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DECLARATION by APPLICANT: aniew B wiwen wa:
1} | herety confirm that all details in this Form are True to the best of my knowledge. Any false statament will rander my Application & ongoing assistance, if any,
linbla for rejection/cancallation.

2} | solemnly confirm that assistance, If récelved from Koshika Foundation, will be used only for the “purpose”, 25 stated in this Form, for which such assistance
was reguested by me

3} | hareby confirm that | have not & will not in future, avell of reimbursament, in part ar in full, from any other sourcelemployerinsurance campany, of the amount
for which this assistance s requested
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AGREEMENT by APPLICANT (sies g =)

1) By affixing my signature or thumb impression on this Form, | (Applicant) heraby agree & sulhorise Koshika Foundation and iv's Trustees to
use/publishiput-up/reproduce my name, address, photo & details of the "purpose’, for which such assistance is requestedigraniad, through any
medium, including but nat fimited to verbal, print, electronic, for saliciting donations for Koshika Foundation andfor disseminating Information about it's
activities/achigvements. Such use of my photo & detalls can be made by Koshika Foundation beloresor alter my ireatment or fulfiiment of the “purpose”
for which assistance s being requesied.

2) | (Applicant) further agree that any such use of my nama, address, photo & detalls of the "purpase”, for which such assistance s requestad/granted.
will nol automatically entitle me for recelving or continuing the sald assistance. The decision for granting and/or conlinulng the assistance will rest solaly
with the Trustees of Koshika Foundation, and thair decision is this regard will ba final and acceplable to me.

1) 8 9T W N g st W) wr e, & (swhes) s wem W gfie s g O Cwifen e i g s w s wo oS,
T, W s A e g e st T e e i, o, e get gt o il s aeferd @ fet e s

# et Wl % f g £ 3 wmoW fere 4 g @ we w o d v # fo i e e afe b

1) (swiew) TR W @ W  du W, w, 9 sl fene 9 fe T @ agted @ wids & o em: we W s T v W R

“wifeen" o T A W fele s sl arsrwrd v
AGREEMENT by HOSPITAL (wi5re ¥/ &12)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPREESION :
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By affixing hereunder, signature of our Autharised Signatory for recommending Inis caselpatient for financial assistance from Koshika Foundation, wa
(Hospital) hareby affirm & accept following:

1) that we nelther are presently nor will in future avail of financial assistance from another NGO or any othar source, for the same patient/case, as wa are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistance s not granted
by Koshika Foundation, in part or in full, then the Hospital reserves iU's right to make up the shortfall from anather NGO or any other source, This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other sbufce
2} The assistance from Koshika Foundation s enly financial in nature. The chaice of the ireatment/procedure advised/conducted by [he Hospital on tha
patienl, is based on the arrangement between the patient & the Hospilal, and is in no way influenced by Koshika Foundation. Henca, the Hospital will
pssuma sole & complete responsibility of the trestment & i's outcome & safety of the patient, and Koshika Foundation will have no role or respongibity

in the matter
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