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1] | hereby confirm Bl all detalls i this Form are True o e best of my knowledgs. Ary Taise sialsmsant will render my Applcation & ongoing sssistance. il anmy,
finbie for rej ;

23 | solesmnly confirm thal assistancs, if received from Koshiks Fourdatan, will be used cnly for he “purpose”, as staled in this Form, for which such essistance

wis requesied by ma.

311 hanaby confirm hat | have not & will not in fulure, svall of reimborsement, in part or m full, from any other scurcalemployedinsumnce comaany, of the smount

for which this gssislance is roguested
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1) By affizing my signature or Thumb mpnession on (ks Foon, | (Applicant) herety agree & suthonss Koshika Foundalion and i's Trusiess o

uss/publishipul-upiropioduce my nams, Sdiress, photo & datalls of the “purposs™, for which such assistance b requesiedigranied, Ihough ary

mesdium, inclisding Bul nod limsed 10 verbal, print, slectronic, for soliciting donations for Koshiks Foundation andicr disseminating information abou ILs

schvisssiachievemants. Such use of my phoio & deisls can be mads by Koshika Foundation before or after my tréatmend of lulfirment of ihe “purposa”

or which assisiahce i baing requasted.

211 (Applicant) fluher agres that ary such use of my name, address, photo A details of the “purpose”, for which such assistance is requested'granied,

will net sutamaticaly ontitie me for receiving or conbinung the aid assistanca, The decision for geanting andior confinuing 1he asslatancs will rast solady

witih thay Trusbees of Koshika FoundaBon. and iheir decision is this egand will be final and scoeplable 1o me.

1) T W e e w it o) wr s, f (amiee ) el e o gfe s f v Swifve weees sl ek wmind % sfiep s o S G,
wm, wiE s W fvsew g e od wife &, 36 et o e, o, weww gE aghe @ ol ofifiied st e o i Sl b o e

% waftn wed o for i S v w fer S e ¥ el W e & et o P S wife Wi w il b

3y & (mprE) T Wm @ ww L T A wm, e, ot dt fee o feomeme o anhed o i g e e = oe ot e v T d

“wifrn” o o =il W St alme ol st v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION °
m #E W e

S

1

AGREEMENT by HOSPITAL (wowss gm W

By affing horeunder, signatune of our Authcnsed Signatony for recommandding this casedpationt for financial assmtance from Koshika Foundation, we

[Hosphal] heraby 8ffirm & accept loliowing:

1) theat we renlifver mee preserily noe will in futuro sval of financial assistance from anotfer NGO of any other source, for the same palient/'cass, &s we arm
ta gat from Koshika Foundation, b0 the exient thal such sssisiance is pranted by Keoshike Foundadion. 1l the requesied assistance is not grantad

by Koshika Foundafion, in part of in full, then the Hospital reserves i('s right io make up the shortfal from anather NGO or ary other source. This

confrmatan statws that the Hoapital will not avad any duplicais sssistance for the same patient'cesa from any ather NGO of any ofel sounce

2) The essssance bom Koshiks Fourdation b5 ondy financial in nature. The choice of the ireatmentprocedure sdvised‘conducied by e Hospital on the

patiend, is hased on (he arrangement babeeen the patient & the Hospital, and ls In no way influsnced iy Woshika Foundaion. Hence, the Hoapaal wil

mEsiene soia & compinin responsdiiiy of the treatmerd & I1's outoome & safely of the palient, and Koshéa Foundation will have no fle of responsibilily
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