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DECLARATION by APPLICANT, stiess m st 7s:

1} | hereby confirm that all detalls in this Form are True to the best of my krowledge. Any false statoment will render my Application & ongoing assistance;
liable for rejection/cancellation,

2} | solemanly confirm that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance
was requesied by ma.
3} | hersby confirm that | have not & will not in future, avad of reimbursement, in part or in full, from:any other sourcefemployerinsurance company, of the amount
for whidh this assistince s requested.
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AGREEMENT by APPLICANT (siew gm 1)

1} By affixing my signature or thumb Impression on this Form, | (Applicant) heseby agree & authorise Keshika Foundation and it's Trusteos i
use/publishiput-upireproduce my name, address, photo & doetalls of the "purpase”, fot which such assistance is requestadigranted, thiough any
medium, Including but not limited to verbal, prink, elecironic, lor scliciting donations for Koshika Foundation andfor disseminating information about s
activilies/achievements. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment ar fulfiimant of the “purpose”
for which assistance is being requested

23 | (Applicant) further agrea that any such use of my name, address, phot & details of the “pupose”, for which such assistance is requestedigranted,
will not aulomatically entitle me for recaiving or continiing the sakd assistance, The decision for granting andlor conlinuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acoeptable to me

1) FE W W HE T W AR R o e, § () s sl w1 e e o w Cwifen wEive s s st oSt sfieg s f e oo
o, WA ol @ faes on g o wifes §, 39 e v =, TR, wevw gEt e @ o oidafied it svafenl & R e v e

F ol WA % fm sy 1 A v W e S v ¥ wR W o § e g e R 9 s ofiem

2y & (spew) T W A wem f e 9u v, v ol fe o) TR wer % oeded @ wfia § @ s e W aeER W ST v A

“ifrR sy Tew e W el s s s dm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s W e W e W e

AGREEMENT by HOSPITAL (¥ymm E01 %30T}

By affixing hereunder, signature of our Authorised Signatory for recommending (his casalpatient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following:

.| -1} that we nelther are presently nor wil in future svail of financial assistance from another NGO or any ofher source, for the same palient/éase, as we are
requasting fo get from Koshika Foundation, t the extent that such assistance is granled by Kashika Foundalion. |l the requesied assistance i nol granted
by Koshika Foundation, bn part or in full, then the Hospital resarves it's right to make up the shortfall from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any olher NGO or any other source.
2) The assistance from Kashika Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconductad by the Hospital on the
patient, is based on the arrangament batwaen the patient & the Hospital, and is in no way influsnced by Koshika Foundation. Hence, the Hospital wil
sssume sole & complets responsibility of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will kiave no role or responsibliity

In the matter.
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