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2) 1 sciomedy confiem that sssistance, If received fom Koshika Foundation, will be used only for the “purpose”, 23 stated in this Form, for which such sssistance
Wi roquestied by me.
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1) Ly affung my mignature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
useputishiput-upirepeocuce my name, address, photo & detalls of the “purpose”, for which such assistance ls roquestedigeanted, through any
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wih the Trustees of Koshika FoundaSion, and their decision is this regard will be final and sccaptabio o me.

1) 8 W e v w W W e e, @ (o) el e W g e { o Cefre wltee oh wod el T W e e { To e,
W, W ol fere g oo o sl B, o e o s, o, avee gt agtee @ ue) il s aoefed ¥ fed fald @ s s

# yufix wrd @ fe s St wen W feer 3 g ¥ vl @ e § et @ g s weder” w o e

2) } (snies) W o ¥ wem {0 S0, v, o ol feww @ e wee @ weted @ wide £ i v wwen W vet o v W e

*gifrm” vy yoe =l wm firfy after ol el s

APPLICANT'S SIGNATURE OR LEFT THUMS BMPRESSION : L.QH
Wik ¥ pow T 93 W Sew

AGREEMENT by HOSPITAL (ysmm pu w0t)
By afiing heceunder, signature of our Authcrised Signatory for recommending this casadpatient for financial ssistance from Koshika Fousdation, we
{Hosphal) horeby affirm & accept following:
1) that we naithor are presently nor will in future avall of fnancial assistance from ancthor NGO or any other scurce, for the same patienticase. 25 we are
requesting %0 get from Koshika Foundation, 1o the extent thet such sssistance is granted by Koshika Foundation. If the requested assistance ls not granted
by Koshika Founcation, in pant or in R, then the Hospital reserves It's right to make up the shortfall from another NGO o¢ any other source. Ths
confirmation sssentialy states that the Hospiat will not avall any duplicato assistance for the samo pationt/case from any other NGO or any other source
2) The assistance from Koshika Foundation s cally faancial in nature, The choice of the treatmantiprocedure advisediconductod by the Mospital on the
patent, is based on the srmangement between tha patient & the Haspital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil

assume soie & complate respongiblity of the treatment & It's cutcome & safety of the and Koshika Foundation will have no roie or responsibility
In the mater.
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