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411 hereny canlimm thal i detallz in this Fom sre True 1o he Best of iy knoliedge. Any false-fatoment will render my Application & ongoing assistance. I any,
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1) By affiding my sigraturs ar thumb imotession on Mis Farm, | (Applicant) hereby agnee & authonss Koshika Foundation and it's Trustaes to
ize/pubishpulupirepraduce my name, address, pholo & detaifs of the “purpose”. for which such assiglanes 12 requeatedgranted, threugh any
mediun, Ineleding But ngt limitec o serbal, print, ekectrenio, Tor soiciling coaslions for Keshika Foundaton andior disseminating information about s
activllastactimvamants. Sach us of my pheta & detalis can be mads by Koshika Foundaten before of, atter my reatment of fufifment of the “purpose’
for which gssistance is baing requesidd

21 1 (Applican:) furiner agras that eny such use of my name; addiess phola & defails of the “purpose”, Ton which such Bssistance s requested/grantaa.
will rl autarnatlealy antitle e for resiiing or contimulng the saic assistance Tha deglslon for graniing andlor continung the assistance will rest solaly
wilh the Trustees of Koshika Fourtaton, and thelr decision i3 this regsnd will Do final aed auceplasie tome '

)T WS S e A T o e s, s s Ao gfe S f ol i wrdtve st s smie ¢ w st s L fE am m
Ry e o 8 e B - 1 R e M o ol e e T e e

@ sty wed % fore sifn 19w s e 41 g S e oA | s S T twifrer wmd o sl afieg $

2 B (ommws = am A s € e gu s, wm iR ol T o e wemn w TeEee 8 e B SR s weE 4t T T Ay o

APPLICANT S SIGNATURE OR LEFT THUME IMPRESSICIN -
SIRER W W WS W e

R 1L T et ol e e e s A il
wj?“‘f -

AGREEMENT by HOSFITAL [ #eqam £11 %)

2y allsirg beredndir sigraiure of alr Authorsed Signelory for regommendiry 1his caseipatient for financial assistance from Koshika Foundation, we
[Heyspitmt; herely aftirm & acciept faiowing:

1) thal wia nelthar are presentty mar will in future syall of inaneial assistance from anottrer NSO o any olhar siedrce, far he same patienlicage. B2 we ars
reguesting to gt from Keshika Foundation |0 ine oxten! that such assistance is granted by Kashika Foundation, If the requestsd assistance is not granted
by Koshika Foundslion, i partor e ull, hien the Hospital reserves it's ight to mike up the shortfall hiom snather NGO or any other sourme, This
cenfirmation essaniiatly states thal the Hospital will nat avail sny duplicats sssistance for the same paliantiosse lom any other NGO or any othee source -
2y The assistancn fram Koshila Foundation is onty financial in nature, The cholce of the trestmenliprocedure advisedicanduciod by the Hospital on the
patiant, & baeed on the arrengement batween the patient & tha Hospital, and igin no way influgrioed by Koshika Feundafion. Hence, the Hospital will
gssume solo & complste responsibility of hie treatment & Vs outcome & safety of the patent. and Kosnika Foundation will have no'rals or respansihiiity
ir the matier.
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