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2) | solemaly confirm that sasistance, If received from Koshike Foundstion, will be used only for the “purpose”, es stated In this Form, for which such assistance
was requesied by me.

3) 1 hermby confiem that | kave nol & will nal In fubure, avad of reimbursament, In part of in full, from any ather sourca/sm ployerinsurance company, of the amount
for which this assistance = requested.
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1) By wfling my signature or thumb impression on this Form, | (Appllcam) hareby agree 8 suthorise Keshiks Foundalion and if's Trusises to
usa/publishiput-upireproduce my name. address, pholo & details of the "purpose”, far which such asslstance is requested/granted, through any
medium, including but not limited to vertal, print, slectronic, lor soliclting donatkons for Kashika Foundation snd/or disseminating information about It's

aciivitios/achievements. Such use of my phato 8 details can be made by Koshika Foundation bafore or aftar my treatment or fulfiment of the ‘purpose’
for which assistance is being requested,

i‘;l{wmmﬁwWtw|uuhuuu1'mynm.mr-u.mlmﬂmuwm'.hm“hmhtumhrm.
wmmuurarrnﬂﬂunmmhmuuwmﬂm“umﬁm.Thedndnhnhmk&qmﬂfnrmﬁmiuﬂumumﬂm
wlmtiTmmaManmlm.mMrmhmlnmthMimmhm

1) W W W v W W e e A (i) e s o e v o “wifoe st ol ves i * ow sl wo o i o
v, W sl W e ve v o v @, 39 “sifesr v e, o, wrer gt agdve o RGeS aveie % et fer o e e

W wafty wed & fov sfioqn 1 St v w fewe 9 e e e d W ¥ T i wede s afege

1) 4 (owbew) w0 W # o o e i o, v, wi i P off B oween o ke @ i o e e v T R v T e

Wi v T el W fein s she e v

OR LEFT THUMB IMPRESSION :

=
g

Joon

d
AGREEMENT by HOSPITAL (wesmm o0 woot)

By affixing hersunder, signalure of our Authorsed Signatary for recommanding Ihis case/patient for financlal assistance from Koshika Foundation, we
{Hospital} herety affirm & accept following:

1) it we noither are presently nor will in luture svall of financisl assletance from ancther NGO or sny other source, for the same patient/case, bs we sre
requesting Lo gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundatian. If the requested assistsnce is not granisd
by Koshika Foundation, in part &r In full, then the Hosplial reserves it's right to maka up the shortfall from anolher NGO or any other source, This
confirmation essentially stales that the Hospltal will not avall any duplicate assistance for the same patientcase from any other NGO or any othes source.
Z) The assistance from Koshika Foundation is only financial in nature. Tha choice of the treatmentiprocedure sdvisediconductad by Ihe Hospital on the
patient, is based on the srrangement betwesn the patient & the Hospital, and Is in no way Influenced by Koshika Foundation. Hencs, tha Hosplut will

assume sole & complels responsibility of the freatmant & it's outcome & safety of the patien!, gnd Koshika Foundation will have no role of responmibility
In the maitar.
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