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1) | heraty condrm et all dotals in this Form am Troe 1o the best of my knowledgo. Ariy faise statement will render my Application & ongoing sssistance. itany,
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2] I solemnly confirm that assistance, if recaived from Koshike Foundation. will be used only for the purposa”, as stated in this Form, for which such assistance

was reguesied by me
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1) By affming my sgnature or Humi impressicn on this Farm, | [Applicant) hereby agres & authoriss Koshika Foundation and it's Trusless o
uselpublsh/pul-upfreproguce my hame, address, phalo & detalls of the “purpese”, for whigh such assistance = requesied/granted, through any
medium, ineluding bul not limited to verbal, pral, slecironle, lor saliciling donations lor Konahika Foundmtion andior dissaminating information about it's
activitiesfachievemants. Such use of my photo & details can be made by Koshika Foundation bafore or after my treatment or fulfimerit of the *purposs”
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2) | (hpplizant) furtiver agree thal any such use of my neme, address, pholo & detais of the "purpose”, lor which such assistance is requesiedigranted,
will nol aulomadicafly entitle ma lor recalving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trusieos of Koshika Foundation, and thelr decisicn is this regard will be final and acceptable 1o me

1) T8 WO W S W W S W e wwe, § (smies) sl min w1 e s f o “eife wnite bt sow i W) s wom o g W,
. WA o ot g d e 8, w0 st uw s, e, e et ke @ ad e sin e # ferd fee o W s

o waiftn wrd % forx wfmgy §1 3 v w fee A opra o WA m o @ w8 e i el el s

2) 4 (wwrw) om0 wew e dn ww, we, wi i e of S s € oot f wfily § g9 e ween w veor e e §

“win Ty e fed W Sl Sl o s o

ARPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wrew ¥ Tt W S W Pee

AGREEMENT by\HOSPITAL 4¥%m 1 wTR)
By affixing hersunder, sigralure of our Authorssd Signatory for recommending ihis mwpaﬂmﬂ/hr financial assisance from Koshlka Foundation, we
(Hompital) herety affirm & sccept following:
1) that we peither ame presently nor will in future avall of finandial assistance from angiher NGO of any other sourcs, for the same patienticass, as we are
requesting to get Irom Koshiie Foundation, to the extant thal such assstance s granted by Koshika Foundabon, If the mquestod sssistance s not granied
by Koshika Foundation, i part of In full, then the Hospital reserves '3 right to make up the shortfall from another NGO or any ather source. This
confirmation essentially statos thal the Hospital will not evall any dupilicale assistance for the same patientcase from any other NGO of sny olhes source.
2) The ssssslance from Koshika Foundation Is only financial in nature. The cholce of the treatment/procedure advised/conducted by the Hospital on the
patiant, i bsed on he armngement between the patient & the Hoapilal, and is In no way Influsnced by Koshiks Foundation, Hence, the Hospital wili
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