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DECLARATION by APPLICANT: SIETH gF w93

1] | hesmby condfirm thai &l detads in this Form are True 1o the best of my knowledge. Any fatse stalement will render my Application & angoing sssistance, i any,
liable for rejectionicancetiation

2) | salemnly canfirm that assistanca, il received from Koshika Foundation, will be used oaly for the "purpose”. as stated In this Faem. for which such sssistance
wes raquested by me.

3} | hareaty confem that | have not & will not in future, avas of reimbursemant, i6 part of i Jull, from eny. olher sourcedemployerinsurance company, of the amouni
for which this assistance s requesied.
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AGREEMENT by APPLICANT (siides g %)

1} By affising my signafure or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees 1o

s publishdpul-upreproduce my name, sddress, pholo & detalls of the “purpase”, lor which such asslstance s requastedfgranted, through any
miedum, including Bul not Nmited 1o verbal, print, electronic, lor saliciting donetions lor Koshika Foundation andfor disseminating information about it's
activities/achisvemants. Such usa of my phofo & details can be mada by Koshika Foundation before or afier my treatmant of fulfilment of the *purpose”
for which assistance (s being requested.

2} | [Applicant) furlher agres that &y such use of my name, address, phota & deiails of the “purpose”, for which such assistance s requestedigranied,
will not automatically entiile me for recaiving or continuing the seid assistance. The declsion far granting andfor continuing the assistance will res! soisly
with the Trustees of Koshlika Foundation, and their decislon s this regard will be final and acceptable to me

11 7R WU NN ST WS W W wmer, § sy s mewie et e s f o i wegve sl saw et " w afess won f 5 o wm,
um, o i o Fe g e o i 8, = s o sl wm, s gt agdee 9 o oiidded s Tvelees @ B Pl o wan are

¥ Fmm W % e s #1 0 T e 9 T W W W owmd W % e wiee e A afeem

21 4 () ¢oowa o wew f fie do s, wn, i s feron o e oaee ® oghed @ wififa & st o e s el e gw e o

il vy ekl W Frete e b s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
T TR W SR W

AGREEMENT by HOSPITAL (vemm 391 %)

By aflizing hereunder, signalure of our Aulharised Signatery for recommending Lhis case/patient for financial sssistance from Koshika Foundation, we
[Hospital) hereby affirm & sccept foflowing:

1)1 that we neithat arg presently nor will In future avall of financial assistance from another NGO o any other source, (of the same patienl/case. as we ane
requesting o get from Koshike Foundation, to the extent thal such assistance is granted by Koshila Foundation. If the requested assistance s not grantod
by Kashlka Feundation, in parl of In full, then the Hospltal resstves it's dght 1o maka up the shartfall fram another NGO or any other soures. This
confirmation assenlially ststes that the Hospltal will not avall any duplicale assistance for the same patient/case from any other NGO or any ather source
21 That gssistance from Keshika Foundation s anly financial In nature. The cholce of the esiment/procedure advised/conducted by the Hospital on the
patient. is based on the arrangemsant betwesn the patient & the Hospital, and s in no way influenced by Koshika Foundation Hence, the Hospital will
assuma sale & complais responsibility of the treatmant & it's outoome & selety of ihe patient, and Koshike Foundation will teve no role of responsibilty
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