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DECLARATION by APPLICANT: (5% G wivm

1) | hecebiy confirmn that all detatls in this Form are True 1o e best of my knewledge. Any false statement will render my Application & ongoing assistance, il any,
|iatie for rejection/cancallstion.

2} | solemnly confirm that aseistance, If received from Koshika Foundation, will be used anly lor the “purpose”, as siated In this Farm, for which such assisiance

was reguested by mo. ry

3) | heretry confirm that | nave not-& wil not i fulure, avail of rembursement, in part ar i full, from any other sourcelemployerinsurance comparny, af the amoun

for which this sssistance & regpested
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AGREEMENT by APPLICANT (smaew g w17)

1} By affixing my signature or thumb impression on this Form, | {Applicant) hergby agres & aulhorise Koshika Foundstion and it's Trustees o

use/publishipul-up/reproduce my name, address. photo & detals of the “purposs”, for which such assistance is roquestedigranted, through eny

mediwm, including bl Aot limited Lo verbal, print, slectranic, fur soliciting donations for Koshika Foundition andior disseminaling informatian shoul i's

aclimbies/achievements, Such uss of my phaoto & details can be made by Koshika Foundation before or afier oy treatment or fuifiimaent of the “purpose”

Tor whinh asslstanie is being requestod

2} | [Apphicant] furlher agree that any sueh use of my name, address, pholo & details of the “purpose”, for which such assisiance is requesiedigranted,

will ol vitomatically entille me for ceceiving o coriinuing the said assistance. The decision for granting andfor continuing the assistance will rest solaly

wilh the Trustees of Koshika Foundation, and their decision la this regard will ba final and acoeplable to me.
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AGREEMENT by HOSPITAL (weqet gm w37)

By allixing hereundar, ignature of our Autharlsod Signatory for reoommending this caserpatient for financial assistancs fram Koshika Foundation, we
{Hosjrita)) hereby aflmm & accept following:

1} that wa nelitver gre presently for will In future avall of finencial essistance from another NGO & any other souroe, for the same palieni/case, as we are
requesting 1o gat from Kioshikn Faundation, 1o the exlenl that such assistance |s granted by Koshika Foundaition. Il the requested assistance is not granied
by Knshika Foundation, in part or in full, then the Hospltal resacves it's right 1o make up the shorfall from anather NGO or any ofher source. This
canfirmation essenlilly states thal the Hospitsl will not avall any, duplicale ssustance for the same patienticase from any other NGO or any other source,
2) The mssistance from Koshika Foundstion is only financial in nature. The chiclce of the trestmentiprocedure advised/conducted by the Hospital on the
patient, is baged on the armngemant batween the patisnt & the Hospital, and | In no wiry Influenced by Koshikn Foundation, Hence, the Hosgpital will
assuma sole & complate responsibilty of the treatment & Vs outcome & satety of the patient, and Koshika Foundatian will have no role or responsibility
in the malter,
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