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1)1 heireley confirm that all delals in this Form are True (o the best of my knowledge. Any false stalarment will render my Appcation & ongoing assistance, il any,
lizbla for reechon/cancelation

2) | solemnly confirm that ssslstance, ¥ recelved kom Koshika Foundation, will be used only for the *purpose”, ns stited In this Form, for which such assistance

Was requesind by me

3) I hareby confiem that | have not & will not in future, svall of reimbursement, in pert o in full, from any other sourcelemployerinsutinos company, of the amount

for which this assistance = requesied

1) & s e f g owen @ ol md o fewr 40wl 8 s e o w0 b oft i fewn o Wi s we e | o 6 s B W w el

2) St go W ww o e e, @ o ool §, e ardn ol wtve o) o o fed few wim, o wo e F oo oo b
3) & ofe won {6 fam sowm 0 52 wde W od 3, o W e W s e e oy e it s @ 7 @ B § ol 3 R e F oy

AGREEMENT by APPLICANT (s7ws g w0

1} By affixing my signatume or umb impression on this Form, | (Applicant) hereby agroe & authorise Koshika Foundation and its Trustees to
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medium, including but not limited Lo verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievomants. Such use of my pholo & details can be made by Koshia Foundalion before or after my trostment or fulliment of the “purposs”
far which assistance is being requesied.
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By affixing hereunder, signalure of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby afrm & acoep! foflowinag:

1) that we nefther are presently nor will in uture avell of fnancial assistance from another NGO or any other source, for the same patienticase, as we ars
requesting 1o get from Koshika Foundation, 1o the extent tha! such sssistance ks granted by Koshile Il thie requestsd assistancs is nal granisd
by Koshika Foundation, In part or in full, then the Hospltal reserves it's right to make up the shortfall fram ancther NGO o any other source. This
confirmation essanfially states that the Hospital will not aveil any duplicate assistance for the same patient'case from any other NGO or any other source.
2) Tha asslslance from Koshika Foundatan ts only financial in nature. The cholce of the treatmentiprocedure advised/conducted by the Hospital on the
patient, s based on the smangement betwaan the patient & the Hospital, 8nd is in no way influsnced by Koshika Foundation, Hence, the Hospital will
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