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DECLARATION by APPLICANT: Spisy £ Wiy wr;

1) | heveby confirm hat af detsls in Mis Form are Troe 1o Do best of my knowiedge. Any fatss stalement will render my Appiication & ongoing assistance, If any,
Sable for reection’cancedlation.

2) | solemnly confirm that assistance, if recelved from Koshiks Foundation, will be used only lor the “purpose”, as staled |n tis Form, for which such assistonce
wins requesied by me,

3} | hareby confinm that | have net & will not in future, avasl of resmbursament, in pan o in kull, fram any other souwrca/employeriinsurance company, of he amount
foF which this assstance @ requestad
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AGREEMENT by APPLICANT (swaew g wim)

1) By aMiming my sagnature o thumb impression on this Form, | [Apollcant) heraby agree 4 aulhorise Koshika Foundalion and it's Trustess 1o

use/publinh/pul-up/mproduce my nama, address, photo & details of the "purpose”, for which such assistance ks requestad/granted, through any

medium, including tut not limited to verbal, print, ekectronic, for soliciling donations for Koshika Foundation and/or disseminating information about s

sctivilles/achinvements. Such use ol my pholo & details can be made by Koshika Foundalion balore or after my treatment or tulflimen) of the “purposs”
for which assislance is baing requesied.

2) | {Applicant) furthar agres that any such use of my name, sddress, phato & details of the “purpose”, for which such ssslstance is requestediginnied,
wil nol aulomatically entitle me ko receiving or continuing the sald assstance. The dedision for graniing sndior conlinuing the assstance will rest solely
with lhe Trusises of Koshika Foundation, and their decssion s this regasd will be final and accaptabie to me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (rems! o0 %0)

By affing hereunder, sgnature of our Authorised Signatory for recommending this case/patiant for linancial assistance from Koshika Foundation, we
{Hospital) hereby affinm & acoapt lollowing:

1) that wa neither are presently nor will in future avall of financlel assistance from another NGO or any other source, for the same palisnt/case, Bs we are
reguesting 1o gat from Koshia Foundation, 1o the sxtent that such assistance is granted by Koshiks Foundation. Il tha requested assistance is nol grantad
by Koshika Foundation, in part o in full, then the Hospital resarves [f's right to make up the shortfull from another NGO or any other source. This
confirmation ecsantinlly stntes that the Hospial will not avall any duplicate sssistance for the same paSenticase from any other NGO o any other source.
2) The assistance from Koshika Foundation is onfy financial in nature. The choioe of ihe ireatmant/procedure advised/conducted by the Hospital on ihe
pafisnl, is based on the arangemen! batwesn the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital will
sssume sole & complete responsibility of the treatment & it's outcome & salety of the patient, and Koshika Foundation will have no role of respansibility
iy the rrailes.
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