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DECLARATION by APPLICANT: STS% Z9 =ey 95:

1) | hereby confirm that all detaits in this Form are True o the best of my knowledgs, Any false statement will rerider my Application & engaing assistance, If any,
figistis for rejgction/cancatation.

2) | solemnly confirm thal assisnce, if racelved from Keshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requesied by ma

3} | heshabyy confinm that | rave not & will not in luture, avad of reimbursaman, in pan a2 in hl, from any other soUrcalemployorinsurancs company, of the amaunt
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AGREEMENT by APPLICANT (s B %)

1) By affixing my signature or thumb impeession on this Form, | (Applicant) hereby agres & authorise Koshiks Foundation and it's Trustees o

usaipubiishipul-upraproduce my name, address, photo & details of the “purpose”, for which such assistance Is requestedigranted, through any

medium, inchuding but not imited to verbal, print, electronie, for sollciting donations for Koshika Foundation and/or dissaminaling information aboul IU's

aoiivities/achiavamens. Such use of my pholo & details can be made by Koshika Foundation befors or after my treatment or fulfiment of the “purposs”
for which sssislance is being requested
2) | (Apphicant) further agres that any such use of my name, address, phota & detsils of the *purpose”, for which such assistance is requested/granied,

will not autcmatically entite me for recaiving or conlinuing the said assistance. The decision for granting and/or continuing the assistance will rest. solely
with the Trustess of Koshlka Foundalion, and thair decigion i this regacd will be final and scceptable to me.

1) Ve U TS R T S W1 e ey, (i) ared e W1 gfie s o o “wifiee wndem sl e =i " ow g wen o e am,
um, W3 sl o f v A i @, 9 e o s, o, wen gt sy @ ol nfsfafl st sl @ f fel @ we s

% g W % Ty s b oSt v w fer 4 e o ow oo d oW w B Cwifiee wEE w Swit afeg b

7) & (omiew) w w2 wwm of TR G0 o, o, w2 sl i w T weenn @ agied @ wfdn # 98w weoe e v ol |

“wifrm" ue ged =l % i s sl s g

APPLICANT'S SIGMNATURE OR LEFT THUMB IMPRESSION :
ST W TR W sfqé w famm

AGREEMENT by HOSPITAL (W g1 W)
By affixing hereunder, signature of our Autharsed Signalary for recommending this casalpalient for financial assistance from Koshika Foundstion, we
{Hospilal} hereby affirm & accept following:
1) thist wi malthar are presenlly mor will s fiture svall of inancial assisiancs from anather NGO or any other solrce, lor the sama patient/cass, as We are
reguesting 1o gat from Koshika Foundation, to the extent that such assistance |s granted by Koshika Foundation, If the requested assistance fs not granted
bvy Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other source. This
ponfirmation essenilally states thet the Hospital will not avall any duplicate assistance for the same patient/casa from any other NGO or any other sourcs,
2) The assistance from Haoshika Foundation is only financial In nalure. The choice of the reatmenl/procedurs advisediconductad by [he Hospital on the
patlert, ks b=ged on the arangemant between the patient & the Hespital, and |5 In no way Influenced by Koshika Foundation. Hence, the Hospital will

sazumae sole & complate responsibility of the trestment & i'e outcome & safety of the patiant, and Koshika Foundation will hava no rola or responaibility
in the matter.
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