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DECLARATION by APPLICANT: Sedes g 5ney i

1)1 hereby confirm that all details in this Form are True to the best of my knowledge. Any false stalemant will rendet my Application & ongolng asslstance, if any,
liable-for reisctionicancallation

2) 1 solemndy confirm that assistance, Il recelved from Koshia Foundation, will be used anly for the “purpose”, s stated in this Form, far which such essistance

was requesied by me,

3) | herety confirm that | have not & will not in future, avall of reimbursement, in pan o in full, from any other scurcelemployerinsurance comipany, of the amount
for which thig azsssinncs & requesiad.
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11 By affizing my sigrature or thumb impressicn on this Form, | (Applicant) hereny sgree & suthorise Koshika Foundation and [F's Trustees to

usa/pullishipul-upfreproduce my name, address, photo & detsils of the "purposa”. for which such sesistance is requestadigranted, through any

medium, including but not imlied to verbal, print, eloctronic, lor soliciting donalions for Koshika Foundation andfor disseminating information sbout t's

activities/schievemants. Such use of my photo & details ean be made by Koshika Foundation befare or after my Ireatment o fuffiment of the "purpose”
for which assisianos is boing requestod.

2] | (Applicant] further agree that amy such use of my name, address, photo & datails of the “purpose”, for which such assistance Is requested/granted,
will rot gutomaticaily entitle me for recaiving or conlinuing the said assistance. The decision lor granting and/or continuing the assisiance will resl solely
with tha Trusiess of Koshika Foundation, and their decision is this regard will be final and acceptatle o me.

1) 98 97 9 A we W SR w e, 8 (spies) el ol o ofe v o o sife wies sl e amid " v sfege o o fr to o,
o, W o W e v we o it §, o < wifre” v e, T, s gt ek @ o il o aveteed & et Bt 9 e

# v Wt % g s 1 3 v o fran ot yere 8 wee ow we W g Cwiieen ersEee” w it sfiegy #)

1) A (swiew) v o A s f B S e, o, o e fievon B e ® agtvl @ wfida § gf R wem w0 owwER 96 T o o

* it~ T TER =niwdl W vl s s e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ST ¥ T W R W e

¥

= i~

AGREEMENT by HOSPITAL (¥%ma ¥/ ¥
By affixing heraynder, signature of our Authorised Signatory for recommending this caselpatiant for financial assisiance from Koshika Foundation, wa
{Hospital) heraby affim & accept following:
1) ihet we nelthver are presently mos will in future avall of financial assistance from another NGO or any other sourcs, for the same patient'case, as we are
requesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshiks Foundation. I the requested aesisianca [s not grantad
by Koshika Foundation, In part er in full, then the Hospital reserves 1's right 1o make up the shortfall from ancther NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the ssme patlent/case from any ofher NGO or any athar sourca.
2) The assistance from Koshika Foundalion |s only financial In nalure, The cholee of the treatment/procedure advised/conducted by the Hospilal on he
patiant, Is based on the arangement betwsen the patisnt & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

mssuma sofe & complete respongitility of the treatmen! & (s culcome & safely of tha patient, and Keshiks Foundallon will have na role or responsibility
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