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1)1 herotry confirm mhat sl dolsks in thiy Form are Trum to the best of my knowledge. Any false statement will rendesr my Application & angoing sssistance, if amy,
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2) I solermiy confirm Bt assistance, i recenved from Moshika Foandabon, will be used only for ihe *purposs”. as stated in this Form, for which such @ssistance
was requested by me

3) | hermby confiern that | huve rod & will net in future, avall of remmburssment. in Ean of i tull, from any ofher sourcelsmployerfinpomnos company, of the amount
for which this sssistence s requesied

1) 2 wew ww o wen d ool feern 28wl § e a ol =R ool s e o e o ww € 30 soee e R W wea bl
118 o W e e e amestee, 0 ook omooh ), T i ok ot W gl o fed fewm b, @ oy o o B

11 # gf ww { e fem w v w w0 w8 v o w s o s fen fedh e el el @ 3o B b shes ) o F o
AGREEMENT by APPLICANT (s g wat)

118y afiiing my signature of thumb impression on this Form, | (Applicant) hereby agrae & authorise Koshika Foundation and if's Trustees to
uka/pubiah/pul-upireproduce my namae, address, photo & dotails of e “purpose”, for which such aeskriance is requostedigranted. through any
medium, including tul not Emited 1o verbal, prnt, electronic, for soliciing donations for Koshika Foundation and/or disserminating information about its
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AGREEMENT by HOSPITAL (wegws gm %u1)

By affixing hereunder, signature of our Authorisad Signatory for recommending this casedpatiant for fnancial assistance from Koshika Foundation, we
iHospiizd) hereby affirm & accept following:

1) thal we nelther are presently nos will in fulure svall of Bnoncial essistance frem aeolber NGO or any other source, for the sams palienticase, as we are
TeQuTnting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or In full. then the Hosplial reserves i's righ! lo make up the shortfall ot another NGO o ary other source. This
confirmation essentially states thal ine Hoapital will not avail any duplicate assistance for the same patienticass from any other NGO or any othar source
2) The assistance from Koshiba Foundation ls enly fnancial in nature, The chowe of the ireetmentiprocedune advisediconducied by ihe Hosplia on he
patient, ls besed on the amangement betwesn the patient & the Hoapital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assuma sols & complale responaibéity of the reatrmen! & Il's culcoma & salety of the putien!, snd Koshiks Foundation will hivve na rols of regpanalbiity
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