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DECLARATION by APPLICANT: STWTs g0 wImwm 74:

1) 1 harety confinm that 2l detaills in this Form aré True to the best ol my knowiedge Any false statemant will render my Application & ongoing assittance, if By,
lizibie-for rajechon/canoelEtion

2) | setmmnly confirm thal wssistances, if reoeived from Koshlka Faupdation, will be used only for the “purpose’, as stated in this Form, for which-such assistance
WAS reuasied by me

3) 1 heerabiy confinm that | e qob & will fol in fiure, avad of reimbursamént, in part o in full. fram any other source/émployerfnsurance company, of the amount
foe which this assislancs o requesied
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1} By aftixing my sigrature or thumb impression on this Form, | {Appllcant) heraby agree & authorise Koshika Foundation and it's Trusiees to
wselpubiishiput-uplreproduce my name, address, photo & detalls of the “purpose”, Tor which such assistance |s requested/granted. through any
redium, inchiding But nol Emited 1o vierbal, print, electronic, for soliciling donations tor Koshika Foundallon andior disseminating Information about it's

activitles!achigyamants. Such use of my phote & datails can be made by Koshika Foundation belore or after- my treatment o fulfilment of the “purpasa”
Iar which aasistance 5 heing requasiod.

21 1 {Applicant) luriner agree thal any such use of my name, address, photo & detalls of the “purpose”. for which suth assistance s requestadigranted,
will mial autarmalically enfithe me-for feceiving o contmuing the sald assistepce, The decision for granting andior conlinuing the-assistance will rest sofely
wilh the Trustses of Koshikg Foundation, and theér decision s this regard will be final and accspiable to me

1) e s s s W e s, F (aeE) A weei W gfe s of o wifers st sooes s s s s | e am,
N, W sl ® T e v o Wi 2, w8 s g i, T, e O ot § e ik s e ® f e o wem e

# umftn et % foy wfiege & @t s fen g @ W W owR F o W e wife s 1 S st

1) 8 (EniEs) oA e o am, e, vk ol oo o B v 3 Tt @ wide & 0w e W gWAR S S Om weE
"t v EuE s w5 Tt sfan s el do

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION ;

T ' p.self

AGREEMENT by HOSPITAL (e gm 07
By alliding heseundar, sigralure of our Authorsed Signatory for recommending this case/patient for finencial assistance from Koeshing Foundalion, we
(Hasplat) hereby affirm & aocept following:
17 thal we naither ara presently nor will in foture avall of financizl assistance from another NGO or any other sourcas; for the same pationifcase as we are
requisting 1o get from Kashika Foundation, 1o the sitent that such assistance is granled by Koshika Foundation. If the requested assislance 5 not granied
by Keshika Foundation, in part or in full, then the Hospital resarves it's right 1o make up the shortfadl from anather NGO or sny other source. This
confirmation essentially states that the Hospital will nol avail any duplicate dssistance lor Ihe same patianUease from any other NGO or any ofher souice.
2] T assistance fom Koshika Foundation is only financial in nature, The choice of the reatmentiprocedures advisedisonducted by the Hospitel on the-
patignl, s based on the arengement between fhe patlent & the Hospilal, and Is in no way Infiusnced by Koshika Foundation. Hence, the Hosplial wil

aesurmE sole & complate responsibility of the treatment & it's outcome & safety of the patienl, and Keshlka Foundation will hive no rais or respanEibiity
in i mreatier
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