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1)1 hereby confinm that alt datzils ko this Fom are True lo the best of my knowdedge. Any false statament will render my Application & engoing assFstance, if ey,
lizbla for rejectionfcancellation.
2} | salemnly confiem that assietanca, if received from Koshike Fooadation, will b usced only Fa the © purpgsa”, as staled in this Form, for which such agsislens
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1) By affixing sy signature or thumb impression on this Farm, | (Anpticant) hereby agees & authorise Koshika Foundatlon and it's Trrstees ko
usepublish/pul-upireproduce my nama, address, phalo & delals of the “purpase”, for which such assistance is requestedfgranted, through any
madiurm, incfuding bul At limitsd to verbal, grint, elecionic, for soliciting danatiang far Koshika Foundation andfor disseminating infovmetion about it's
acliviliestachievements. Such use af rmy phole & detzils can be mete by Keghika Foundation before or after my treatment or fulfilment of the ~purpose”
for which asaistance is belng requested
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will not autamatizally enlitle me for rece-ving ar cantnwing the said assstance. The decision for granting andfor conlinddng the 3seislance wll rest sclaly
with the Truzlees of Koshite Foundation, and 1nair dacigion i3 this rogard will be final and accepta e to me.
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AGREEMENT by HOSPITAL (¥ g9 +37)

By affixing hereundar, slgnalure of cur sulbonsed Sgnalery for regommending this casefoatient for financial asslstance rom Koshika Foundalon, wa
{Hospital) hereby affirm & sccept ollowing.

1} that we neilher are pregenity nor will in uiure avail of financizl assistance from another MOO or any other source, for the sams patienlcase, as we are
requasting to gal from Koshika Foundalion. fo the exlant Lhal such assistance is granted by ¥oshika Foundation, If the requested assistance is nol granied
by Keoshika Foundation, In part orin full, ther the Hospital resesees its nghl t make up the shartfall from ancther NGO or any other source. This
ranfrmation sssanllally states that the Hospital will not svail ame daalicate asslstance fer lhe same patiantase i any ¢lher NGO or any olher source
2} Trer asgistance from Koshlka Fourdatian iz asly financia in nzlyre, The chaice of the trealimentiprocedure advisediconductlad by tha Hospilal on the
patienl, ks based on the armangement betwesn the patient & the Hosootal, and is in ne way influenced by Kashika Foundation, Hencs, the Hospital wili
assume sie & complete responsibility of the tregiment & if's auteane & safety of lhe patenl, and Koshika Foundation will have no rele o responsibility
fn the matter,
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