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DECLARATION by APPLICANT. WO £ Wrm wr:

11| haroby confirm Bat all detads in this Form ame True 1o the best of my knowledge Any feize staterment will rander my Application & ongaing assistance. if any.
by for remction/cancelladon,

2] | solemnly confirm that assistance. if received from Koshilia Foundation, will be used only for the "plrpose”. 89 siated in this Form. for which such assstance
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3) 1 hareby confir st | have not & will not in future, svall of reimburssment, in par of in full, frem any other sourcefamployesinsurancs company, of the amount
for which mhis assistance & roqueiied
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1) By affamg my signature or thumb impression on this Form, | (Applicant) hereby agree & authariss Koshika Foundation and s Trusiees 1o

usn/publish/pul-upireproduce my name, address, pholo & detads of the “purpass”, lor which such assistance ks requestedigrantsd. Mrough any

msdium, including but net limiod lo verbal, print, electronic, lor soliciting donations for Koshika Foundation andior dissermnafing information sboul it

activitles‘achiowements. Such use of my pholo & details can be made by Koshika Foundation before or afier my treatment or lulfilment of the “purpose”
fe which assistanos |8 being requested

211 (Apphcant) further agres that any such use of my name, address. photo & detsls of the “purposs”, for which such asssstance i requesiedigranted,

wili nat aulomatically entithe me for recelving or continuing the sald sssistance. The decision for granting snd/or confinuing the ssskitance will resl sobaly
wilh the Trustess of Koshika Foundation. and their decision 18 this regam will be linsl and acceplable o ma

i) T W AT e W R e e, (i) we w8 g v o o “wifem seitrs o Tee il ¢ s sfe e o e S s
w, wivd ab wb fwwen pm wos o wifen §, o “wifoe” v el o, wrenm gut agtvg o wall ofifaded] sit peedigsl o Sl falt o e amam
o wofen wed o foey sl &) 9t ey P A g ® e wowe 8wt o fi it sl w sl afioge

1) A (onew) o @ w78 S0 Im, W ol o W e e agied @ wite 99w e W v T s wsde o
g vay el =yied W Ein e sihowoesd v

AGREEMENT by HOSPITAL (¥rms B %)
By affixing hereunder, sgnature of our Authorised Signatory for recommending this case/palient for financial sssistance from Koshika Foundation, we
{Hospital) hovety affrm & ncoept bollowing:
1) that we nesiner sre presenily nor will in fulure avail of fnancial assistance from another NGO or any other source, for the same patient/case, as we are
requasting to el from Koshika Foundation, to the exont that such assistance is granied by Koshika Foundation, If the requesied assistance is not granisd
by Moehika Foundation, in part or in full, then the Hospiial reserves it's nght 1o make up the shoritall from another NGO or ary oiher source, This
confirmation essentiofly states that the Hosplinl will not avail any dupllcate asslstance for the same patient/case from any othet NGO or any ottt source
Z) The assistance from Koahia Foundation s only financiat in nature. The choice of the restmentiprocedure advised/conducted by the Hospial on the
patient, s based o the srrangsment betwaen the patkent & the Hoapital. and & In po way influsnced by Koshika Foundstion. Hance. the Hospital will
assume sole 8 comglete responsibiiity of the treatment & it's cutcome & satety of the patient, and Koshiks Foundation will have o role o responsitility
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