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DECLARATION by APPLICANT: S1E%& g/ Wiaon w4:

1)1 heeby confinn (hal 2l detaiis in this Form are Truz Lo the bast of my knowledge Any lalse slalement will rende: my Applicaton & ongoing assisiance. If any,
able for rejecton/cancetialion . . .
2) I sulemnly confirm thal assistance, if received from Koshika Foundation, wilf be used only for the “purpose”. as stated in this Form. for i

was requesled by me . 9 %
3} hereby confirm that | have not & vall notn fulure, avai of reanbussement. in part or in full. from any olher source/employerfinsurance company. of the amgunt
for which Ihis assisiance is requested. e 4
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AGREEMENT by APPLICANT {AETH FM FIW)

1} By affixing my signaiure or thumb impression on this Form., | (Applicani} hereby agree & authorise Koshika Foundation and i's Trustees to
use/publishiput-upfreproduce my name, address, photo & details of the “purpose”, for which mcn_...mmm_.ﬂm_._nm‘mm requested/granied, through any )
medium. sncluding but not irmited to verbal, print, elecironic, for soliciting donations for Koshika Foundation and/or disseminaling informalion about it's
aclivilies/achievemenls. Such use of my photo & details can be made by Koshika Foundation belore or afler my treatment or fulfitment of the “purpose”
for which assistance is being requested. i

2}) (Applicant) further agree thal any such use of my name, address, pholo & details of 1he “purpose’. for which such assislance s requesledigranied,
will not automatically entitte me {or receiving or continuing the said assistance The decision for granting andior continuing the ass:stance will rest solely
wilh the Truslees of Koshika Foundation, and their decisign is this regard will be fina} and acceptable lo me.
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AGREEMENT by HOSPITAL {zemm & F)

wv.mz.x_.:@:mac:amnma:m_EmonoEbE:E_mma mE:mSQaq recommending this casefpatient for financial assistance from Koshika Foundalion, we
{Hospital} hereby afliem & accept foltowing: - -

1) that we neilher are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patient/case. as we are
requesting 1o get lrom Koshika Foundation. lo the exlent thal such assistance s granled by Koshika Foundation. If the requesled assisiance (s nol granled
Dy Koshska Faundalan, i parl or in full, then the Hospilal reserves IU's night ta make up lhe shorifall from anoclher NGO ar any olher source. This
conlirmalion essenlially slates thal the Hospital will not avail any duphicale assislance for the same patent/case from any other NGO or any other source.
2) The assistance Irom Kushika Foundation is only financial m nature. The choige of the ireatment/procedure advised/conducted by the Hospilai on the
patient 1s based un the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Founge | lospital will
assume sole & compiele responsibitity of the Ireatment & i's oulcome & safety of the patienl. and Koshika Founge®fin will hase no rote o.‘VI@.me_E_

i lhe maller.
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