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1)  horeby confirm that al detsls i this Foem are Tros 1o the bas! of iy knaaledge. Any fslse statament wil render my Appicabion & ongoing assistance 7 any,
labie for rejectianicancaiialion.

2) 1 sclemcly confirm thal assslence, if received from Koshika Foundston, wil be used only foe the “purpose”, as statad in this Foem, foe which such assistance

was requesied by me.

3} 1 harety confrm that ¢ have nol & will nobin future, sval of reimbursament, in gart or in full, from any olher sourcelemployeninsuranoe compary, of the ameun:

far which this assistance is requasiad.

nﬁﬂwm(Qnm#ﬂﬂ'-bwm%m*aummwmtnmﬂmummwaﬂtﬁﬁmma:nam #

2) 9t 3 3w of CHE wEmT, A F W ol b, vow v Tl wve W) o % et fem wdm, W o wee 2 g9 ma

33 1 v wow { {5 fom oo g = vy =t i 4, 7w of W s o ven fee fent a enfriamafte woeh 3 3 o e § ok 3 ot o @
AGREEMENT by APPLICANT { raes 10 U0

1} Hy a%iing my s.onalure o thumb Impeassion on this Form, | {Appicart) bereby agrae & authorse Koshixa Fourdation and &3 Trustess 1o

sl pebiishiput-upiraproduce my name, addrass, pholo & datads of e “purpose”, for which such assislance is requestedigrantad, through any

madlum, incading Eus ot iimited 1o verbal, prinl, eacironic. for saliciting donations for Koshika Fourdstion andor digseminaing Informaton sbout 18

atiniliessschisvemeants. Such use of my photo & detalis can be made by Keshika Foundation bafors of afler my tresiment o fuifiimenl of the “purpase’

far which sasistance is beirg requasted.

2} | {Applicant) further sgree thal any such w2o of my nams, address, ohoto & detais of the “purpase”, for which such assistance s requestedigranted,

wil nal avtomatcally entitle me for receiving or coatinuing the said assistance. The deasion for granling andior continuing the aszstance will rest salaly

with the Trusiees of Keshika Fourdalizn, and their decision Is this rogard wil be final and acceptabla to me
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AGREEMENT by HOSPITAL (¥@ma 3@ 1)

By afllurg hecaunaer, skanatura of our Authortssd Signatory for recommending this casalpatent for francial sssiatance from Koahika Foundstion, we

{Hoepital) hersdy aflim & accapt foliowing,

1) that we rainar sre grasantly hoe wil In fulure aval of inancia assiglance from another NGO of any cther source, fof the same palisnt'cacs, a3 we are

requesling o get tom Koshika Foundation, 1o the sxnent that such assistance i3 granied by Keshika Foundation. i the requested assistance is ndl granted

oy Koshiks Foundaton, in part of i full, hen the Hospilal resecves 28 righl to make up U shortfEl frem another NGO of any other source, This

confinmation eegentisily siates tiat the Haspital Wit ot sv'sil any dupucate sssislancs Tor the same pallent'cass from any other NGO or any other soUrca.

2) The assistance from Koshixa Faundation i only financisl in nalurs. The choice of the treatmersprocadure advissdiconducted by the Hospral on e

patient. 5 basad on e arrangament bedwean tha petaal & the Hospilal, and is I no way influancad by Koshiks Foundalion. Hence, the Hospital wil

:‘ssum sola & compiste responsibility of the treaiment & It's outcome & safely of the palient and Koshiks Fourdation will have no role or responsility
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