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111 hereby confirm Sat all detads in this Form are True 1o the best of my knowiedge. Any lalse statemenl will render my Application & ongcing assistance, if any,
latsie for refectionicanceliation

2} | solemnly confirm thet esEsiance, i receved from Koshike Foundation, will be usad only for the “purpose”, as stated in this Form, for which such gssistance
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far which this assslance & reguesled
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1) By affiving my signature of thumb impression on this Farm, | (Appiicant) hereby agree & authorise Koshika Foundation and II's Trusieds o
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1) 79 T 9 sevd wwet U svd W ene e, @ (sbow) s wreln W) g v f v Cwifee et s wed el * W) sfioge e o e g o
w, ) she o fvwre s e o i B, E i e sl o, e ot agten A gl ofdielesd s srefd o fied fand @ s e

# wuitn wrd % for g & St v w fown g o vl W e @ w8 B e smdee” w sl wfieen

2) & (i) 0w @ e f R d0 m, e, o ol e W e werm ¥ agted W il g e s W ves 9 owen o

‘e v Tee =fed w fde sfes sk wwe g

AFPLICANT'S SIGHATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (weam gm %)
By affiung hereunder, sgnature of our Authonised Signatory for recommanding thes case/patient for financial assistance from Koshika Foundation, wa
[Hospital) hersby affirm A accapt following:
1) that we nefther are presently nor will in future avall of financlal ssslstance from another NGO or any other source, for the same patient/case, & we are
requasing io gel from Koshica Foundation, to the extent that such assistance |y granted by Koshika Foundation, If the requested assistance is nol granted
by Kosheka Foundation, in part of in full, then the HospRal reserves [1's ight ta maka up the shorttall from anather NGO or eny other source. This
confirmation sssentially states that the Hospital will not avail any duplicate sssistance for [ha same patientcase from any other NGO or any othar sourte
2] The asslslance from Koshikas Foundation is onty fnanclal in nature. The cholce of the trestment/procedurs sdvisediconducted by the Hospital on the
patiani, i based on the armngement batwesn the patient & the Hospital, snd is in no way influenced by Koshika Foundation. Henca, the Hospital will

assume sole & complete responsibiity of the treatment & It's sutceme & safety of the patient, and Koshiks Foundation will have no roles or responsiblitty
in the matter
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