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DECLARATION by APPLICANT, SFETE G Uo7

1} | hasrabry ganfimm that 84 detalls in this Form are True 1o the best of my knowledge, Any false stalsmant will render my Application & ongaing assistance, If any,
limbde for rejection/cenceliation

2 | ecleminly confirm that assistance, If recatved from Koshike Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was reguesied by me.

3) | herelry cofitm that | have not & will pot in future, avall of reimbursement, in ped or in Aull, from any other sourcelemployerfinsurance company, of ihe amount
for which this assistance is requested
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AGREEMENT by APPLICANT (saew in 11()

1) By affixing my signatore or thumb impression on this Form, | (Applicant) hereby agres § sulhorise Koshika Foundation and I1's Trustess ta

usalpublishpul-upireproduce my name, address, pholo & detads of the “purpose”, for which such assistance js requestedigranted, through any

madiam, including but net imited to verbial, print, electronic, for soliciting donations for Koshika Foundation andfor dissaminating information aboul it's

acthitiss/achisvemants. Such use of my photo & datails can be made by Koshika Foundation bafare or after my treatment or fulliment of ihe “purposa”
for which assistance is being requesied.

2 | (Applicant) further agres that any such use of my name, address, photo & details of the "purpose”, for which such assistance is requested/granted,
will not automatcaly enlitle ma for recalving or continuing the said assistance. The decision for granting and/ar continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision {8 this regard will ba final and accepiable 1o me.
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wiumm g W)
By affixing hereunder, signature of our Authorised Sigratory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Haspital) hereby sffirm & sccept lolowing:
1) that we neither are presently nor will in future avall of financial assistance from ancothar NGO or any other source, for (he same patienticase, 85 we ame
requasting fo gel fiom Koshika Foundation, 1o the exlent that such assisiance is granted by Koshika Foundation, |f the requested assistanca is nol grantad
by Koshika Foundation, In part or In full, than the Hospltal reserves s rght 1o make up the shortfall from another NGO or any other source, This
confimation essenfially stales that the Hoepital will not avail any duplicate assistance for the same palient/case from any othar NGO or any athar sourcs,
2) The assisiance frem Hoshika Foundation s only financial in nature. The ghoice of the treatment/procedure advisediconducted by the Hospital on the
patiant, is hased on the armangsmant betwean the patlant & the Hospital, and is in no way Influsnced by Koshike Foundation. Hencs, the Hoapital will

assums sole & completa responsibility of the treatmanl & I1's outcome & safety of the patient, snd Koshika Foundation will have no role or responsibility
i the matter,
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