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2) | sclermnlly confim Ihat sssistance. f recedved from Koshiks Foundation, will be used only for $he “purpose”, s stated In this Form, for which such essistance

Was roquesied by me.

3) | hereby confiem that | have not & will not in futire, avall of reimbursement, in part o in full, from sy other source/omployerfnsurance company, of the amourt
for which this assistance s requestod
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AGREEMENT by APPLICANT (smiow 372 %T0)

1) By afiing my signature oc ihumb impression on this Form, | (Applicant) hareby egres & authorise Koshika Foundation and i's Trustees io
w/publshput-upirepeoduce my name, acdress. photo & detalls of the "purpose”. for which such assistance is requestedigranted, through any
madem, including but mot limiled 1o verbal, prind, electronic, for soliciting donations for Koshika Foundstion sndior disseminating information about it's
activies'schievements. Such use of my photo & detalls can be made by Koshka Foundation before or after my treatment or Adfiment of the *purpose”
for which assistance Is being requesied
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with the Trustees of Koshia Feundation, and thelr decislon is this regard will be finai and scceplable %0 me.
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AGREEMENT by HOSPITAL (vwemm DU 11)

By affdng hacounder, signature of our Authorised Signatory for recommending this case/petient for financial assistance from Koshika Foundation, we
(Mospital) harety affim & accept foliowing:
1) that we nelther are presently nor wil In Asture avall of financial assistance from another NGO or any other sowrce. for the same patient'case, as we are
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