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DECLARATION by APPLICANT: WIHEWE B0 =MW Wh:

11 hereby confirm that all details in this Formare True 1o the beetof my knowleage. Any faise statament wlli rendar my Appiicetion & engalng assistance, If any,
liakie for rejection’canceliation

2 | sotemnly confirm ihat assistance, if received from Koshika Foundation will be used enly for the “putpoes’, a3 stated in ihie Fom, for which such assistance
was Tequested by me.

31 | erady conlitm that | hawve ot & will not in future, avail of resmbursement, in part of in fll, fram any eifier scurcelesplayeninsurance company. of the amount
for which this assElance is requested,
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1} By aifiing my signature or thumb Imprezsion on this Form, | (Applicant) heraby agres & suthorise Koshika Foundstion snd it's Truslees (o

wse/publishiplt-up/repreduce my nama, address, phats & details of the “purpose’, for which sieh assistence-is renuesiad/granted, thraugh any

medium, including bul not imited to verbal, print, slectronic, for soliciting denations far Koshika Foundaton sndfor dissaminating Infarmation abeut it's

activitiestachievemants. Such use of my phote & delails can be made by Koshika Eoundafion belors or after my trestmient ar fuldmaent of the “purpope”
for which aselstance is being requested.

2 | {Agpligant) further agree (hal any such uss of my name, agdress, pholo & demmils of the “purposa’, far which such assistange |5 requestedigranied,
will nat automatically entitle me for recelving or continuing the said nsslstance, The declslen for granting and/ar coniinuing the assistanse will rost solely
with ha Trustees of Koshika Foundation, and their decision s this regard will ba flinal and srcapiabido to ma.

1) e T T W S W B e, f (e S w9 e F o e wE s T i s g e { & d
w7, W !ﬁ'ﬂm‘rﬁmnmﬂ%i,ﬂ“ﬂﬁ“maﬂ.m,mwmﬂﬁfﬁﬁﬁﬂmmﬂifﬂ%fﬁﬁtﬂrwm

3 s = B e R wer W e S wr o e A 4w € e e S s §

1y & (ses) T W @ W TR S0 R, T, T AR e R e ® e | e & S5 = T W P N e g

“apifren™ e e =i o Fel s s el m

APPLICANT'S SIGHATURE OR LEFT THUME IMPRESSION :
=T = e T &R 9 P

<oy NIE_

AGREEMENT by HOSPITAL (vwoes BT+

By affiing hersundes, signalure of our Authorisad Signaiory for recommending this caselpatient for fingneisl aseislance from Keshika Foundstion, we
(Hasplial) hersby affirm & accept following:

1) that we nailhar are prasently nor will in future avali of financial assistance from enathar NGO or any olher source, for the same palient/oase, 38 we 612
reguesting to get from Koshlka Foundation, |0 Ine sxlent thal such assistance is grented by Kashika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in part o in full, then the Hospital raserves s nghl (o ntake wp the shortfall fram another NGO or any other source. This
confirmation sssenilaly states thatl the Hospits! will nat avail any duplicate assisiance for the sama palisnticas4 from @ny pthar NGO or eny other source.
2 The assistants from Koshika Faundation is only finencial in nature. The choics of e preaimentiprocedure advised/conducted by Iha Hospits on the
patlant, Is tased on the armangement batwean Ihe patient & the Hozpilal, and i in no way influsncad by Koshika Foundation. Hence, the Hospital will
getume sole & pompiote responsibility of the treatment & il's outcome & gafuly of the patlent, and [oshika Fourdalion will kawe no mils or responsility
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