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1)1 heroby confiem that i detals in this Form ace True to the beat of my knowledge Any lalso statoment will render my Application & ongoing assistance,
finblo for rjectionicancedabion.

2) | solemnly confirm that assistance. If received from Koshika Foundascn, wil be used only for the *purpose”, as stined in Bis Form, for which such
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1) By aficog my signature o thumb impression on this Form, | {Applicant) heroby agreo & authorise Koshika Foundation and I's Trustees 1o
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wilth e Trustees of Koslvka Foundation, and their decision ks this regarnd will be finel and accoptable 1o me.

1) T ST v w st W e e, (antw) aeod el o i wan o wf “sife widden o et it " wd sfegs wam o fx 4o ws,
wn, Wi ot o feeen gu v i £, 98 Cwifew” o e, o, wwew et wctie @ a9 ol s selerd @ fied Sl o v sy

oyt et o T afogn 0 8 wen W e 31 poe ot w e @ T ¥ S Cwifee wnlee v ol sfogn

2) 8 (shew) v o ¥ wew {e dn o w2 it e o f wen ¥ gt W wike # gl ven ween W vwor o e e 4

“alfn” vy o it w fisie affim oy weemd oy

APPLICANT'S SIGNATURE OR LEFT THUME IMPREESION ;
s w gt w Sl W P

AGREEMENT by ROSMTAL (vim o0 %)
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1) that we noither are proseatly noc will in Riture avail of finpncial assistance from ancther NGO of any other source, for the same patient/case, 23 wo are
fequesting o get from Koshia Foundation, to the extent that such assistance s grantad by Koahika Foundation. i the roquestod assistance is not granted
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asaume sole & complele responsidity of the treatment & it's culbame A safety of the patient. and Koshika Foundabion will have no role or responsbiity
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