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DECLARATION by APPLICANT: WIS 1 W T

1) 1 hereby confirm hal sl dotads in this Form ere True 1o the best of my knowledge. Any fatss staterrent will render my Applicaiion & ongoing assistance, any,
Eatie for remchion/cancelisbon.

2 | solemnly confirm that assistance, If recelved rom Koshika Foundation, will bo used only for this “purpose”, as stated in this Form, far which such sssistancs

was reguested by ma

4} 1 havedy confirm that | kawe not & will not in future, avail of reimbursament, in part o in kb, from sy other sourca’smployorfnsurance company, of e amound

for which this assstance & requésied
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1) By affixing my sgnature or thumb impression on this Form, | (Applicant) heraby agres & aulhorkie Koshiks Foundation and (I's Trustess lo
usalpublahpul-upireproduce my namae, addteas, phols & delslls of the “purpose’. lor which such assisiance is reguested granieg, Ihrough any

medium, inchuding bul not limfed o verbal, prnt, slectronic, for sobeling donations for Koshika Foundation andfor disssminating information about I1's
activiesfachievamants. Such use of my phito & detalls can ba made by Koshika Foundalion bafore or after my reatment or lulfimant of the "purpose”
fer which azsistenoe is being reguested.

211 {Appicant) further agrae thal any such use of my nama, sddiess, phalo & details of the “purpose”, tor which such assistance i requosted/grantsd.
wit not automaticaly enfitle me for recelving or confinuing the said asssstance. The decision for granting and/or conlinuing the essistance will rest sclely
with tha Trustsss of Koshika Foundation, and thelr decksion is this regard will be final snd acceptable 1o ma.

1) W FvY W oyt W AnE o wr e, @ Combor) sl e W) yhe v f o “wifre ot ol e i ¢ W sfege e o et
v, WA s W fewn oy F i T Cwifew we el e, e g o W ) i s oeieed % il fed o v sem

# s wr o e mfese 0 v = fee 2 o ¥ W w e 2w o e et weEer” @ amE el

1) & (rhew) o & T 4 % ot am, wn, o o e w i W 8 wotvd W o & S e s w pem o v w wee

“wifr® ey el sl w Pl i ity ey wimy

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
apiew W W W S fee

AGREEMENT by HOSPITAL (wesmm go wmn)
By affung herpundsr, signature of our Aulhonsed Signalory for recommanding this case/patian! for inancial assstance from Koshia Foundation, wi
(Hospital) heraby affirm & accept lollowing:
1) thiel we neither aro prasently nar will in future ovail of Tinenclal aavistance trom another NGO or any otfee gowrce, for the same patientcase, &s we are
requesting o gt from Koshika Foundation, © the extent that such assisiance is granisd by Koshika Foundation. If the requesied sssisinnes |s not granies
Iy Konhiin Fourciation, i part or in full, then the Hospital reserves it's righl to make up the shortfall from another NGO or sny ofhar source. This
confirmation essantially states that the Hospial will not avall any duplicate sssistance for the same patienticase fram any ofher NGO or any olhes souice.
21 The assistance from Koshika Foundafion is only financial in nature. The choloe of the (realimentiprocedure adwisediconductied by the Hospilal on the
patienl, i based on the srrengement between [he patisnl & the Hospial, and |5 in no way Influenced by Koshika Foundalion. Hance, the Hospital wil

nssume sole & complole responeibility of the treatmant & s outoome & salety of the patient, pnd Koshike Foundation will have no robe of reaponelbiy
ir thie mattar.
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