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111 herety confirm that all detads in this Form are True to the best of my knowledge. Any false staternent will render my Application & engoing sssistance, If any,
Esble for repectionicancefiytion

2] | woteminly confirm that sssistance. if recenved from Koshike Foundabion. will be used only for the “plrpose”, as stated in this Form, for which such assislance

weina reguesiod by me

3] | hereby confiem that | have not & will not in future., avail of rembursement, in part or in full, from any other source/employerfinsurance company, of tha amount

Tor whilch this snsislance & roguestod

1) # wtem won § f orm w2 fod o Wl e S8 el @ s e wd ) ol st fee o v s e o f @ S0 wrm B 0w el

1) 9 g oo wmn ofn Ceifre wrtr". dd e b v e sl v sl A Sl e, dmwsvd s b

1) 4 e wom { % fan e o o wnde ot o £, 0 of w0 s W owe feem el oy e frewetm weel @ 1 o e ade o 9 s o o

AGREEMENT by APPLICANT ( smies gm w17)
1) By affamg my signature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshikes Foundation and it's Trusioes to
use/publish/pul-up/reproduce my name, sddress, pholo & detalls of the “purpose”, lor which such assistance is requestedigraniad. Bvough any
madium, including butl not imited 1o verbal, print, slectionic, for soliciting donetons for Koshila Foundation and/or disseminating informalion aboul s
activilles/achisvernents. Such use of my pholo & detalls can be made by Koshiks Foundation before or aftar my Ireatment or fulfiimant of the “purpose”
for which nssistancs is being mquesiad
2) | {Applicant) further agree thal any such use of my name, address, photo & delails of the “purpose”, for which such assistance is requestadigrantsd,
will not automatically antithe me for recaiving o continuing the sald assistance. The decision for granting andior continulng the sssistance will res! solely
with The Trusless of Koshika Foundation. and their decision Is this regard will ba linal and acceptable 1o me
|} v e m wT e W s o e, 8 (sbew) sl mesTn o g wom o s widte o awe i < W sfeg s f TR A e,
wm, W ol W fewrr v d st b, w Swife oe s, o, aem gt gt @ g ffeedt s el o Tt Tt o e e
# wafen Wt foy ey & ST vy W feer W P o o wmow R wnl W f S wifee wonles™ w sl afiegn
2) 4 (swiw) vo e @ v o e dn o, wn, o2 o e A e w3 wgted el & qR e s W v W e
“wify ™ oy 798 =ied w frie s s wessl v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wwiew ¥ yoow w s W

AGREEMENT by HOSPITAL (womsm gm w1

By aMfiing hareunder, sgnature of our Authonised Signatory for recommanding this case/patient lor financial assistance from Koshaa Foundalion, we
{Honpital) hereby affirm & accept following:

1) ihal e Aedthier are presently nor will in lutuee aviil of fnanclal essistance from andther NGO or any othor source, for the same pellenlicess, Be we are
reguesting o get from Koshika Foundation. to the extent that such assisiance is granied by Koshika Foundation. If the requestad assistance is nol granted
by Koshita Foundation, in part of i full, then the Hospital ressrves it's nghl o make up e shortfell from another NGO or any othes source, This
confirmation essantally states that the Hospial will nol avail any duplicate assistance for the sama patient/casa from any othe: NGO or any ofhar source.
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