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1} | hersby confirm that all datnlls i this Form are memnmﬂuimkmugu.mhlw statermont will render my Application & ongoing assistance, § any.
liatse for rejection/canceiation

2 | shlemnly wmmm.ﬂrwmmhlu Fwnﬁmlmmmw-.uudnniymmn'putpm‘.nmwd ir this Farm, for which such assistancs

was requested by me

34 | haraby ponfirm that | have ot & wil nst in future, avaid of reimbursemant, npﬁmhldl.hnmnnymhm soucalemployeinsurancs company, of the amount

for which This assistance is req .

3 iﬁmm{ﬁmmit&ﬂtmﬁmiﬁmﬂiﬁpﬂmﬂwﬁhﬂﬁﬂmqﬁm o v e 0 i s fw ¥ e

3y & g o wm i umﬂﬂﬂ",ﬂﬂmﬂi.wﬂuﬁﬂﬁ:ﬁﬂ#ﬂﬂmm,ﬂwwﬂmwh

;]i‘gﬁmthmmiqnqwhﬂnitnﬂwnﬁnumﬁWMnﬂWM*ﬂﬁmtmwﬁm#m1

e ————

AGREEMENT by APPLICANT { wmATE [ W)

11 By @ffining my signature or {humb lmptession on this Form, | (Applicant) heteby agres & aulhonse Koshika Foundation and IS Trustess (o
usaipubishiput-upireproduce fny name. BOdiEs, photo & delails ol the “purpase”, fof which such asslstance is requesled/granied, through shy
medium, inciuding but not imited to varbal, print, alegironic, far soliciling donstions jot Koshika Foundation andior dissemmating infarmation about It's
activiies/achiavements. Such use of my phote & details can e mada by Koshikn Foundation befora of aftar my trestmaent of tutfilment of the ‘purpose”
fot which assistance |8 being requesied

27 | (Applicant) turiher agred that any such use of my name, address. photo & details of tha “purpose”. lor which such asaistance is roguestedigranted,
Wil mol sutamatically entite me for recetiing of coffinulag the said assistance. The declsion for gronting andior pontinuing the assistance will rast solety
with {he Trustees of Koshika Eoundation, and thair decision is this regard will ba final pnd acceptable 1o me
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By affixing heseundar, gignalue of our Autnorised Signatory for recommending this casepatient for financial assistance from Koshika Foundslion, we
{Hospital) hersby affirm & scoept following:

1} that we naither ars presantly nor will in future avall of financlal assistance from another NGO or ity other source, far the same patient/case, B8 We &ma
requesting to get from Koshika Foundation, to the extant {hiat such assistance is granted by Koshika Foundation, If the requestid assistance not granted
vy Koshika Foundation, in part of in full, then the Hospltal reseryes it's right o make up the ghorttall from another NGO or any other source. This
confirmation essantially stales thal the Hospltal will not avail any duplicate assistance for the sama patisnticase from any othar NGO or any olheT source.
2) The assistance from Koshina Foundation is only finangial In nature. The chaice ol tha treatmentiprocedurs advised/conductod by the Hospilat on tha
patient, is-basad on tha srengement betwean the patiant & the Hospial, and is in o way influenced by Koshika Foundation, Henca, the Hospital will
gssume soid & complete responsitiiiny of the yrmatmant & iU's outcame & eafaty of tha pathent, and Kashika Foundation will have no role or responsibilty
i the matter
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