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DECLARATION by APPLICANT: wWmes 70 Wi Tm;

1) | meredy confierm ihat all detads. in this Form are Troe (o the best of my knowledge. Any faise staternant will render my Applcalion & ongoing assistance. il anmy,
lisksle for rejectionécancefanlion.

2] | solemniy confirm that assistance, if recelved from Koshia Foundaton, will be used only for the "purpose”, as stated in fhis Fom, for which such assistance
wid fequesiod by me.

3) | heseby confirm that | have not & will nof in future, avail of rembursement. in pan of in full, from any other sourtelemployerinsumanee company, of Ihe amount
fiar which this asalstance |§ requested.

1) s wvw { fEw wn & e w wd fen 4wl € o e o oo wl foem o s s ww we £ 0 S8 e Sem o = e

2) = gm W e o Cwifve w0 @ wood b, e s a vt W o w B e i, @ g owey F wnoma

33 4 g wom { P form s 0w s ) of £, T ofn oW e @ e e St s Wt weelt @ o W e ol 3 0 e F o
AGREEMENT by APPLICANT (sies go wat)

1} By affixing my signature or thumb impression on this Form, | {Appicant) hersby agree & auihorise Koshiks Foundation and ifs Trustess o

usapublish/put-up/reproduce my name, address, photo & dolads of he “purpose’, lof which such assiatance |s requestedigrantad, frough any

miptaern, including bul not limited to verbal, print, alectronic, for soliciing donations for Koshika Foundation andior disseminating information aboul if's

activibesfactevements. Such use of my pholo & details can be made by Koshiks Foundation beflors or afier my treatment ar fullfiment of he “purpose”
for which assistance is being requesiad.

2) | {Appilicant) further agres thal any such use of my name, address, photo & detalis of the “purposs”, for which such assisiance s requestadigranied,

will ngt automatically entitle me for recelving or continuing the said assistance. The decision for granting andfor cantinulng the sssistance will et solely
with the Trustess of Koshika Foundation, snd their decision is this regard will be final and accaptable to me,
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AGREEMENT by HOSPITAL (wama on ®01)
&y afficng hereunder, signalure of our Authorised Signaiory for recommending Ihis case/patient for financial assistanca from Koshika Foundation, we
{Haospital) hersby offirm & acoeplt following:
1] that we neither gre presently nor will in future avadl of financial assistance from ancther NGO or any other source, for the same patienlcase, as we are
requesting lo get from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requested assislance ks nol granied
try Hoshika Foundation, in part or in full, then the Hospltal reserves ICs right 1o make up the shortfall from anolther NGO or any ottes source. This
confirmation essentally states that the Hospits! will rol avall any duplicate assisiance for the same pallsnt/cass fram any other NGO ar any ather sourcs
2) The assistance from Keshika Foundation is only financial n nalure. The choce of the treatment/procedure sdvised/conducted by the Hespita! on the
patient, is based on the arangemant batween the patient & the Hospital. and is in no wsy influenced by Koshika Foundation, Hence,_ the Hospital wi

s sole & complete responsibility of the teatment & iU's cutcoms & satety of the patient, and Koshike Foundation will have no role or responsibdity
tn the matter,
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