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u:mmﬁmmm details in this Foerm are Troe to the best of my knowledge. Any faise statemont wil render my Application & ongoing assistance. If any.
rejectionicancestion.
2) | solamnly confiem that assistance, if recaived from Koshiks Foundition, will be usad only for the “purpose”. as sinted in Mis Form, for which such assistance

was requesied by me
3) | hermtey confirm that | have not & will not in futurs. vl of reimborsemant, i part of in full, trom any otber sourowemployetinsurance company, of the amount

for which this wsaistunce i requasted
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%) By allixing my signatuse o thumb impeession on thes Form, | {Applicant) heraty agree & aulhosiss Koshlka Faundation and s Truslses o
uselpubilistypul-uplirproducn my name, sddress, phiosn & detats of the “purpose” tor which such assistance s requested/granied. fMrough any

rrdium, Inchuding bt not limied 1o verbal, print, glectranc, for soliciling donatons for Koshika Foundation andior dissaminating information about s
activitios/schievernants. Sucn use-of my ;i'n:na!.du-tmr.mM|mmemmmwnmwummwmumn:ﬂww

for which sssistance 1§ being requestad

21 | {Applicant) further agre= Inat any such usa of my name, addresy, photo & ditails of the “purpose”, Tor which such assistance is requested/grantad,
will nat aitomaticaily ontitle ma fof recelving or continuing tha said assistance. The decision for grsniing andiar continuing the sssistance will mst solely
wilh tha Trustees of Koshika Foundation, and their decision i 1his regard will be final and sccaplable lo me
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AGREEMENT by HOSPITAL (¥78™ FH1 W01)

By affpong hereundar, gignature af our Aythorised Signatory for recamimending 1his casaipaband for financial assistance from Koshilks Foundation, we
(Hospital) herely atfirm & accept following:

1) that wa nailhet ara ptesently nor will in future avail of inanchl assistance from andthe: NGO or any other source, for the sama pationiicase, as we are
requesting 1o get from Koshika Foundatian, (o the extent that such sssistance is granted by Koshika Foundation 1t thiy requasiid nasistance is not granted
by Koshika Foundation. in part o in full, then the Hospitel resarven it's right 1o make up tha shoethall fram andather NGO of iny other sourca. This
confirmation essentiaily states that e Hoapital will nol avall mwmm&numumuefatmnumpam:EﬂuManymrMurmm sours,
2) Tha assistance from Koshia Foundalion is only financial in nalure. The choice of e esmant/proceduns advisatcanducted by the Hospllal on the
palien, (s hised on the arrangeiant belwosn the pationt & the Hospital, and is In no way influencad by Koshiks Foundation. Harice, the Hospial wijl
assume sole & complota responsibility of the freatment B i1's autoome & safely of the patient. and Koshika Foundation will have no role or responsibility
in the mafier.
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