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DECLARATION by APPLICANT: Ses gt iy o

1) | hareby confirm (al il detaidls in this Form are Troe to the best of my knowledge, Any talse statement will render my Application & ongoing assistance, U any,
liabile for rejestion/cancaliation.

2) | sohaemnly confirm that asslstance, if received from Koshika Foundation, will be used only for the “purpose”, a8 stated in this Form, far which such essistance
was reqUestad by me.

3) | hereby confirm that | have not & will nat in future, avail of reimbarsement, in part or in full, from any ather sourcalemployer/insurance company, of ihe amount
for which this assistancs & requestad

1) & vy wom € fiF 79w A Tl m ot e S weet & s o o e & it S e e s e o § @ 9 o B W ow wed b

2) 1 gm W e i st v, W oWt #, e own ol atve @ g @ fied fewm a9 e F snomm b

3y # e wor f e fam o g wr s w o £, wm afn W sfee @ wee e el s P weel @ o R b st off ofes o o)
AGREEMENT by APPLICANT (smiow g w7)

1} By sffixing my signature or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and It's Trustess to

usa/publishipul-upiraproducs my name, address, photo & deiails of the “purpose”, for which such assistance is requesladigranted, through any

medum, including bul not limited to varbal, print, electronic, for-soliciting donations for Koshika Foundatlon andfor disseminating Information about if's

activities/achievemants. Such use of my pholo & delails can be mads by Koshika Foundalion befors or alter my reatment or fulfilment of ihe “purposa”
ot which assistance is boing requestad.

21 | (Applicant) furthar agree that any such use of my name, address, photo & detalls of the “purpese”, for which such assistance is requesiedigranted,
will net aulomatically entiile me for receiving or continuing the said assistance. The decision lor granting and/or continuing the assistance will resl solaly
with the Trustees of Koshika Foundation, and thair dacision is this regard will be final and acceptable to me.
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AGREEMENT by HOBPITAL (W& ERl %)
By affixing hareunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, wa
(Hospital] heraby affirm & accept following:
1] that wa nalther are pragantly nor will in fulure avall of financial sssistance from @nothar NGO or any other source, for the sama patlent/cass, as wo-are
mguesting o gel from Koshika Foundation, (o the extent that such assisiance is granied by Koshika Foundation. If the requested assistance = nol granied
by Koshika Foundation, in part or in full, ther the Hospital reserves it's right to makes up the shortfall from snother NGO or any other source, This
confirmation sssantially sistes thal the Hospital will not avall any duplicate sssistance for the same patient/cess from any othar NGO or any othor sourca
2} The assistance from Keshika Foundation |s only financial in nature. The choloe of the treatment/procedure advised/conducted by the Hospital on the
patlant, is basad on the arrangamant betwesan the patient & the Hospital, and is in no way Influenced by Koshika Foundation. Honca, the Hospital will

assuma sole & complets esponsibility of the trentment & it's culcome & safety of the patient, and Koshika Foundation will have no rala or responglbility
in the matier.
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