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BASIS for REQUESTING ASSISTANCE (Tick whichever Is applicable)
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rejection/canceliation.

2) 1 sclemnly confiern that assistanca, f recaived from Koshika Foundation, will be used coly for the “purpose”, as stated in this Form, for which such assistance

wis requested by me.

3) | heraby confim that | have not & will not in future, avall of reimbuarsement, in part or in Jull, from any other source/employerinsurance company, of the amount!
for which this pssistance is roquestod.

1) A e wom B gm wey A Rl fers 0w % s we o o8 e feere v wer s o we B o0 e fioe W w wet B
2) 8t po % e v “sif sttt w Wt e st i e i Mt n iy ke wm b
y) ¥ e won { f fum semm by s wde @ of § vm o @ e @ wem e Mol e v frdaedm e 2 3 A e  odt 1 @ e J o

AGREEMENT by APPLICANT (ses po w07)

1) By alfung my signature of thumd impression on this Form, | (Apphicant) hereby agree & authonse Keshia Foundation and It's Trustoes 1o
use/pubkshiput-upiroproduce my name, address, photo & details of the “purpose”, for which such assistance is roguestedigranted, through any
madiem, including but not lemited to verbal, print, electroric, for solciting donations for Koshika Foundation andior disseminating information about it's
activises/achiovements. Such use of my photo & detads can be made by Koshika Foundation before o afler my troatment or fulfilment of ine “purpose”
for which assistance s being reguosied,

2) | (Appiicant) further agree that any such use of my name, address, pholo & detads of the "purposa’, for which such assistance is requested/granted,
will not automatically entitie me 1or receiving of comtinuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshka Foundation, and their decis:on is this rogard wil be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (weys §9 WIR)
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(Hospital) hereby affirm & accept following

1) that wa neither are presendly nof will in future avall of financial assistance from another NGO of any ofher source, for The same patenlicase, as we &
requasting 1o get from Koshika Foundation, 1o the exten! that such assistance s granted by Koshia Foundation. If the requested assistance 15 not granted
by Koshika Foundation, in part o in Rull, thea the Hospitsl reserves IU's right 1o make up the shortiall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any cupkcato assistance for the same patienticase from any other NGO or any other source.
2) Tha assistance from Koshika Foundation is only fimancial in nature, The choice of the treatmenliprocecurs advisediconducted Dy the Hospital on the
patent, is based on the arrangement batween the patient & the Hosptal, and is in no way influencad by Koahika Foundation. Hence, the Hospital wil
assume 5ok & complete responsibilty of the eatment & I's outcome & safety of the patient, and Koshika Foundation will have no role o responsibilty
in the matier.
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