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DECLARATION by APPUICANT: ST95% §m W ¥

1) | eraby confirm thal 38 details in this Form are True to the best of my knowledge. Any faise sistement will render my Appiication & ongoing wssistance, i any,
Eable for regeclion/cancediation,

21 solemnly eonfirm that assistance, f recelved from Koshika Foundation, will be used only for he “purposa”, as stated in this Form. for which such assistance

was reguostod by me

4 | haraby confinm that | kave nol & will nal in Rulure, avad of reimbursement, in part o in full, from any other source/employer/insurance company, of the amounty
for which this ansistence s requested,
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AGREEMENT by APPLICANT (smiew g ®u1)

1) By affixing my skgnature of thumb Imaression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundalion and It's Trustess o
uselpublishipul-upirapraduce my rame. sddress, photo & details of the "purpese”, lor which such assistance s requestedigranied, through any
medium, inchuding but nol limited 1o verbal, print, slecironic, for soliciling donations for Koshika FoundaBon andfor disseminating information about it's
activiliewachirvemants. Such use of my photo & detalls can ba made by Koshika Foundalion before or after my trealment of fulfilmaent of the “purpose”
for which assistance is baing requestad.

211 (Apgiicant] further sgres That sny such use of my nameo, address, pholo & delails of the *purpose’, for which such aasistance i requestedigraniad,
will not automaticalty entitle me for recesving or continuing the sald assistance. The decision for granting andior continuing the assistance will rest solely
with (he Trustess ol Keshiks Foundation, and their decision is this regard will be linal snd scceptable to me.
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AGREEMENT by HOSPITAL (wwemm oo wm)

By affung herounder, ignature of our Authorised Signaiory for recommanding this coselpatient lor financial assistance from Koshika Foundatian, win

(Hospital) heratry affirm & accept following:

1) thal we neither are presently nof will i future avall of financial assistance from another NGO or any other sowrce, Tor the samae patient'case, Bs we are

requosting 1o get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation_ If the requested assistance is not granted

by Moshils Foundation, in pan or in full, then the Hospital resarves it's right ko make up the shorifall from angiher NGO of any other source. This

confirmation essentially siniea thai the Hospital will nol avail any duplicale assistance lor the same patienl/cese from any other NGO or any olher source.

) The masistance from Koshika Foundation is only nancial in natire, The chalce of the treatmant/proceduns advisadiconductad by the Howpital on the

patient, is based on (he arrangement batween the patient & the Hospiltal, and ks in no way influenced by Koshika Foundation. Hence, the Hespilal will
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