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DECLARATION by APPLICANT: SiTw po s ou:
1) | hereby confirm that all details in this Form are True to the best of my knowledge. Any faise statement will render my Application & ongoing assistance. if any,
[izbla for rejectioncancellation

21 | solemnly confirm that assistance, i recelved from Koshika Foundation, will be bsed only for the ‘purpose”, a5 stated in this Form. for which-such assistance
was reguested by ma.

3) | hereby confirm that | have not & will not in future, avail of reimburssment, in part or in full, from any other sourcefemployeriinsurance company, of the amounl
for which this gssistance s requested
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AGREEMENT by APPLICANT (sres zm =)

1) By affixing my signature or thumb impression on this Farm, | (Applicant) hereby agree & authortse Koshika Foundation and iU's Trustees Lo
use/publishiput-upireproduce my name, address, pholo & details of the "purpose”, for which such assistance is requestedigranted, through any
medium, including but not limited to verbal, print, electronic, for soficiting donations for Koshika Foundation andlor disssminating information about It's
activitiesfachlevements. Such use of my photo & detalls can be made by Koshiks Foundalion before of after my treatment or fulfiment of the “purpose”
for which assistance is being requested.

2} | (Applicant) furthar agrea that any such use of my name, address, photo & detalis of the “purpose”, for which such assistance is requestedigranted,
will nol automatically entitie me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision Is this regard will be final and acceplable to me.

1) T W T S pReT W S W e s, § (i) el w6 gfie s f o Cwifew wwie o san =mid © W s s g e o am,
o, W st W e v A dfe #, F w09, s g agd @ e il s aoefa @ fe el ) wer e

&y w0 % frg whngn & St v w e 4y ® awe wowe O W % T U ifen i w s sfep

21 & (srew) 5 W @ W 4 A Tm, T, v ol few @ R oo ® Ik @ witi § gn w: e W ovEs o | vE e ]

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION :
s % v W S W Fem

“wifem" ey TeE i W Foie s s s g
- .
qI_I___————*

AGREEMENT by HOSPITAL (wwam E Wam)

By affixing hereunder, signatum of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundalion, we
{Hosplial) hereby affirm & accept following:

1) that we nelther are prasently nor will in future avail of financial assistance from anather NGO or any other source, for the same patisnticase, Bs wa ore
requesting to get from Koshika Foundation, to the exient that such assistance is granted by Koshika Foundation, I1 the requested assistance i not granted
by Koshika Foundation, in part or in full, then the Hospital reserves i's right to make up the shortfall from another NGO of any other sourca. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the sama patlent/case from any other NGO or any other source
7] The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advised/conducted by the Hospital on the
patlent, Is based on the arrangement batween the patient & the Hospital, and is in no way Influsnced by Koshika Foundation. Hence, the Hospital will
assume sole & complsta responsibility of the treatment & It's outcome & safety of tha patient, and Koshiks Foundation will have no role or responglbility
in the matter
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