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1) | hereby conlirm that all detalls-in this Form are True lo the best of my knowledge. Any false statemient will render my Application & ongoing assistance, I any,
[zabsie for rejection/canceliation.

2) | solemnly confirm thet assistance, if received from Kioshika Foundation, will be used only lor the "purpose”, a5 stated In this Form, for which such assistance
was requested by me.

3) | hereby confirm that | bave not & will not in fulure, avail of reimbursemant, in part of in full, from any ather sowcelemployerinsurance comipany, of (he amount
fer which this asgistance is regquested
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1] By afiixing my signature or thumb impression on this Form, | {Applicant) horeby agree & authorise Koshika Foundalion and I1's Twstess 1o
use/publishiput-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestedigranied, through any
medium, inciuding bul net limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundatién and/or dissaminating information about it's

agtivitiesfachisvements, Such use of my phole & detalls can be made by Keshiks Foundation before or after my treatmant or fulfiiment of the “purpose”
for which sasisiance 1% baing requesated.

21 1 {Applicant) further agres thal any such use of my name, address, pholo & details of the “purpose”, for which such assistance is requestedigranted,
will nol automalically entitle me for recelving or confinuing the sald assistance. The decislon for granting andlor continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceptable lo me

1) R WM ST R WS W e wmen, ¥ (s S Wt S g s f 1 Vel weeee S see = C o s s f B oo e
o, i A fewow @ wew o wif #, R et e s, o, aevn g agen A o ofieed s s & fied fel o v sam

& vty Wt % fom sfien &1 9 o w fer 8 e ¥ wed a8 W % fo " wifem Wbt T i afee

2) & (srdew) wowm # mew € s A, o, wid ol feen @ fis v ® agtd @ wide € g@ o weem w1 owwgr ol e e |

Yt e FE il W Tl s sk e wm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ¢

e (-

AGREEMENT by HOSPITAL |59 50 &10)
By aflixing hereundsr, signature of our Aulhonsed Signalory for recommending this casalpatien! for financial assistance from Koshika Foundation, we
{Hospitat) hereby affirm & accept following:
1) thal we naithar ara presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case, as we ane
requesting o get from Koshika Foundation, o the extent that such assistance is grantad by Koshika Foundation. If ihe requested assislance is nol granied
by Koshlka Foundation, in part or in full, then the Hospital raserves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicale assistance for the same patient/case from any other NGO or any athar source
2) The assiglance from Koshika Foundation Is only financial in nature. The choice of the treatmentprocedure advised/conducied by the Hospital on the
patient, is based on the arrangement batween the patient & the Hospital, and is in no way Influenced by Koshika Foundatian. Hence, the Hospital will

@ssume sole & complete responaibiiity of the treatment & I's cutcome & safety of the patient, end Koshika Foundation will have no role or responsibility
in the maliar.
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