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1) | heroby confirm that all detals in this Form are True to the best of my knowledge. Any lalse stateenent will render my Application & ongoing assistance, If any,
limble for rejection/cancafiation.

2} | nelemnly confirm tha! sssistance. I recelved bom Koanlks Foundatian, will be used only for the *purpose”, as stated in this Form, for which such assistance
was requesied by me

3) I hereby confirm that | have not & will not in future, svall of rembursement, In pan o in hll, from any other sourcalemployedinsurance company, of the amount]
for which this essistence is requested
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1) By atfixing my signature or thumi smpresiion on this Form, | [Applicant) hereby agres & aulhorise Koshika Foundation and 0's Trustees to
usa‘publishiput-upiraproduce my neme, address, pholo & detads of the “purposa”, for which such assistance ls requestedigranted, through any

medium, nciuging but dot imited Lo voibal, print, slaclronie, for soliciing donations for Koshika Foundalion andior disseminaling informaion sbout ifs

actvition/achiavernents. Such uso of my photo & dotwils can be made by Koshika Foundafion before or after my troatmant or fulfiiment of the “purpose”
for which assistance is being requesied.

2) | (Applicant) further mgrea that any such use of my name, addross. pholo & datails of the *puipose”, lof which such assistance Is requestadigranied,
will not automatically anlile me for receiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest solsly
with the Truslees of Hoshika Foundation, and thelr decisson I this regard will be linal and acceptable to me.

1) 0 W qr o e w st e, @ Caniton) ared vt ol gl won o ue “wdfen st sby ek e ¢ w) sy won o P g
'ﬂ!.'ﬂﬁatt:ihwmmﬂﬁhi_ﬁ‘lﬂm'mﬂ,m,mﬂm*#mmwtﬁhﬂﬂm“
% vt w1 % oy sfeer & 9 v oW e # e ¥ W 0w A w9 F B e vt v S s b

2) & (svis) v W W e o Tw i e, wm, Wi s e o e v 2 wgied 9wt # 90 e e w1 veor T W oW d
“wifyon * q| waw el an fedn afim sl e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (vmws §m W)
By slfixing hiereunder, signalurs of our Authonsed Signalory for recommending thls case/paiient for finnncial sssistance from Koshiia Fourdabion, we
{Hospital) herely afirm & acoept folowing:
1] thaal we nithir sre presently nar will in lulute svail of Gnanclal gsslstance from another NGO or any ofhar source, for the sams patientcase, B we ae
reguasting (o gel from Koshika Foundation, fo the extent that such sssistance & granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves it's fight to make up the shertfall from ancther NGO or any other source, This
confirmation essantially states thal the Hospital will not avail any duplicste assistance for the same patient/case from any other NGO or any ofher source.
2) Thia auslistence from Moshia Foundation is only fnancal in nature, The choles of the restmenlprocedure advised/conducied by the Hoapial on the
patient, is basad on the amsngement [Mitwesan the patient 4 the Hospite!, and is in no way influenced by Koshiks Foundation. Hance, the Hospital will
onsums sole & complole responaibiity of the treatment & It's outcoms & salaty of the patient, snd Koshie Foundation witl have no role or responsibllity
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