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1] | sty conlierm sl all delails |n this Form are True 10 the best of my knowledge. Any filee stntement will render my Application & angalng assistance, if any,
liabie for rejecionfcancetiation

21 1 solermnly confifm tal asslstonce. f rocelved Fom Koshile Foundation, will be used only for the "purposs”. as stabed in this Farm, for which guch pusistance

wias requested by me

) | haratry confiem et | kave not & will not A futute, avall of relmbursement. (7 part of & ull, ram any olhed sourcelamployidfinsurancs company, of (he amourt
for which this sssslance & regquesied.

|Jﬂmm{hmmﬂfﬁmmimimwmﬂimmmdtlﬂﬂm“mmmmtmiﬂmmﬂumh

1) W g W W o s w6 i ow owd F, o e @ ovtve ) qf o feed fem s, W mwowen F womm b

1) % g o £ fE o ww o w ol % o #, 38 oo wiis e fem el sen o st @ 3 ow e & ol 3 oft e o w
AGREEMENT by APPLICANT | smes gim %17

1) By afixing my sigralure of Mumb impréssion on this Form, | (Applicant) heraby agroe & authorise Koshika Foundalion snd s Trustess to
usalpublish/put-upfreproduce my name, address, pholo & details of the “purpose”, for which such aseistance |s requesied/granted, through any
misdium, including but not limited 1o verbal, print, electroniz, lor soliclting donations lor Koshika Foundation andior disseminating Infermation about it's
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with the Trustees of Koshia Foundation, and their declsion |s ihis regard will ba final and acceptable to me.
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By affining hereunder, mtmuu&'mﬁuﬂw Signnlory or racommending this cass/palient lof financisl assistance from Koshika Foundaion, we
(Hospital) herety affirm & accept
1) thisl we pistther are presantly nor will in luture ovail of Snanclal assislance frorm another NGO or aRy olhel sbufce, fof thi same patienl/coke. B8 we ofe
requesting to gat from Koshika Foundation, to the extant that such assistance is granted by Koshilka Foundation, If the requesied pssstance 4 not granied
by Moshika Foundation, in part of in full, then the Hosplial reserves iUs right 1o make up (he shortfall from another NGO o any other source. This
confimation essentially states thal the Hospital will nol avail any duplicate assistance for the same pstient/case from any other NGO or any olhar source
2]} Thia asaistance from Kashika Foundation is only Snancial in natura. The choica of the taatment/proosdurs sdvised/conducted by the Hospital on tha
patent, is based on the erangement betwaan the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital wil
assuma soie & compiste responsibility of the treatmant & it's outcoms & safety of the patient, snd Koshike Foundation will have no role of responaibiity
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