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DECLARATION by APPLICANT. ST gn e T

111 nerety confiem that all detzds in this Form s Tnee to the best of my knowledge. Any falen stalement will render my Application & engoing assistance, ff any,
Eabie for repectioncancelinion,

2) 1 solemnly confirm that sssisiance. If received from Koshika Foundation, will be used only for the “pirpose”, a8 stated in Ihis Form, for which such sesistance
was reguested by me

3} I mareiy confinm thal | kave nof & will not in future, avai of reimbursement, in part of in hull, from any olfer souce/employerinsurence company, of the amount
Tor which this assistance & regquestied
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1] By affiaing my sipnature of thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trusioes o
usa/pubish/pul-up/reproduce my name, sddress, pholo & detalls of the "purpose”, lor which such sssisiance is requesisdigranied, through any
misdium, inchuding Bul nol imated 1o vorbal, prind, slectronic, for soliciling donations for Koshika Foundation andior dissominating information sboul it's
actvities'achievements. Such use of my photo & detalls can be mads by Koshika Foundation before or after my trestment or fulfliment of the “purposs”
fot which nssistance s being requesisd

2} | (Appicani) furiner agree Inat &ny such use of my name, address, photo & detsits of the “purpose”, for which such assistance is requestedigrantad,
will not sulomaticalty entitie me for isgelving o contmuing the sald assiutance. The decision for graniing and/or continuing (he assistance will rest sclely
with the Trusiess of Koshika Foundation, and their decision is this regard will ba linal and acosptable 1o me.

1) 8w pee W s W e e, 8 (spiew) st weefy o gfe s ot aifrm erdiee ot T it owt e wm o B A0 am,
am, wiA she W T g e o wfen &, s “wife® e sl v wrenn get sty o ol ofiiefiod s eeeferd o el el o e e
*M!ﬂi'lhMi‘li‘llﬂHhﬂﬂ!i'&!ﬂiﬁiﬂq"““'lﬂ“h

2 4 () o @ e s 90 T, o, o feem o e e ¥ st @ win & 59 e e W v 90 o e d

“wmifirw " e Tk el W Fely e b e v

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION !
s W

-Tl"

AGREEMENT by HOSPITAL (wrmmm po %)
By affung hereunder, signalure of our Aulhonsed Signatory for recommaending this casafpatient for financial assistance from Koshika Foundation, we
(Heompiial) hereby affirm & nccept following.
1) that we nesther &g presenty nor will in Tutuse aval of financial assistance from another NGO or any other source, for the same patiantcase, i W ars
requesting 1o gal fom Koshiks Foundatan, to the sxtent tha! such assistance is granlad by Koshika Foundation, If the requestad assistance ks nol granied
by Koshika Foundation, in part or in full, than he Hospital reserves iI's fght fo maks up the shortfall from another NGO or any ather source. This
confirmation sssentially stales ihat the Hospital will not avail any duplicate assistance for the same palient/case from any other NGO or any other saurce
2) The assistance from Koshéa Foundation is only Anancial in nature, The cholce of the inestmentiprocedure advised/conducted by the Haspital on ihe
patien, is besed on the srrengament batween the patient & the Hoapital. and & (n no way [nflusnted by Koshika Foundation. Hencs, the Hospital will
assume soke & complete responsibiiity of the treatmeant & s cutcome & safety of the patient. and Koshiks Foundation will have no role or responsibility
in the mtter
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