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DECLARATION by APPLICANT, SWe% T S 73;

1) | hereby confirm hal sl detadls in this Form ane True to the best of my knowindge, Any false siatement will rander my Application & ongaing Bsststance, if any,
[imbbs for rejection/cancallation.

2 | solemnly confirm that assistance, If received from Koshika Fourdatson, will be used only for the “purpose”, @s stated in this Form, for which such assistance
way requested by me,

3§ | heraby confirm that | have not & will not in future, avail of reimbursement, in oart or in full, from any other sourcefemployer/insurance company. of the amount
for which ihis assistance is regUested,
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1} By afixing my signature or thumb impression on this Form, | (Applicant) herebyy agree & authorise Koshika Fountiation and it's Trusiees to
ugedpublishipul-upreproducs my name, address, phato & details of the "purpcse”, for which such assistance is requestedigranted, through any

madium, incieding bat not imited to verbal, print, electronic, for soliciling donations for Koshika Foundation endior disseminating information about it's

soivities/achievernents. Such use of my photo & detalls can be made by Koshika Foundation before or alter my treatment or fulfiiment of the *purposs”
for which atsisiance is baing requesiad.

2) | (Applicant) furthis agres that any such use of my name, address, photo & dotalls of the “purpose”, for which such assistance is requastedigranted,
wil pot automatically entitie me for recaiving or cantinuing the sald assistance. The decision for granting andlor continuing the assistance will rest solely
with tha Trugises of Koshikn Foundaticn, and thair dacision is this regand will be final and acceptable to me,

1) T 99 W A v @ S S e e, § (spbon) s meafy o e s o of " sritee s sos smid oS sfop s T i om,
o, W st e pe wey o wifim §, T Wil o S, TR, e Rt ek W o aidafed st somfeed & T e o wem ey

# uwfis wad ¥ g sfe 1 8 v w feen 8 v % W m W S w6 i e ol e

2) ) (wrw) v o A v e o, o, s ol fer b o @ ated @ ofde b g v e W v ol T s

“withew ™ T gwe e w0 f sty st s A

APPLICANT'S BIGNATURE OR LEFT THUME IMPRESSION !
s & wEt W W e

AGREEMENT by HOSPITAL (semrs gm wa71)
By affixing hereunder, signature of our Authorised Signetory for recommending ihis case/patient for financial assistance from Koshike Foundation, we
{(Hospital) hereby affirm & accep! following;
1) that we neither are prasentiy nor will in future svail of fingnciad gssistance from enother MGO or any other source, for the same patientcase, is We B8
raquesting to gel from Koshika Foundation, lo the extent that such assistanca is granted by Koshika Foundation. If the requesied assistance is nol grantad
by Koshika Foundation, in part or in full, then the Hoepital reserves iUs fight to make up the shartfall from anothar NGO or any other source, This
confirrmation essantially states thal the Hospital will not avall any duplicatle assistance for the sama palienticass from any other NGO of any othar saurcs,
2) Tha assistance from Koshika Foundation is only financial in nature, The cholce of the treatmentiprocedure advised/conducied by the Hosplial on the
patient, l8 based on the arangement betwean (ha patient & the Hospital, and is in no way Influsnced by Koshiks Foundstion. Henca, tha Hospital will
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