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DECLARATION by APPLICANT: SWiSw B/ Wwen wW:
1) | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing essistance, if any,
it foor relection/canceliation

2| | yolemnly confitm thet ssssstance, if received from Koshika Foundation, will be used only for the *purpose”, as stated in this Form, lor which such assisisnce
wis requested by me

3) | hereby confirm that | have not & will nod In fulure, avail of reimbursament, in part or in full, from any ather sourcelemployerinsurance company, of the amount
for which thas assistance s requesied,
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AGREEMENT by APPLICANT (smes gm i)

1] By afilxing my signature or thumb impression on this Form, | (Appiicant) heraby agree & authorise Koshika Foundstion and it's Trustess to
use/publish/put-uplrepreduce my name, addrese, photo & details of the *purpose”, for which such assistance s requested/granted, through any
medium, including bul nat limited In verbal, prinl, el=cironic, lor solicifing donations for Kashika Foundation and/or disseminating information sbout It's
activitles/achiovemants. Such use of my phota & detsils can be made by Koshika Foundation before or after my treatment ar fulllimant of the “purposs”
for which assistance is being requested,

2) | (Applicant) lurther agree that any such use of my name, address, pholo & detalls of the “purpose”, for which such assistanca |s requested/granted,
will nol aulomatically antitie ma for recalving or continuing the said assistance. Thie decision for granting and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is this regerd will be final and acceptable to me,
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AGREEMENT by HOSPITAL (wess g0 &)
By affixing hereunder, signature of our Authorised Signalory for recommending this case/patlent for financial assistance from Koshika Foendation, we
(Hospital) hereby afiitm & sccep! folfowing:
1] tnal wa neilther are presently nor will in fulure svall of finencial assistance from another NGO or any oifer source, for the same pallentcass, ay we ard
requesting o gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshiks Foundation, |f the requested assistanca i nol granted
by Koshlks Foundalion, in part or in full, then the Hosplial reserves iUs righl to maks up the shortfall from another NGO or any other sourca. This
confirmation essanfiafly states that the Hospital will ot avall any duplicate assistance for the same patient/case from any other NGO or any othar sourca
2) Tha assistance from Koshika Foundation (s only financial In nature, The choice of ihe reatment/procedure advised/conductad by the Hasplisl on the
potignt, Is based on the arrangement between the patient & the Hoapital, end is in no way influenced by Koshika Foundation. Hance, the Hospital will

assuma sols & complete responsibiilty of tha treatment & it's outcome & safety of ihe patient, and Koshikn Foundation will have no role or responeibility
in the matter,
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