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1) | hareby confiem that all detaits in this Form ae True to the best of my knowledge. Any false ststemant will render my Application & ongoing assistancs, if any,
lintiie for rejectionicancallation.

2) | solamnly confirm that assistancs, i received from Knshika Foundstion, will be Usad anly for the "purpnas”, a5 statad in this Form, for which such assistance

wag regquestad by me.

3) 1 hereby confirm that | rave not & will not in futire, avsll of reimbursement, in part orin full. from any other sourcelemployerfinsurance company, af the- amount
for which this assmstance (s requested

1) B o s f v o A ol mdt frn T e 6 son e v b ofs s e o wed s o # w 5f s P wtowm owe b

2) W g = uman o e wEer, A e e ol 8, e g g st st qfd & e fen enie, o ps owen o wnomm

3y F gz wom o 7 fam werm W ombn =t m # oo W wites w aea oo R s ol sl A At e st 3R afiesr o o
AGREEMENT by APPLICANT | s/es 2 i)

1) By afflining my signature or thumb Impression on this Form, | (Appiicant) hereby agree & suthorise Koshika Foundation and i's Truslaes o

usa/publish/put-up/reproduece my nama, addrass, photo & details of the “purposa”, for which such asststancs |3 reguesied/granted, throwgh amy

medium, inctuding bul nel limited 1o verbal, print, slecironic, for soliciting denations for Koshika Foundation andlor digseminating information about Il's

actlvitiss/achigvemsnis. Such use of my photo & details can be mads by Koshika Foundation before or after my treatmaent or fulllimant af (ha “purpose’
for winch assistancs 1 being fequestad

2} | {Applicant) further agree fhat any such use of my name, address, photo & defails of the "purpose”, for which such assistance is requesiad/granted,
will not sulomatically entite me for recelving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Keshika. Faundation, and therr decision is this regard will be final and accepiable 1o me

1) WY W AE e S AR w e e, § (sriw) S wesfr w1 gfe e f o Cwifrw weE sl onk e " oW sfegn won f e oo,
e, et e o fereo g e F witfe B = el v =, s v et ege A gt afefiied st awefend @ fiet e o e e

# waitn wr  for afinge ) 5 wew W e O vee ¥ W W oW ¥ w0 & faw wifee wEdet w g s b

1) A (wdw) T w W e | T oo, A, wi el feem o T oweem % advdl @ wide # g we wene W seor T s W owe

“wifien " T Al W ke sffm i e B

APPLICANT™S SIGNATURE OR LEFT THUME IMPRESSION :

AT W T W S W A 4@‘1.
-.,;_* ||".

AGREEMENT by HOSPITAL (¥99ae 30 %)
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(Heepital) heraby &tfirm & aocept foliowing:
1) that we nelthar e presently nar wlil In futue avall of Gnanckal sssistance from another NGO or any other source, for the same patient/case, as we are
requesling to gef from Koshika Foundation, to the sxtent that such assisianca is granied by Koshika Foundation. T the requastod assisiance is not granted
by Koshike Foundation, In part of in full, then the Hospital reserves i1's nght to make up he shorifall from anather NGO or any other source, This
confirmation essentially states that the Hospital will ot aveil ony duplicate assistance for the same patient/case from any other NGO or any other source.
2] The assistance from Koshikn Foundation is only financial in nature. The cholce of the treatmentprocedure advised/conducted by the Hospital on the
patient, is based on the amangament batween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Henge, the Hospital will

assume sofe & complete responsibility of the ireatment & iUs outcome & safety of the patient, and Koshika Foundation wil have no rale or responsibility
in the matter,
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