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DECLARATION by APPLICANT: SOEST 50 W T3:

1} | herstyy comiirm that all details in this Form are True to the best of my knowledge, Any tlse statemant will rendar my Application & ongoing aseistance, i any,
limble for retection/cancallation.

2) | salemnly confirm that sssistance, If recelved from Koshika Foundation, will be used only for the *purpose”, 8 stated in this Faorm, for which such assistance
was requesiad by me.

3) | hereby confinm et | have not & will not in future, avail of reimbursemant, in part of in full, from any other sourcelemployerdinsurance company, of the amount
fior which this pssistance s requesied.

1) & e s of e ge w8 fdom ) fiem sl o sepm e it # oft ek fiene ol W s e aem & oo o e P o s et b

1) g W e ol e awn @ S ol TR o el ey o g o Tl ey e, oo o F aoomo @

1) # e wow { 5 fom T iy o i 9 o f, Tm i W sfw woweEw Teen el oen sl werh @ 3 6 e 4 sk @ ofes o o
AGREEMENT by APPLIGANT (Wme® 5 %)

1) By affixing my signature or thumb impressicn on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and I's Trustees 1o
usepubiishipul-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance s requestedigrantad, throusgh any
medium, Including but not Bmited 1o verbal, print, electronle, for soliciting donations for Koshika Foundation andior disseminating information about it's

aclivitliesiachiovoments. Such use of my phato & details can be made by Koshika Foundation bafore or after my treatmant or fulfiiment of the ‘purposs”
for which assistance is being requestod.

2) | (Applicant) furthar agree that any such use of my name, addrass, pholo & delalls of the “purposa”, for which such assistance is requested/granted,
will nol automatically entite me for recelving or continuing the sald assistance. The decision for granting and/or conlinuing the essistence will ras! solely
with the Trustess of Koshika Foundation, and their dectséion is this regard will be final and acceptable 1o me.
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AGREEMENT by HOSPITAL (werms BT 1)
By affixing hersunder, signature of our Authorised Signatory for recommending ihis casa/patient for financial assistance from Koshika Foundation, we
{Hospital) heveby s & accept following,

1) that we neliher are presently nor will In future ovall of financlal asslstance from another NGO or any other source, lor the same patlent/case, a3 we are
requasting to gel from Koshika Foundation, to the extent that such assisiance is grented by Koshika Foundation. If the requesied assistance is not granied
by Koshika Foundation, in part orin full, then the Hospilsl reserves il's right lo make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will mot svall any duplicale sssistanca for the sama patient/icess from any other NGO or any other source
2] Thir assistance from Koshika Foundatlon is only financkal in nature. The choice of the irealmenifprocedure advised/conduciad by the Hospltal on the
pathant, is based on the armangement between the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will
ossume sobe & complets responsibility of tha treatmant & It's outcome & safely of the patient, and Kashika Foundation will have no role or responsibility
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