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DECLARATION by APPLICANT: S0TE T wwm =5:
1} | hereby corflem thit il detais in this Farm are True lo the best of my knowledge. Any false statoment will rander my Application & ongoing

Eable for refgction/cancallatan,
2} | sclemnly confem thal assstance, | recwived from Koshike Foundation. will bu used only for this “purpose”, as staind in ihis Form, fae which sueh
was requesiad by me
)1 haraby mnﬁﬁnmm | By ot & wil ot in fulure, svall of reimbursamant, i par or (n lull, frem any other souroa/empioyerinsurance company, of tha
for which this assistance s requasied 2
1) ¥ i w= £ e o W A e W e S wee ¥ s v o w bofs o P o e s o wm § R 4 e fioe o) w e |
33 #t g % uerow ofn “wf wwdwT, @ W e § Tee e il st o o @ frd fem wim, o W e o woome b

1) # < ww % Fom e 1 v wnkn @ #, 7w o = wiw @ wee frew Rl o wwAimeaT v 3 @ T & i @ R

AGREEMENT by APPLICANT (sutmw g $07)

1) By afixing my signilura o thumi impeession on this Farm, | (Apglicant) hereby agree & authonse Koshika Foundatlon and iU's Trustees 1o
use/publishiput-upiraproguce my name, address, photo & details of the “purpose”, for which such assistance &s requesiedigranted, through any
medium, Including bul nol imiled to verbal, print, electronic, for saliciling donations for Koshiks Foundation andfor disseminsting information about it's
sctivities/nchiovemants. Such use ol my photo & detalls cin b madd by Koshika Foundation belore of afier my teatment or fulfiiment of the “purpose”
lor whech assistance is baing requesied.

2} 1 {Applicant) lusthar sgroe thal sny such use of my nama, address, pholo & detadls of the "pufpoue’, for which such assiglance i requasiedigranted,
will not agiomalically esliia me for receiving or continuing the said assistance. The decision for granting 2ndior continuing the essstence will rest sclely
with the Truslass of Koshika Foundalion, and thelr dacision is this regard will be final and ncoeplable fo me
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AGREEMENT by HOSPITAL (wywemm g wim)

By affixing hareunder, sighature of our Authorised Signatory for recommenting this ceselpatint for finsncis! assisiance from Koshika Foundation, wa
[(Haspital) heteby affirm & accep! foilowing:

1) that we naither are prasently nor will in future avail of financiel sssistance from another NGO or sny other sourcs, for the same patisnt/case. &5 we are
requesting lo get from Koshika Foundation, fo the exlent that such assistance |s granted by Koshika Foundation, If the requested sssistance is nol granted
by Kaoshika Foundation, in parl or in full, then the Hospital reservs it's righ! to make up the shorifall from ancther NGO or any other source. This
confimation sasentially states thal the Hospital will not avad any duplicate assistance for he same patientcase from any oifer NGO or any olher source
2) The assistance from Koshika Foundation is only firancial in nature. The choice of the trestmentiprocedure advised/conductad by the Hoepital on the
palient, I8 based on the arrangemen| betwesn the patient & the Hospital, and is In no way influsnced by Koshika Foundation. Hence, the Hospital will
FEsume soe & complete responsibility of the treatment & il's cutcome & safety of the patient, and Koshika Foundation will have no role or responsibility
b (e matier.
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