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DECLARATION by APPLICANT: FTs g wiom v ;

1) | hereby confirm thal all detalls in this Form are True to tha best of my knowledge. Any talse statement will render my Application & ongoing assistance, if any,
liable for rejection/cancellation.
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d) | hereby confirm that | have not & will nol in future, avail of reimbursement, in pant of in full, from any other sourcefemployer/insurance company, of the amount
for which this assistance s requestad.

1) & W wm ¢ e w0 w2 o omowd fe 5wl @ s am o wd b oo feeon od e s e s |80 e Bee 9w aedt B
2) W R W e o sifre s, @ @ o ot 8, e T s W g § e Few adm, @ o owen F w4
3) ¥ yfe wom € e fom wrom i we s W o 4, 7w ofn w sl o e Rt o s e 6 @ e & o s o e o o
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1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees to
use/publish/put-up/reproduce my name, address, photo & datails of the *purpose”, for which such assistance is requested/granted, through any .
medium, Including bul nol limited to verbal, print, electranic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivitiesiachievements. Such use ol my photo & details can be made by Koshika Foundation before o¢ after my treatmant or fulfilment of the “purpose”
for which assistance is being requested.

2) | (Applicant) further agree that any such use of my name, address, photo & detalls of the *purpose”, for which such assistance s requested/granted, :
will not automatically entitie me for recelving or continuing the said assistance. The decision for granting andfor conlinuing the assistance will rest solaly
with tha Trustees of Koshika Foundation, and their dacision is this regard will be final and acceptable o me.

1) ¥8 91 S W W R W e e, d (sries) sl wvel st o s f o Cwifee e ot see it W sfing wen f s g0 m,
wn, wid sl 9 fierm v v o e §, 5@ e v e, o, wepe st i ogf widsied s swefed € fl el o s e

o yafm %t ¥ fog sfingy §19 wen w0 e ot v ¥ wel woam 3w fog “wifos el @ anh sfew 4

2) % (owieE) W A W wewn € 5 G0 am, w, w5 ol e W) e S agvd @ wida 52 s weew W owwo 6w o e o

“wifun " v wee =l w frdn s s e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

T ¥ v W AW o
Jwr i JA

AGREEMENT by HOSPITAL (wsmw® pm %101)

By affixing hereunder, signature of our Authorised Signatory for recommending this case/patient lor financial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accept following:

1) that we neither are prasently nor will in future avail of financial assistance from another NGO or any other source, for the same palient/case, as we are
requesting to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation, If the requested assistance is nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's right lo make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/casa from any othar NGO or any other source,
2) The assistance from Koshika Foundalion is only financial in nature. The choice of the treatment/procadiire advised/conducted by the Hospital an the
patient, Is based on the arrangement batwean tha palient & tha Hoapital, and is in no way influenced by Koshika Foundation. Henca, the Hospital will
:lstﬂhumﬂ s0le & complete responsibility of the treatmant & it's outcome & safaty of the patient, end Koshika Foundation will have no role or responsibility

n the matter.
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