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1} | hereby confinn that all defalls in this Form are True to the best of my knowledge. Any Talsa statemant will render my Application & ongoing assistance, if any,
liable for rejection/cancallation,

2} | sofemnly confirm that assistance, i received from Koshike Foundation, will be usad only for the “purpose”, as stated in this Form, for which such assistance
was requesied by ma,

3} | hereby confirm that | have not & will not in future, avail of reimbursement, in part of in full, from any other sourcalemployerinsurance company, of the amount
for which this assisianoe (s requesied

1) & wiwen won f 5w owew A fod o wd fewn S we F s we ol i b oo e e of wes s oo @ 30 T B ® @ awa b
2) Wt gm W wwwm o Wi wE, @ W o b, vee avan e stes 5 9 ® fd few e, W o owes Ff wo o b
1) # ffe wm { fe fom swmn 87 w adw 5 o #, e ofn W e w e feen el s dnfeienade weel @ 3 fam # sheow o ofe F

AGREEMENT by APPLICANT (smitw g %77)

1) By aftixing rmy signatére or thumb impression on this Form, | (Applicant) hefeby agree & suthorisa Kashika Foundafion and Ifs Trustees 1o
use/publishiput-up/reproduce my name, addrass, photo & detalls of the “purposa”, for which such assistance Is requestedigranied, through any
medtum, including but nat limited to verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating Information about it's
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will nol automaticalty entitle me for recelving or continuing the sald assistance. The decision for granting andfor continulng the assistance will rest solely
with tha Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable (o me
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AGREEMENT by HOSPITAL (ve=rmm g =)

By affixing hereunder, signalure of our Authorised Signatory for recommending this case/palient for finsncial assistance from Koshika Foundalion, we
{Hospital) hereby affirm & acoapt following:

1) that we nedther are presently nor will In future avail of financial essistance from another NGO or any othar source, for the same patient/case, as we are
requesting to get from Koshika Foundation, to the exdent that such assistance is granted by Koshika Foundation. I the requesied assistance is not granted
by Koshika Foundation, In part or in full, then the Hospital resarves [1's right o maks up the shortfall from anather NGO or any other source, This
confirmation essanlially stales thal the Hospital will not avall any duplicate assistance for the same patisnticase from any other NGO ot any other scurce,
2) The assistance from Koshika Foundation is only financlal in nature, The choice of the reatmentprocedure advisediconducted by the Hospital on the
patiant, is basad on the arrangement betwesn the patient & the Hospilal, and is in na way influsnced by Koshika Foundation. Henca, the Hospital will

assume sole & complets responsibiiity of the treatment & it's olutcome & safety of tha patient, end Koshlka Foundation will have no mile or respansibility
in the malter.
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