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DECLARATION by APPLICANT: wris® g whem w3:
1} | hereby confirm that all detaits in this Form are Trua to the best of my knowledge, Any false statement will render my Application & ongoing assistance, if any,
ligbie for rejection/cancallation,

2 | sedemnly confirm that assistance, if received from Koshika Faundation, will ba used only for the “purpose”, as stated in this Form, for which such assistance
was requested by ma

3) | hereby confirm that | have not & will not in future, avail of reimbursemant, in part or in full, fram any other source/employerfinsurance company, of the amount
for which this assistance 5 requasied,
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AGREEMENT by APPLICANT (wres gl %71)

3) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustess o
use/publish/put-up/reproduce my name, address, photo & datalls of the “purpase”, for which such assistance Is requested/granted, hrough any
medium, including but not limited 1o verbal, print, elecironic, for soliciting donatians for Keshika Foundatlon andlor disseminating informalion aboul it's

aclivities/achiavements, Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the *purpose”
for which assistance is being requested.

2) | (Applicant) further agres that any such use of my name, address, phato & details of the “purposs’, for which such assistance is requestad/grantad,
will nol Butomatically entitle me for receiving or continuing the said assistance. The decislon for granting andlor conlinuing the assistance will rest soiely
with the Trustees of Koshika Foundation, and thelr decision |s this regard will be final and acceptable to me.

1) T T W s e W sid W w mer, # (wkew) sl w9 e v o it wets st T s W sfig s e e
o, W st e v v d s §, TR s g s, T, weEon gt axtve B o v s aferd € fE fes o v e

# wefor w0 % for sy &1 %t wen w fee 4 e 8 96 W o d W & g s wEdw @ sl s

2) 4 (siew) T oW @ T B g A, v, W s fre o e weem # aded @ wite b e e & w0 o W e A

“wifon " e wew =it W Frobg s st s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION : L&j
s ® IR W SR W e | \ M/

AGREEMENT by HOSPITAL (weome g0 S700)

By affixing hereunder, signature of our Authorised Signatory for recommending his casel/patient for financial assistance from Koshika Foundation, we
(Hospital) hersby affirm & accept following:

1} that we neither are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienticase, 8s we ars
requesting to get from Koshika Foundation, to the extent thal such assistance is granted by Koshika Foundation, If the requested assistence is nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other sourca. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same pallent/case from any othar NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hospltal on (he
palient, Is based on the amangement between the patient & tha Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will
assume sole & complate rasponsibllity of the treatment & i's cutcome & safety of the patient, and Koshika Foundation will have no role or reeponsibility
in the malier
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