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DECLARATION by APPLICANT: ST G STy wa:

1] | hereby eanfirm that 21 details in this Form gee Trus to the best of my knowledge: Any false statement will render my Application & ongoing assistance, if any,
liable lor rejsctionfcanceliation

2] | salemnly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose’, as stated In this Form, for which such assistance
was requested by mo.

3) | heeaby condinm that | have not & will not n future, avail of reimbursement. in part or in full, from any ofher sourcel/employerinsurance company, of the amount
for which this assstance is requested
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AGREEMENT by APPLICANT (smiTe [ %11)

1] By affiring my signalure or thumb impression on this Form, | {Applicant) heraby agres & autharise Koskika Foundation and it's Trustees o
use/publishiput-upfreproduces my neme, address, photo & detsils of the “purpose”, or which such assistance is requestadigrantad, throwgh any
medium, including bul nol limited to verbal, print, electronic, for salicliing denatlons for Koshiks Foundation and/or disseminating Information about it's

activilies/achiovements. Such use of my photo & detalls can be made by Koshika Foundatlon belore or after my treatment or lulfiment of the “purpose™
for which assistance is being requested.

21 | (Applicant) further agres thet any such use of my name, address, pholo & datalis of the “purpose”, for which such asslsiance is reguesiedigranted,
will nol automatically entitie mi for recgiving of confinuing the said assistance. The decislon for granting andfor conlinuing the assislance will est solaty
with the Trustees of Koshlka Foundalion, and thair decigion i this regard will be linat and acceptable to me.

1] T8 T R S pe @ S 8t o e, 4 (omiew) el wenin st ffie s o o i et ol ek sl ¢ ) sfieq wee o 5 g o,
am, i ol wh T wows F wifee s v S, o, e gt et W ogE) i st aeferd & T fe o o e

g 3y & fm i 4 9 e w R Ot v @ weE o oW F we W f S Wl sfieg b

2) & (arw) w oam A w B G o, o, o ol e S s e ¥ anied @ wfds & o e v W res Wl e oo

*wifirw " T T sl W Ty s st s

APPLICANT'S BIGNATURE OR LEFT THUME IMPRESSION !
siriTE & wens WoSE W

5

%

s

AGREEMENT by HOSPITAL (wemme g %)
By affixing hereunder, signature of gur Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
(Hospital) heraby affirm & acoept lallowing:
1] that we nelthaer are presently nor will in future avail of finencial assistance from enother NGO or any other source, for the same patlent/cace, as wo gre
reguesting to gat from Koshika Foundation, 1o the axtent thal such assistance s granied by Koshike Foundation. If the requested assisiance i not graniad
by Koshika Foundation, in part or in full, then the Hospital reserves It's right (o make up the shortfall from another NGO or any ether source, This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any ather sourca.
2) The assistance from Hashika Foundation |s onfy financial in nature. The choice of the treaiment/procedure advisediconduciad by the Hospital on the
pallenl, is basad on the armngemant betwean the patient & the Hospital, and |s in no way Influsnced by Koshika Foundation, Hancae, the Hospital will

asgume solo & complete responsitility of the treatmant & II's outcome & safety of the petient, and Koshika Foundation will have no role or responsibility
i the matter.
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