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1} | hereby confirm that all detads in this Form aro True to the best of my knowledge. Any false statoment will render my Application & onpoing assiStance, [fany
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2} | solemniy confirm that essistance. if received from Koshika Foundation, will be used anly for the *purpese”. as stated in this Form, for which such assistance
was requested by me.

3} I beraby copfirm that | heve not & will notin fulure, avad of rmmbursement, in g2 or in i, from amy other source/employerfinsusncs company, of thi amaunt
for wehiich This ausistanos is requesied
1) & e we § B se w3 o wdt Fenm 38 sl ® s ww o b o W P o s s w9 A oo e wt wm o
2) %t gm W wwrn ofv “wifom wevE, W oo oft 4, aww T w st w) o F T T i, @ @ ey oo b

1) & ot waw f f fass e £y ne sekn ol oof B of s e @ o e el = sl wad 2 3 W Bew oo g @ e o o
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1) By afliking my signature or thumb impression on this Form, | (Applicant) hereby agreo & aulhorise Koshika Foundation and I1's Trustess io
use/publish/put-upreproduce my name, address, photo & detads of the *purposs”, for which such assiglance is requesied/granied, through any
madium, including but rot imined ta verbal, prinl, efectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's
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AGREEMENT by HOSPITAL (wesmm gra sit)

By affiking hereunder. signatuve of our Authorised Signatory for recommending his case/patiant for inancizl assiilance from Koshika Foundation, we
(Hospital) hereby affirm & accap! lollowing:

1) thiat we nedther are presently nor will In future avail of finenclal sssistance from another NGO or any other source, far the same patenticase, ns we are
raquesting lo gt from Koshika Foundation, 1o the exient that such assistance is granted by Koshika Foundation, Il the requested assistance iz not granted
by Koshika Foundation, in part or in full, then the Hosplisl reserves it's rght to make up the shortfall from another NGO or eny other source. This
confirmation essantially statas that the Hospital will not avail any duplicale sssistance for the same gatienticase frem any olher NGO of any other source.
2] The assistance from Moshike Foundation is only finengial in ngture. The choice of the treatmentprocedure advisatdiconductad by the Hospital an the
patiant, Is based on the arangement batwean the patient & the Hospltal, and Is in no way influsnced by Koahlka Foundation Hence, the Hospital wi
essume sole & compista responaiblity of the treatment & W' oultome & safsty of the patient, and Koshlka Foundation will hive ng rele or responmibllity
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