} | wobpmtly confirm thal sssistance, ¥ rocevaed from Koshika Foundation, will be used only lor the “purpose’, as stated in this Form, for which such assmstance
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3) | horaby confirm that | fave not & will not in luture, svail of reimbursemend, in parl of in full, from any ofher sourcslemployedinaursnce company, of The amount
for which this assistancs i requested
1) & s won o T v ey & Bl md v fevrn 4wt o sopo wre v e b i wid fooeew o we e wm & o S0 e feow w9 om wnd §
1) W g o wwree s st e, d @ w oo &, e vvaln ol wtvw off o 8 el feem i, o w0 we d g0 o #

3} 4y wom § fr fr woem iy e wndw o o §, 3 v ow sfe w e feem el o svPriesnie wesl i 3w B # s 2 of s § Hm

AGREEMENT by APPLICANT ( spd%s @0 1)

1) By atfixing my signaturs of thumb impression on this Form, | (Applicant) hareby agres & sulhorse Koshika Foundation snd i's Trusiees
use'publishipul-upieproduce my name, sddress, photo & datails of the “purpose”, for which such assistance |s requested/granted, through any
medum, ncluding bul nol Emiled (o verbal, prinl, slecironic, for soliclting donations for Koshika Foundaltion andior disseminaling inlormation about it's

petivilles/achicvaments. Such usa of my photo & detalls can be mado by Koshika Foundation before of afler my ireatmen] o flulfiment of the “puipose”
for which assistance is being requesiad.

21 [Appleant) further agres hal sy such use of my name, address, pholo & detalls of the "purpose”. for which such assistance is requesied/granied
will ol automstcally snlie me for receiving or conlinuing the said sssistance. The decision for granting andior continuing tha assisience will rest solety
wilh the Trustess of Koshia Foundation, and their decision |g this regard will be final and acceptable to me

1) Wi wew g oenel wemen w s ot wnn e, @ (esbos) sl i o fie s f o *wifew sode s o amitd " owt dfios s o fe dn o
wm, Wi s @ Fawy v v F e §, o tifes o, o, e g st @ et fvfefied sy aoford @ et el o v
% yaftn wot ¥ for sfugn § 3 v W fewe At pw ¥ o @ w4 et ® f Cwifee sl v sl e b

23 & (omew) v own 9w o fin o owe, v, o sl feoe w e oweee o axted @ wfd § ol e we s ewor o e ooy
“wifrn "y Tent =nfivd w feeln s sl wowwrl W

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;
AT W FEI i - ey

AGREEMENT by HOSPITAL {wemm gm wirt)
By afflxing hemsunder, signaturs of our Authorsed Signalory for recommending this case/patient lor financial assisiance from Koshika Foundation, we
{Hospital) hareby affirm & accept following:
1) thiil we nafthar ars presently nor will in future avail of inancial assistance from anothor NGO or any other source, for the sama patienlicane, as we ane
mequasting 1o gel from Koshika Foundalion, 1o the extan! thal such assistance ls granted by Koshiks Foundalion. | the requested assistance s not grantea
by Koshika Foundation, in part of in full, than the Hoapltal reserves il's right 1o make up tha shortfall from anothar NGO or sny othar source. This
confirmation essantially states thal the Hospiisl will not svall any duplicale sssistance lor the same petlent/case from any other NGO or sny other source
2) Thm mssistance from Keshika Foundation is only Bnancial in nature, Tha choice of the trestment/procedurs sdvisediconductsd by the Hospiial on the
patant, ks based on iha srangement batween the patient & the Hospital, and is in no way influenced by Koshlka Foundation. Hence, the Hospital will
pssume sole & complele responsibility of the treatment & U's culcoms & safaty of (he patienl, and Koshika Foundsation will have no mile or responsibiity
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