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1} | haatry confirm thal &l details in Shis Form ane True (o the bes| of my knowladge. Asy talse stelement will render my Application & ongoing nseistance, if any,
kable for reactionicancalistion, )

2) | solermnty confirm that asslstunce, (f recalved from Heshika Foundation, will be used only for the "purposs’, as sinted in this Form, for which such assistance
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3||nmmmhllh|wnm&n4|lmlInuum.lmdmmthpmulnlﬂ. fram miry Gthad aourcafsmployetiinsurancs company. of the amount
for which this assistance s requested,

1}!“nlUmnmimﬂﬂmﬂmﬂimnﬁﬂthn#mﬂmmwwliﬂmﬂmuﬁ:ﬂh
1) #t W v vl Wi s, @ o W o &, T T 7@ s W ¥ el fem wim, W W oW F s b
1) & e won { i P womn i o 9 f &, wn ofe = afee w v e fied e am P s S 3 A fae kel b ol o gm0
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1) By afxing my sgnitura or (NLMD impression on mis Form, | (Applicant) hereby agree & auinonse Koshlka Foundation and its Trunlies fo
usafpublish/put-upfreproduce my name, address. photo & detills of the “purpcse”, for which such assistance i requesied/granied, through any
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for which assistance 15 being requesied

2) | [Applioant) lurther ngroe that any such use of my name, address, pholo & detisils of the "purpose”, for which such assistance is requesled/granied,
will not automsticsily entitie me for raoeiving or continuing the said assistance. The decision for granting and/or continuing the assistance will reat solaly
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AGREEMENT by WOSPITAL (Wi &m Wid)

By affimng hefaunder, signature of our Authonsed Signatory for moommending this case/patient for financial assistance from Koshilka Foundation, we
(Hospital) heraby affirm & accep! following:

1) that we neither se presently nor will in future avall of financial assistance from anolher NGO or any oiher source, for the same pationticase, a8 wa ane
requesting o gel from Koshika Foundation, 1o the extent thet such assistance |5 granted by Koshika Foundation. If ihe requested assistance is not granted
by Koshika Faundation, in part of in full, then the Hospital reserves it's night to maka up the shortfal from anocther NGO or any ofher source. This
confinmation essentially states (hat the Hospital will not avall any duplicate assistance for the same patient/case from any olher NGO or any other source.
7] The assistance from Koshika Foundation is only finsncisl in nature. The chaice of the reaimentiproced ure advised/conducied by the Houpital on the
patient. is basad on the arrangement between the patient & the Hospital, and Is in no way influenced by Koshika Foundation. Hence, the Hospital wil
sssuine sois & complete responsibility of the treatmant & IU's cutcomn & safety of the patient, snd Koshika Foundation will have no robe or responsdility
in e matler.
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