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DECLARATION by APPLICANT: ¥Rt D0 W ¥

1} | hereby confiem hat all detads in this Form am True 1o the basl of my knowledgo. Any falsa staterrenl will render my Application & ongoing assistance, if any,
Il for repection/cancailation,

2) | solemnly confirm that assistance. f received from Koshike Foundstion, will be used only for the “purposs”. B8 stated in this Form, fior which such assistance

wis requesied by me

3) 1 haratry confirm thal | have not & will mot in future. svall of embursamaent. in par of in ll. from any other sourca/smployerfinsurance company, of ihe amount
for whilch ihin assisiance s reguenied

1) drew wom f o gm wen 2 fred ol wd fewre S8 e & s e ol wlt b sl s few o wen e e s & @ 4 e B ) w el b

1) # g A O Ceirm e Ao b vm e s At S R Sy, dwm i wm b

3) 4 i wm fen o b o e o o #, v ofn W sfew e e el w anfriendm vl @ 2 o e € ab o @ s o A
AGREEMENT by APPLICANT (amits [n wor)

1) By affiing my signature or thumb impression on this Form, | (Applicant) hereby sgroe & authorise Koshika Foundation and #'s Trustoes 1o

use/publish/pul-up'reproduce my name, sddress, photo & details of (he “purpasa’, for which such assislance is requestadigrantad, thiough sy

medium, nciuding but not limited 10 verbal, print, slectronic, for soliciting donafions for Koshiks Foundation andfor disseminating information sboul it's

actvilleslachievemnents, Such use of my pholo & details can be made by Koshika Foundation belore or after my treatment or fulfliment of the “purpose”
for which assktance s balng requesiad

2} | jApplicant] further agree thal any such use of my name, address, pholo & dotads of the "purpose”, for which such assistance is requesied'granted,

will ol sutcmatically entile me for receiving or continuing the sakd sssistance. The declsion for granting and/or cantinuing the assistance will res) solaly
with the Trustees of Koshika Foundation. and their decision is this regard will ba final and acceptabie i me.
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AGREEMENT by HOSPITAL (w7wess g )

By afflxing hereunder, ssgnature of our Authonsed Signatory for recommending this casafpatient for financial assistance from Koshika Foundation, we
(Hospital) heraby affirm & acoept following:

1) that we nefther gre presently nor will in futurs svail of financial assistance from anoiher NGO wrgwm'mn for the same patienl/cass, As we &%
requasting 1o gel ifom Moshika Foundation, to the exdent that such assistance ls granted by Koshika Foundation. If the requestod assistance i nol granted
by Koshika Foundation, in part of in full, then the Hospital reserves il's right to make up the shortfall from another NGO or any other sourca, This
confirnation sssentially states that the Hospital will not avail any duplicats assistance for the samse patienl/cass from any other NGO or any other sourcs
2} The assistance from Koshika Foundaton i only financial in nature. The choice of the treatmentiprocedurs advised/conducted by the Hospital on the
patiant, in hasad on the arangemant betwass the patient & the Hospital. and is in no way influsnced by Koshika Foundation. Honee, the Hospital will
assume sole & complets responsibiity of the treatment & it's outcome & safety of the patient, and Koghiks Foundation wil have no role or responsaility
in the matter
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