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DECLARATION by APPLICANT: S g wim

1} 1 harely confirm thal al details in this Form arm Troe bo e best of my knowledge. Any falss glabemen] wil render my Agphcation & cngoing assEstanca, | any,
katia for rejeclionicancalatan,

24| solemndy confirm thal assistance, if recohved from Koshiks Foundation, will be used ety o the “purpose’, &= siated In this Form, for which such assstance

wis requeshed by me.

A1 heraby confirs that | have ral & will nod in fulure, avail af reimbursement, in pard or in fu, fom any olher souccefemplmenineurance company, of lhe amoun
for which this assistance is requesied,
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1y By affixing my signasure or thumb impression on this Form, | (Applicant) heseby agree & authorise Koshika Fourdstion and IUs Trusless 1o

usepublishiput-upireproduss my name, addrass, phals & details of the “purpose’; for which suth atsizlance is mequasiadigranted, through any

ediuem, nchiding bt not Emited b verbal, print, lectronis, for saliciting donations for Koshika Foundalion endior dssamenabng information about iUs

acknitiesiachisvements, Such use of my phalo & details can be mede by Koshika Foundalion befone or after my ireaiment o fullibment af the “purpose”
Tior whilch aesislance is baing requesied

7} | [Apphcant) hirfher agres that any suich usa of my name, address. phata & details of the *purpase”. for which such assislance i requastedigranted,
will nod aulomatically antitia me for receiving o conlinuing the said assislance. The decision for granting andior conlinuing the assistancs will st solely
wilh 1ha Trusiees of Koshika Foundation, and thelr decision is fhis regard will b final and acceplabln to me

) T T R S e i W e, § (s sl arstn W e e f o e wtm s vt =mibd 9 afep v o oo
v oA sl 5 forn v v o it §, A Cwilen v A, o9, weww g eghe @ g afidael s sl @ e R o v e

# v e % fe sfivgn & v W e 0 e 2wl w e w ¥ fe i weEet w s sl

2} 4 (v 79 W W e ) fw s, e, wi b fren 9 e e ® aeget A wfdn § 59w s W R = omo@ e

SR T e bl w Feky o ol et W

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
ST T W AR W e

' LA

AGREEMENT by HOSPITAL (¥esaa £I0 1)

By affixing hereundar, signalue of our Autherised Sinatory for recommending this case/patierd for inancis! asslslance from Koshika Foundalon, wa
[Hompitad] hereby affirm & accapd foliowing:

1} that we netihser are presently nor will in fubure avail of Bnancial assistance from anofher NGO ar any other source, for the same palientbicase, as we are
requesting 1o get from Koshika Fourdation, bo fhe autend that such assistance is granted by Koshika Foundation. I [he requested ssséstance is nal granted
by Koshika Foundation, in pan or in full, then the Hospital reserses i's nght 1o make up the shortall from anathar NGO or any othes source. Thiz
confirmation essenlialy states thal the Hospital will not dvai any dunlicate Bssistance for the same patieniicasa from any othar NGO or any ather source.
21 Tha assistance kom Koshiua Foundabon és onty financial in nabure. The choice of the freatmentprocedure advisedicontucted by tha Hospial on the
patient, |5 based on the arangement betwesn the patient & the Hospital, and i in no way influsnced by Koshika Foundalicn, Hence, the Hoapital wil

assume sole & complete responsiility of the ireatment & B's outcome & safaty of the patient, and Koshika Faundation will hawve no role or resporsbiily
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