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1) 1 hereby confirm Tt ol details in this Form ane Truo to the best of my knowledge Ay talge stilormend will render my Application 4 ongoing sssistance, i any,
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2} 1 solemnly confirm that assistunce, I recelved from Koshika Fourcation, will be used only for the “purpose”, as stated In ihis Farm, for which such assistance
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for which this assistancs i requasiad

1) 4 wem woe € e gm ey @ fed ol el flosen 08wt € s wa ol wfl § ol ol foren o we smes s e | @ A eres fro o ol

3) o pu o mewe of “wifew b, @ o w o) b sew weem ol stee o il @ el fem i, w8 v gt F wo o b

1) 4 7 wen § % Fam s i oo o W i 4, T ofn v sl w e e fest e el word @ 3 fe § ol @ wfes F
AGHEEMENT by APPLICANT | soew gm WR)

1} By aMixing my signsture or thumb impression on this Form. | {Agalicant) hereby sigree & authorisa Koshike Foundation ana s Trusioon 1o
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By affixng m.wﬂwrmwsw:ﬂh recammanding his casa/pabent for linancial assistance from Koshika Foundation, we
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raquisting to gal from Koshika Foundation, 1o the extent that such essistance (s granied by Koshika Foundation. if the requested assistance is not grantad
by Koshika Foundation, |n part of In full. then the Hospital reserves 1's right to make up the shortfall fram anather NGO or any offsr source. This
canfirmation essentially ststes that the Hospital will not avad any duplicate assistance for ihe same patient/case from any ofher NGO o any other source.
7) The assistance from Koshika Foundation is only financial in nalwe. The cholce of the treatmentiprocedure advised/conductad by the Hospitsl on the
patignt, is based on the prrangement betwesn the patient & the Hospitsl. and ts in no way influenced by Koshika Foundalion. Hanca, the Hospital will
Essume sole & complele responstility of the treatment & It's cutcsme & satety of the patient. and Koshika Foundation will have no role or responsibiiity
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