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DECLARATION by APPLICANT: syfos gm s 9%

1)1 hereby confirm that sll details in this Form are True to the biest ol my knowledge. Any false statemant wif mrmmﬂmﬂm&m assistance, I any,
ratila for refection/cancatiation.

21 | sodamnly corfirm that assistance, If recslved from Koshfa Faundation. will be used anly for the “purposs”, a8 stated in this Form, for whith such weslstance

was requested by me. )

3) | hereby confirm that | have not & will nat in Tuturs, avall of relmblrsamant, n part o in full, freitm any otiver sourcefempcye©insurance company, of the amour

for which Ihis assistance 3 requested
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AGREEMENT by APPLICANT ( #09%® @111 wifii)

1) By affising my signature or thumb Impressian on this Farm, | (Applicant) hereby agree & sulhorise Koshika Foundation and iI's Trustees to

usaipublishiput-upireproduea my name, addmess, photo & details of the “purpasa”, for which such assistance is requestadigranted, through any

medium, Including but not limited to verbial, print, siectronic, for soliciing donations for Koshiks Foundation and/or digseminating infarmation about iU's

soliviliesiacrievaments, Such use of my pholo & detsils can be made by Koshika Foundation batare or gfter my treatmant or fulfilment of the "purpose”

for which assistance & being requested '

2) | (Appilicant) furthier agree that any such use of my name, address, pholo & datnils of the “purpose”, for which such assistance is requestadigranted,

will nat autarmatically antitle me for receiving of continuing the sald assistance. The decislon for granting and/or continuing the assistance will resl solely

with the Trustoes of Keshiks Foundation, and their dacision is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (Fowel §i STt

By affixing hereunder, signature of our Aulharised Signatory for recommending this case/patient for financial assintance from Koshika Foundation, wa
{Hospltal) heraby affirm & accapt following:

1) that we nesther are presently nor will in future avail of financlal nasistance from another NGO or any other spurce, for the ssme patlant/case, a8 we are
requesting 1o get from Koshika Foundation, to the extent that such assistance iy granied by Koshika Foundation. |f the requested assistance is nol grarilod
by Koeshika Foundation, in part or in full, then the Hospital reserves it's righl to make up the shorttall fram another NGO or any other source. This
confirmation essendlally states thal the Hospltal will not avall any duglicale assistance for the same patient/case Irom any olher NGO or any other saurce
2 The assistance from Koshika Foundation is only financial In nature. The chaloe of the trentment/procodurs sdvisedicanducled by the Hospital on the
patient, Is bassd on the arangement betwean the patient & this Hospital, and is in no way influsnced by Koshika Foundation. Henca, tha Hospital will
assume sale & complete resoonaibility of the treatmant & it's outcome & safety of the patient, and Koshika Foundation will have no rols or responsitility
in the mattar
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