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“PURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME "PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT: ST 0 W v:

1) | haroby confirm that all detalls in this Form are True o the best of my knowledge. Any fatse stalement will render my Application & angoing assistance, if any,
liabta for rejsction/canceliation

2) | solemnly confirm thal assistance, f received fram Koshika Foundation, will be used snly for the "purpose”, 25 stated In this Farm, for which such assistance
was requesied by me.

) | hesaby contirm that | have not & will not in fulure, avail of mimbursemant, in part o in Jull, from sny other sourcelemployeriinsurance company, of the amount
for which this assistance is requested

1) 4 e w6 w wen F fe o owh fa S Wl ® s W v W 4w W e o wes s o w4 wees fom wow awd b

) 5 pm W e st wEET, 9 F W o f, T i T e ) ol % T e wm, aown wen F o ome

1) & yfe s o fx i o dy we o ) of @, o ofn W s mowse e e e enmiessim w5 @ fn & sl 3 @ wiien F S
AGREEMENT by APPLICANT (sww @i w1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and iUs Tiusless to
usa/publishipul-up/reproduce my name, address, photo & detadls of the “purpase”, for which such asslstance Is requestedgranted. through any
medium, ineluding bul not imited 1o verbal, print, alactranic, for soliciting donations for Koshika Foundation andlor disseminaiing Information aboul it's
activitesfachievoments. Such use of my pholo & detsils can ba made by Koshika Foundation before or after my treatment or fulfiiment of 18 "purposa”
for which assisiance |s being requested

2] | [Applicant) further agres thal any such usa of iy nama, address, pholo & datails of the "purpose”, for which such assistance |s requestedigranted,
will nat sutomatically entitle me for receiving or continuing the said assistance. The decislon for granting andfor continuing Ihe assistence will rest soleiy
wilh the Trustess of Koahika Foundathon, and their decision is this regard will be final and acceplable to me,
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
wreE % wEm N SR W e e

AGREEMENT by HOSPITAL (w¥ e &M W)

By affining hereunder, signature of our Authorised Signatory for frecommending this case/patient for finandial assistance from Keshika Foundation, we
(Hospital) heraby affirm & acoapt following:

1) that we neither are presently nod will in Tuture avall of inancial assiglance feom anolther NGO of &y olher source, lor the same palienl/cass, Bs wea Bre
raguesting to get from Koshika Foundation, o the exient that such assistance is granted by Koshika Foundation, If the requested assistance s nol granbed
by Kashika Foundation, in part or in full, then tha Hospital reserves It's right to make up tha shartfall fram another NGO or any othar sourca. This
confirmation essantially slates that the Hospital will not avall any duplicate assistance for the sama pabent/case from amy other NGO or any other source
2) The assistence from Koshika Foundation is only financial in nature, The chales of the treatment/procedure advisediconductad by the Hospetal on the
patient, is bassd on the arrangament hatwaen the patient & the Hospital, and I8 in no way influsnced by Koshika Foundation, Hence, the Hospital will
msaume sole & complets responsibility of the treatment & i1's outooma & safety of the patiant, and Koshika Foundsation will heve na role or responsitiilty
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