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DECLARATION by APPLICANT: SR B Wi wa:

1) | hesety confirm that all detalls in this Form are True 1o the best of my knowledoe, Any false statement will render my Application & engoing assistance, I any,
liabie for rejection/cancelkation )

21 | solemnly confirm that assistancs, If recalwed from Hoshike Foundation, wil be used only for ihe "purpose”, a5 staled In this Form, for which such assistance

was requesied by me

3} | hereby confirm that | have nat & will not in future, svail of reimbursemant, 0 part o in full, frem eny olher sourcalemployerinsurence comaany, of the smount
for which this asaisiance & reqoasied.
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AGREEMENT by APPLICANT (< @iu ®1)

1) By affising my signature or thumb impression on this Foem, | [Applicant) hereby agree & suthorise Koshika Foundalion and IU's Trustess o

usalpublishipui-upiraproduce my name, address, pholo & details of the “purpose”, for which such assistance ks requestedigranted, through any

mediurm, including but net Umied 1o verbal, print, electronie, for selicifing donations for Koshika Foundation and/or disseminaling Infermation about it's

seiivilies/achisvements. Such use of my pholo & delalis can be made by Koshika Foundation befora or after my treatmant or fulfilmant of the “purpose”
fior which seaistance s baing requested,

2] 1 (Applicant) further agres (hal any such use of my name, address, photo & detalls of Ihe *purpose’, for which such assistance is requestedigranted,
will nal sulomasticsily entille ma for receiving or continuing the sald assistance. The decision far granting andfer continuing the assistance will resi sokely
wilh ihe Trusises of Koghlka Foundation, and their decision is this regard will be final and acceptatile to me,

1) T W ST T W S F e e, § (are) sl Tl wt g won o o e sty st 3ug i " sfees e f o o,
w, W AW e T ues | e §, o Sl g el 59, aenn @t a6 vl S seied & fed e o o snam

= it wed & fom o ¥ 9 v few o v W w o W w3 % Cwifow weget v Al s b

2) & (sEeE) o9 A T {1 A0 o, o sh e o e omoen = amdvel @ wite & 59 e wm W ve it W o o

Fwi” g e satil W Fd s s e g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
sET W weE W ST W e

AGREEMENT by HOSPITAL (T8mE T0 %)
By affising hereunder, signature of our Authonsed Signatory for recommending this case/patient lor inancial assistance from Koshika Foundation, we
{Hospital) hereby affrm & scoept following:
1) that we nefther are presently nor will in fulure avall of financial assistance from anclher NGO or any othar souros, for the same patienl'case, is we are
retfuesting 1o gel from Koshika Foundation, 1o the extent that such assistance ks granted by Koshika Foundation. If the requesied assistance is not grantad
by Koshiks Foundation, In parl or in full, then the Hospital reserves (l's right Io make up the shorifall from another NGO er any other source. This
canfirmation essaniially stotez fhat the Hospital will not avail any duplicate Bssistancs for the same patienticasse from any other NGO or aay other source.
2| Tha assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advised/conduct=d by (he Hospital on Ihe
patient, i based on the smangement between the pallent & the Hospital, and is in no way influenced by Koshike Foundation. Hance, the Hespital will

nssume soie & complete responsibility of the treatmant & its outcoma & safety of the patient, and Koshika Foundation will have no rale or responsibility
In the matter,
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