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DECLARATION by APPLICANT, SETW BT SO 93:

1] | hztaby confirm Mat afl details in this Fosm are True (o the best of my knowleage, Any false siatement will render my Application & ongoing assistance, if any,
liatle for rejection/canceiation,

2) | soiemnly confirm that essstance, I receved from Koshika Foundaton, will be used anty for the “purpose”, s stated in this Farm, for which such assistance

wias requesied by me

31 hereby confirm that | have nol & wilf not in future, avail of rembursemant, n part arin ll, from any oiher sourca’employerfinsurance company, of the amount

far which this assisiance s requested

1) & wtwn o o v 9 & o ol e oh wee W s e ol w8 bRk o fe o e e v ow b a3 e B oW owm e b

2) # gm =y ofn s wEdEt, @ oo o §, Tew e e gty o @ Bl e i, 9w wee F g o

3) 4 gfe won § e fim s # o ands 9 w8, T of w o o e fe Pl o dnfeesdm vt A s A Pk shoa ot o A dm
AGREEMENT by APPLICANT | swiew gl wat)

1} By affixing my signature or thumb impression on this Form, | {Appilcant) hereby agree & sulhorise Koshika Foundation and [I's Trusioes 1o

isaipublish/put-up/repraduce my nama, address, photo & delaie of the “purpose”, for which such assistance is requestadigranted, through any

medium, including but not limited 1o verbal, print, electronic, for soliciting donations for Koshika Foundation sndior dissemingting information sboul it's

aclivitles/achievemenis. Such use of my phote & details can be made by Koshika Foundafion befors or afier my treatment or fulfilment of the “purpose”
for which assistance s being requested.

211 (Applicant) further agree that any such use of my nams, address, photo & detalls of the “purposa”, for which such assistence is requestedigranted,
will not subemalioally entite me lor receiving ar continuing the sald sssistance. The decision for granfing and/or continuing the assistance wiil rest solely
with the Trusiees of Koshika Foundation, and their dacision s thiz regard will ba linad and accaplable to ma.
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AGREEMENT by HOSPITAL (wemm g7 %)
By affiaing hereunder, signaiure of our Authorsed Slgnatary for recommending this case/patient for financlal assistance from Koshika Foundation, wa
{Hospital) heraby affirm & accepl following:
1) thaat we neliher are presently nor will in future avall of financial assistance from anolher NGO or any other source, for the same palienticase, s we are
requesting to get from Koshiks Foundation, 1o the exlen! thet such-assistance is granted by Koshika Feundation. f the requesled assistancs is rol granted
by Hoshika Foundation, In par or in full, then the Hospital reserves s rdght 1o make up the shostfall from another NGO or any other source. This
confirmation essanially states thal the Hospitl will not avall any duplicate assistance for the same patienticass from any other NGO or any othar source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the treaiment/procedure advisediconductad by the Hospial on tha
patient, is bessd on the srangemant betwesn the patisnt & the Hospital, and |8 in no way influenced by Koshika Foundation, Hence, the Hospital will
essume sole & complete responsibility of the treatmend & IU's outoome & safely of the patient, and Koshika Foundalion will have no role or responsibilisy
i the mattar,
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