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1)1 hereby confirm that ail detalles in this Form are True fo the best of my knowledge. Any false statement will render my Application & ongalng assistance, if any,
[cabde for rejectionfcancellation

2) | sobemnly confirm that assistance, it receved from Koshike Foundation, will be used only for the “purpose”, as steted in this Form, for which such assistance
wiils requesiad by me

3) | herety confirm trat | have not & will not i future, avall of reimbursement. in part or in full, from any ather sourcelemployarfinsurance company, of the amount
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agres & authotisa Keshika Foundation and I's Trustess lo

e/ publishipul-upireproduce my name, addrese, photo & deiais of the ‘purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electronic, for seliciing donations for Koshika Foundation andior dissaminating information aboul it's

aclivities/achievenents. Such use of my pholo & delails can be made by Koshika Foundation before or after my reatment or hulfiment of the “purpose”
lof which assistance is baing reguesiad.
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wiih the Trusises of Koshika Foundalion, and their dacision is this regard will be final and acceptable o me.

1) TR T W A TR W S ) ww e, (s s ween st gie s f w Cwife v sl o amid "t s afiegn v o R S,
o, ) st ol fewm g vee o Wi #, o9 Csifee” o wh, T, wen et TR o Ot el s aefed @ B Al 4 wmowem

4 waiy wd % fog arfiemn &1 8 e e fe St e o wed w4 wE o fi it sl w i sfieg

2] & () oW 4w {1 @ oTm, w, T o e W e e w T @ ofide § R e wemE @ oeor St T v e

* giffir ™ o T Aol w fioly s s s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
WETE ¥ R W M W fem

AGREEMENT by HOSPITAL (wwmm g0 %31)
By affining hereundes, signature of our Authorised Signatory for recommending this cass/patient for financial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept following:
1) that we nedther are presanily nor will in future avall of financial assistance from another NGO or any other soures, for the same patient'zase, as we amn
requesting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If Ihe requestad assistance s nol granted
by Koshika Foundation, in part or in full, then the Hespital reserves it's right to make up the shortfell from anather NGO or any other source. This
canfirmation sssentially states thal tha Hospital will not-avall any duplicale assistance for the sama patientcass from any other NGO or any othsr source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the reaimentfprocedure edvised/conducted by the Hospital on the
patiant, Is basad on the arrangement betwesn the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Hanca, the Hospital will

essume sols & complete responsibiiity of the treatment & It's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
in the matter.
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