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1) 1 herety confiem Ul aH delalls in his Form ase Troe lo the best of my knowledge: Any talse statment will render my Applisation & ongoing assistance, |f sny,
fiatie for rejecton/cancellaiion.

2) | solemnly canfirm that assistance, If rectived from Koshika Foundstion, will b used only for the *purpase”, as stated In this Form, for which such assistancs

wils raquestod by me, )

3) | eteby confirm thit | kave not & will not in future, avail of rejmbursement, i partor in Rill, fram any ather sourcafemployerinaurince company, of the amoun
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AGREEMENT by APPLICANT ( swres gm0 =01)

1] By aftudng my signature of humb impression on this Form, | (Applicant) hereby agres & autharise Koshika Foundation and I1's Trustess 1o
use/publishiput-upireproducs iny name, address, pholo & detalls of the “purpese”, lor which such assistance is requestedigrantesd, through any
medium, meiuding bul not limied 1o verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminaling information about IFs
activitietlachiovements, Such use of my photo & detalls can ba made by Koshika Faundation before or alter my trestment or futlilment of the “purpose*
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will ot automatically entide me for receiving or continuing the seld assistance. The decigion for graniing andfor continuing he assistance will resl soisly
wiih the Trustees of Koshika Foundation, and their dacision Is this tegard will be final and acceplable to me.

L) TR W W R AR W s W) we e, ¥ (wse) st e wt e e of wd sifre s o e s " wt sfuan o T S o
w, Wil S W e e v F sl §, T Cwiee T w9, wrE o et s A gl il s il § R fel o v s

Wy W ¥ f arfie S wey e e S oge e @ o ® w  fe S wifern wrsde w s e b

2) & (omiew) yoowm # vy f e do wm, gm, 6 sy S fe e kel 5wl & g v T W T 90 e T e 4

i " vy www i o e s she sremnrdt g

AFPLICANT'S SIGHATURE OR LEFT THUME IMPRESSION :

S A W S W . Ej(-&t/
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By affixing horeunder, sigrahmre of our Authorised Signatory for recommanding this case/patient for financial assistanca Trom Koshika Faundstion, we
(Hospital) hereby affirm & accept following:

1) that we nefiher are presently pon will in future avall of Branclal assistance from anotber NGO or iny other source, Tor the same paliontcase. as we am
requasting to gel from Koshika Foundation, to the extzn that such assistance is grahted by Koshika Foundation, If the requestisd assistence o nol granted
ty Koshika Foundation, in part orin lull, then the Hospital reserves s nght to makis up the shortfall from anather NGE or any ofher sourco, This
confirmation essantially staies that the Haspital will nat avail any duplicats assistance fof the same patisnt/cass from any offar NGO ob any oller source
) The assiitance from Koshika Foundation s only financial in nature. The choice of ine ireatment/procedure advisedicondusted by the Hosplial on tis
patlent, is based on the srrangement belwssn the patlent & the Hospital, and ks in no way influenced by Koxhla Foundatlon Fenes, the Hospital wil
assuma sole B complite responaibility of the treatment & il's culcome & salety of the potient, and Koshiks Foundation will hava no role or responsibitity
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