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DECLARATION by APPLICANT, STiTE T e =99 \1\

1) | hereby confirm that all detalls in this Form e True 1o the best of my knowisdge. Any false staterment will render my Appilcation & ongoing assistance, If any,’
labile hor rejection/canceliation

2) | soleminly confirm that assistonce, |f received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assislance

wis roguesied by me.

33| heraby confirm thal | have ol & wdll notin fulure, avail of rmbursement, i part o in full, frem any other sourcafémployerinsurance company, of the amount

for which this assistance 8 requesied.
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AGREEMENT by APPLICANT (smiew g %)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hersby agres & authoriss Koshika Foundation and It's Trustees to
use/publish/pul-uplrepduce my neme, address, pholo & datalls of the "purposs”, for which such assistance is requested/granted, through any
medium, including but not limited o verbal, print, slacironle, for soliciting donations for Koshika Foundation endior disseminating Information about It's
aclvities/achipvemanis. Such use of my photo & details can be made by Koshika Foundation balome or-after my treatment or fulfilment of the “purposs”
for which assistanca |s being reguested.

21 | (Applicant) further agres thal any such use of my name, address, photo & detalls of the “purpose”, for which such assimtance s requested/granted,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thair decision is this regard will be final and accaptable o me.

1) T W S v T S e e, § (e sl Wl W) i w f o “wifre et o wdk ol W sfeae s f T oo,
w, W s A e o o diwm §, 5 s e =t g, e gt Ik A o et sl sreferd 3 TR ARl S wm e

® ywin W i i it v w fionon B sere o v m w8 owed w fe i sl w sl sfieen )

2) A (anhew) v oW W e 1 E S0 W, T, o o e W f weem w e @ wiin 99w we W e T S T e

“wiiem " v TR =t o Fete sffim i s o)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
HETE ¥ TE W SR W R

i
A‘Lyﬁ |

AGREEMENT by HOSPITAL (WO gr 1)

By alfxing hereunder, signature of our Authorised Signatary for recommanding this cas/pationt for financial assistance from Koshika Foundation, we
(Hospital) hereby affim & accept following:

1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other sourca, for the same patient/case, ae we are
retuesting to gel from Keshike Foundation, to the extenl thal such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or In full, then the Hospital reserves 1t's right to make up the shortfall from another NGO or any other source. This
confirmation assentially states that the Hospital will not avail any duplicate sssistance for the same patienl/case from any other NGO or any other source,
2) The assistance from Koshika Foundalion is only fimanciai in nature. The choioe of the treabment/procedure advised/conducted by ihe Hospitai on the
patient, is based on the arrangement. batwaan the paliant & the Hospltal, and is in no way influsnced by Koshika Foundation, Hence, the Hospttal will
assume sole & complete responsiblity of the reatment & IUs outcoms & satety of the patient, and Koshika Foundation will hove no rale or responsibility
in the mallar
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