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DECLARATION by APPLICANT: SrTs gAT soon =3:

1} | hereby confirm that all delalls in this Form are True 1o the best of my knowledge, Any false statement will render my Application & ongoing assistance, I any,
lisbie for rejectionfcancellation,

2) | nolemnly confirm thal assistance, # recalved from Koshika Foundation, will bé used only fof the “puiposa”, as stated in this Farm, fof which such assistance

wis requisied by mo

3] | heraty confirm that | have not & will not in future, avail of relmburssmant, in part or in full, fram any other sourcafemployadinsurance company, of he Smaount

for which this essistance s requested l
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AGREEMENT by APPLICANT (s gm wur)

1) By affiing my signature or thumb impression on this Form, | (Applicant] heraby agres & sulhoriss Koshike Foundation and if's Truslees 1o
usa/publishipul-upireproduce my name, address, pholg & details of the “purpose”, for which such assistance |s roquested/granted, through any
rruscliuem, Inciuding but not imited 1o verbal, print, alectranic, lor solieiting donations for Koshika Foundailon andior disseminaling information about s
aotivines/achievements. Such use of my photo & detaits can be made by Koshiks Foundation before or after my treatment or fulfiiment of the ‘purposa”
for which assistance s being requesied.

211 [Applican} further sgres that any such use ol my name, addiess, pholo & detalls of the "purpoaa”, for which such assislance is requested/granted,
will mot automatically entitle me for receiving or continuing the soid assistance. The decision for granting and/or continuing the assistance will rest solaly
willh tha Trusiees of Koshlca Foundation, and thelr decision |s ihis regard will ba linal and acceptabia 1o ma
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AGREEMENT by HOSPITAL (7AM 20 %07)
By alfixing hereunder, signalure of our Autharsed Sighalory for recommending this case/patisnt for Bnanslal assistence from Keshika Foundation, we
[Faspital) heraby affirm & accept following:
11 that wis maither arg presently nar will in futurg avall of fnancial assistance fram anather NGO or any olher source, for the same palientcase, a8 we are
reguesting to get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation, If the requested assistance is nol granted
by Koshiks Foundation, in part or in full, then the Hospital reserves iU's right to maka up the shartfall from another NGO or any other solres. This
confirmation essentially stetes that the Hospital will not aveil any duplicate assistance for the same patient/casa from any other NGO or any olher source.
2| The sssistance from Moshike Foundation is only financial in nature, The choice of the trealment/procedure advisediconducted by the Haspital on the
patient, is based on the arangemant between the patlent & the Hospital, and I 0 no way influenced by Koshlka Foundation, Hence. the Hoapital will
pEsLETE B0l & complete responsiblility of the treatment & It's outcome & sefety of the patient, nd Koshika Foundation will have no rode or responsioilily
Iy the maltsr,
wuit sfegn, pemed w) ot @ w8 i st @ faf s oy Feede o ol b Bl e (mmee) B wen @ ae o e e
1} ouw te = o wiee obe 3 o s o fafter merm fdl A sl s o fesl s win R oem ded A W o A v 2R oo e wEEET
+# i fiefs o % e A “wifee wE=m” o w iy e b ol sl e oo e Ty sfreess 8w o e o # @ s
fat v i wrwlt wem W Tl s W R W W oW stk e T o e F we s & e s i aer s odees g T
i vl wen w feel s e oAl S

2 " R W m Tern e fafn wte o & it omoenoee mn o v wEne o Bt T ormalen W g
i dre w fey @ sl Ml e oo el wen e cam ) ) vl wee o O @ e o st it T
=1 wbit abe “wtfr W owH gfm w Pedh w oo e

RECOMMENDED FOR ACCEFTENCE
VR =i 8 fog defa

Date of Su

157/04[ 24 ﬁuaﬂumlhgn Hn.m:LgEmp:l

g A L 3T
FOR INTERNAL USE of KOSHIKA FOUNDATION  s1=ift® awim #
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T T | T T 2

7 I

o /.

11-04-2024



