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DECLARATION by APPLICANT: 57w T W ay:
1) 1 herety confirm that all detalls in this Form are True 1o the bost of my knowledge. Any fatse stalement will iender my Application & ongoing assistance, if any,
liahle for rejpction/canceliation

2] | solemnly confirm that assstance, if recebved from Koshiks Foundation, will bie usad only for thi "purpoes”, 25 stated in this Fom, for which such asslstancs
was requasted by me

3) | harsty confirm (hat | hesee not & will rot in fulure, evail of reimborsemant, in part or i full, from &@ny other sourcalemployeringurance company, of the amaunt
fior which this assistance is requested
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AGREEMENT by APPLICANT ( smis gm0 w71)

1) By affixing my signaiure or thumb impression on this Form, | (Applicant) hereby agros & authorise Koshika Foundation and i's Trustees 1o
uselpubilsh/pul-uplreproduce my name, addmss, pholo & detalls of the “purpose’, for which such assistance ls requestedigrantad, through gny
madiem, rluding but nat limited to vertial, print. sisctronic, for soficiing donations for Koshika Foundation andior dissaminating infarmation about i's
activities’achievaments. Such use of my photo & dotails can be made by Koshika Foundatien befare or aftar my treatment or fulfilment of the “purpose”
far which assistance is being requesied.

2) | (Appleant) furiver agrae that any such use of my name, addmess, photo & details of the *purpess”, for which such assistance (s reguestedigranied,
will nent automatically entitle me for receiving or continuing the said assistance. The decision for granting andior confinuing the sssistance will rast soksty
wilhi ther Trustess of Koshika Foundaiion, and their decision fa this regard will be Tinal and acceptable 1o ma
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AGREEMENT by HOSPITAL (¥ 5 i)

By affixing hereunder, signature of our Althorized Signalory for recommanding this case/patient for financial assisiance from Koshike Foundation, we
(Hospital) hareby affirm & accept Tollowing:

11 that we nelther ana preseatly nor will in future avall of Tnaacial assisianes from antther NGO or any other source, for the sams patienticase, 85 we are
requesting i get from Keshika Foundation, to the extant that such essistanca s granted by Koshika Foundation, If the reguesied assistance is nol granted
by Koshika Foundation, in part or in full, then he Hospital reserves il's right o make up the shortfail from anather NGO or any other source. This
confirmation esseniially stetes that the Hospital will not avail any duplicele assistance for the same patient/cass from any other NGO of any othér souros
7 Thip gssistance from Koshike Foundation i5-only financial in naturs. The choloa of tha trestmantfprocedue advised/conductad by the Hospital on the
patient, Is based on the amangement batween (he patieant & the Haspital, and s in no way influsnced by Koshika Foundation, Hence, the Hospital will
mEsuma kol & complete mesponsibility of the freatmant & Vs outoome & safety of the patient, and Koshika Foundation will have no raie or respansibility
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