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“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: Switew gy s w3:

1) | hereby conflrm thiad all detads in this Form are Trug 1o tha best of my knowledge. Any false statemant will rendef my Application & ongoing assistanca, If any,
imble for refection/cancaiiation.

2} | solemnly confirm that asslstance, if recelived from Koshiks Foundation, will be used only for the “purpose”, a5 stated in this Farm, for which such assisiance
was requesiad by me.

3) | hereby confiem thal | mave not & will not in future, avail of rembursessent, in part erin full, from any other sourcelemployerinsurance company, of the amount
for which this assistance is requesied
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AGREEMENT by APPLICANT (swew gm0 a)

1) By sffixing my signaturs or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees to
usalpublishiput-up/reproduce my name, eddress, photo & detalls of the “purpose”, for which such assistance is requasted/granted, through any
medium, including but not limited to verbal, print, electronie, for soliciting donations for Koshika Foundation and/or disseminating information about it's

aclivittes/achiovements, Such use af my photo & details can be meds by Koshika Faundation before or aftsr my trestment or fulfilment of the "purpose”
Tor which assistance in being requestad,

2) | (hoplicant) further agree that any such use of my nams, address, photo & details of the "purpose”, for which such assistance is requesiedigranted,
will nol autematically entithe me for receiving or continuing the said assistance. The decision for granting andfor conlinuing the assistance will resl solaly
with the Trusteas of Koshika Foundation, and their decislon is this regard will ba final and acceptable to ma
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AGREEMENT by HOSPITAL (W& T/ %R}
By affixing hereunder, signature of our Authorised Signatory for recommeanding this casa/patient for financial assistance from Keshlka Foundation, we
(Hespital) haraby affim & accept following:
1) that we neliher are presently nor will in fulure avail of financial assistance from another NGO or any other source, for the same patient/case, as we are
reqooating 1o gel from Koshika Foundation, to the extent that such assistance is granied by Koshika Foundation. If the requesied asstsiance is not grantad
by Koshika Foundafion, In pari or in full, than the Hospltal reserves |'s right to make up the shartfall from anather NGO or any olher seurce, This
confirmation essanlislly slates thal the Hespltal will not avail any duplicate assistance for the sama patisnticasa from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature, The choice of the restmentiprocedure advised/conductad by the Hospitad on the
patiant, s Based on the arengamant between the patient & tha Hospital, and 16 in no way Influenced by Koshika Foundation. Hanca. the Hospital will

gssuma sole & complete responsitility of the ireatmant & IU's outcoma & salety of the patient, snd Koshika Foundstion will have no role or responsibility
in the matier.
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