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DECLARATION by APPLICANT, WS [0 siwey o,
1)1 herety confirm ihal &8 detads in this Form are True to the bosi of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
habie fof reppcioncancsilatson,

2} | solemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the “purpose”, o5 siated in thes Form, for which such assitance
wirs rogquesiod by me

) | haratyy confirm Tl | Fave not & will nof m future. avail of resmbursement, in pant or in full, from any other sowce/employerfinsuance company, of the amount
for which thin essistance & reguesiod
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AGREEMENT by APPLICANT ( srbew @ wun)

1] By affcing my signatuse of thumb impression on his Form, | (Applicant) hereby sgroe & aulthorise Koshika Foundalion and i's Trusiess 1o
use/publsh/put-upirepreduce my name, address, pholo & doisly of tha “purposa”, lor which such assistance is requesiod/granied. rough any
meiurn. ncliadhng bul nat limied to varbal, print, etoctronic, for soliciting donations for Koshika Foundation andior dissominating infoemation aboul if's
acivilies/achigvements. Such use of my pholo & details can be made by Koshiua Foundation before or after my trestment or fufilmend of the *purpose”
Tor which sssistance s being roquestod

2) 1 (Appimant] further agree that any such use of my name, addness. photo & detalts of 1he “purpose”, for which such assstance s requesiedigranted,
will nol mdomaticaldy enbile me lor receiving of continuing the sald aseistance. The decision lor granting andior continuing the assistance will rest solaly
wilh iha Trustees of Koshika Foundation. and thelr decision is this regsrd will be final and acceplable to ma.

1) O a e S e e e, § () s el @ gfe s e Cwifen st obe qad i " = afen v f  od
va, i dlhed faw gn g F wifer §, 3 Cwifee” o s, v, e tEl Tt O uE el sty wiead W Bl et o wam s

® werite W o fo wfgn b St woow e e f T w0 w8 fom wiie wenber” o sl i

20 8 (=) w8 wen f e o S, on v ol fene o e meen  wgted W ol & o3 v e W v o v o e o

"W Ay T =ieT w fei s S T g

APPLICANT'S SIGNATURE OR LEFT THUMES IMPRESSION -
sy € TEmE o s e fem

AGREEMENT by HOSPITAL (warms gm %)
By afflaing hereunder, signature of our Authorsed Signatory for recommending this casedpatient for financial Bssistance from Koshiks Foundation, wo
(Hoagpital} herelly a%rm & acoepl folowing
1) bl we nedner are prasantly noe will in fulure avall of imandial essistance from anather NGO o any other source, for the same patientcase, as we ang
reguatting (o gel lrom Kowhika Foundation, 1o the extent that such assistanco is grantod by Koshika Foundation. If Ihe requested assistance is pol granled
by Koshika Foundation, i part or in full, then the Hospitsl reserves if's right to make up the shortfali from another NGO or any other sourca, This
confirmabon esyentially stales that the Hospital will no| avail any duplicate ussistince for the sty patienticase from any othisr NGO or any olther source
2) The assistance bom Koshia Foundatian Iz only financial in nature, The cholce of the Featment/procedure advised/conducied by the Hospital on the
patar, & based on the armangement hotwaen the patient 8 the Hospital, snd is In no way influsnced by Koshiky Foundation. Hence, the Hoapital will
assuime: sole & complete responsibility of the eatment & it's oulcoms & safety of the pabent, and Kashika Foundation will have no role or responsibility
in the matior.
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