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1) | haroby confiem that a¥ detals in this Form are True 1 the best of my knowiedge. Any false sistoment wil render my Appication & angoing assistere,
Rable for rejoction/canceliation.

2} | nolemnly confirm that assistance, ¥ received from Koshika Foundation, will bo used only for the “purpose”, as stated in s Form, for which such

was requestiad by me.

J) | haroby confiem that | have not & wil not in Riture, aval of reimbursament, in part or in full, frem any other sourcelemployerinsurance company, of the
for which this assistance s requesiod
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1) By affivng my signature or ihumb impression on this Foem, | (Applicant) haroby agree & suthorise Koshiua Foundation and I('s Trustees 1o

useipubishput-upireproduce my name, address, photo & detals of the "purpose”, for which such assistance is requestadigranted, through any

medium, including but not lmited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation andior disseminating information about if's

activites/achigvoments. Such use of my pholo & detads can be made by Koshila Foundation beforo of aftar my troatment or fuifiiment of the “purpose”
for which assistance is being requesied

2) | (Appiicant) lurthee agree that any such use of my name, sddress, photo & details of the “purpese”, for which such assistance is requestedigranted,
will not automatically entitie me for reconing or continuing the £aid assistance. The decision for granting andicr continuing the assistance will rest solely
with the Trusteas of Koshika Foundation, and ieir decision is ihis regard will be final and accoptabilo 1o me

1) ¥ WO WAV e W e W e e, @ (opbow) svd sl @ g son o Csife wiitvr ol e sind " wt st wee o f o s,
o, Wi b @ fewen ow v F e B, ol St we o, o, e gt agtee @ gl ool st aeedeed ® st el o wan e

¥ ity wed 8 S afoq & R wer e At pew @ wed w e @ wol € vy e sl ® v sk sfegn

2) & (ovbos) v oon @ sem e S0 oun, s, wid o fee @ fa oween © agted o e § gk v ween W o o v v vl o

“wifow" ooy 7o el w fede o iy el v

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
soiTs % WA W Wt W fon

By atfoong haroundor, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:

1) Al we nolhor are presantly ot will in future avail of financial assistance from another NGO or any other sowrce, for the same patieotcase, as we ane
roguanting 1o got froen Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. if the requestod assistance is not granind
by Koshika Foundation, in part of in full, then the Hospital reserves It's right 1o make up the shortsl from another NGO oc any other source. This
confrmation essentially states that the Hospial will not avall any duplicate assistance for the same pasenticase from any other NGO or any other source.
2) Tho assistance from Koshia Foundation is only financial in nature. The choice of the treatmentiprocedurn advisediconducied by the Hospital on the
patient, is based 00 e amangamant between e patient & the Hospiltal, and it in no way influenced by Koshika Foundasion, Mance, the Hospital wil
nasume sole & complele responsibiity of the trestment & &'s oulcoms & safely of the patient, and Koshika Foundation will have no cole or responsibility
in the matter
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