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DECLARATION by APPLICANT: TR T Wi wE:

111 hereby confirm that all detalls in this Form e Troe io the best of my knowledge Any false stalement will tender my Application & angolng assistance, If any,
fabéa fov rejeclion/cancsitation. ;

2} | solemnly corfirm that assistance, if received] from Koshika Foundaiion, will be used only for the “purpose”, as stated in this Form, for which such assistance

was reguesied by me.

3} | heseby confiem ihat | kave not & will nat in future. avail of reimbursement, |n part or in full, from any other sourcelemployerinsurance company, of the amaunt

for wehich this assistance is requested
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AGREEMENT by APPLICANT (smhes, gm wat)

1) By affiing my signature or thumb Impression on this Form, | {#pplicant) hereby agroe & autharise Koshiks Faundafion and it's Trustees to
use/publishipul-upirepraduce my name, address, pholo & dateile af the "purpose”, for which sich assistance Is requested/granted, through any
mdilm, including but not limited to vertal, prit, slectronic, for soliciting donafions for Koshike Foundation andior disseminating information about i's
activiliss/achievements. Such use of my photo & detalis can be made by Koshika Foundation before or afier my treatmant or fulfilmen! of the "purpose”
for which assistance is being requesiad.

2} | (Applicant) further agree that any such use of my name, sddresy, pholo & details of the *purpose”, for which such assistanca is requestad/granted,
will not automalically entile me for receiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustess of Koshika Foundstlion, and their decison is ihis regard will ba final and acceptabie o me.

1) ¥ T AT wEm R W e, (s st i w1 g won f od Cwife st o Tes st s st o e
nm.vﬁz’lainﬁﬁrmwmt!u'rhai.aﬂ'uﬁm“mm.wimgﬁmﬂmﬂﬁmthMMﬂmm
ﬁmmﬁimmhﬂmminmﬁimwﬁwﬂwmﬁmﬁtm‘ﬁﬂmm'wwmh
:}#{mlmmﬁmtﬂeﬂnm.m,tﬁmﬂtMﬁﬁmﬁnhﬂﬂmiwm:mwmmmlmmﬂ

“witfnw " v T il W fei s st e g

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :

AGREEMENT by HOSPITAL (7emm g %a7)

By affixing hereunder, sigriature of our Authorised Signatory for ecommending this caselpatient for financial assistance from Koshika Foundstion, we
{Hoapital) heratry affirm & accept following:

1} that'we neither are preaently nor will in future gvail of financial asgistance from another NGO or any other source, for the same patiant/case, 85 we are
requesting 1o get from Koshika Foundation, to the extant that such sssistance i granled by Koshika Foundation. If the requestad sssistance is not granted
by Keshika Foundation, in part of in full, than the Hospital reserves if's right to make up fhe shartfall from another NGO or any other source. This
eanfirmation essantially states that the Hospital will not avall any duplicais assistance for the eame patient/caza from any other NGO or any athar source
2} The sesistance from Koshika Foundation Is only financial in natura. The chgice of the treatment/procedure sdvisediconducted by the Hospital an the
patient, is based on the arrangement betwesn the patisnt & the Hospital, and is in no way Influanced by Koshika Foundation. Hence, the Herspital will
sssume sole & complele responsibility of the treatment & 's outcoms & satety of Ihe patient, and Koshike Foundation will kave no role of responsibility
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