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1) | heroby confiem that o detads in this Form aro True 10 tho best of my knowledge. Any false staloment will ronder my Appication & ongoing assistance, If s,
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1) By alffiong my signature or thumb impression on this Form, | (Appiicant) hareby agree & authorise Koshdus Foundation and iU's Trusioes 1
usa/publaivput-upiroproduce my name, address, photo & detads of the “purpose”. for which such assistance i requested/granted, through any
meduen, including but not limited 1o verbal, pont, slectronic, for soliciting donations for Koshita Foundation andior disseminating information about it's
activises/achiovemnants. Such use of my photo & dotals can be made by Koshia Foundasion before or aftor my treatment or fuifiment of the “purpose”
for which assastance is being requested.
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[) TR T W W vt W A0 ¥ e mwe, @ (ooitw) s e W) g wan { o Cwifew wisie ol e il T st sfegn won o fe g o,
v, v @ fewm g von o w5 Ceifew” ow e, o8, wew it agt @ ol Rl s swefed @ fisd el S e s

# Wit o @ fieg sifegn §1 31 woe W fowew St poa € Wl W ee @ ol ® ey o e w ol sfug

2) 4 (sodcw) v o o o T S0 wm, w932 ol fewrs o e wpen o ot o afide € g2 e e W ywor ) o W o

“wrn” o TR wid w fiely o b et B

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
it ¥ paw o g v feA

ry,rﬂf"""'

"o IS
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Sy afoang hereunder, signature of cur Authorised Signatory for recommending this casepationt for financied assistance from Koshika Foundation, we
Hospital) hereby afem & occopt following!

1) ™l we neither aco presently nor will in future aval of financial ssssstance from another NGO or ey other source, for the same patient/case, as we are
mauesing 10 get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requosted sssistance is not granted
By Moahvics Foundation, In part of in full, then the Hospital reserves I's right 1o make up the shortfall from another NGO or any other source. This
sorfrmation cssentially states that the Hospital will not sval sny dupicate assistance for the same pationticase from any other NGO or any other source
2} The assistance from Koshika Foundation is only financial in nature. Tha choice of the treatmentiprocedure advised/conducted by the Hespital on the
patant, is based on the amangement betwoen the patient & the Hospital, and & in no way influenced by Koshiks Foundation, Hence, the Hospital wil
magme sole § complete responsibilty of the treatment & X's cuicome & salety of the patient, and Koshika Foundation will have no role or responsibility
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