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DECLARATION by APPLICANT: SRS B Wiuwl 7%:
{] | hereby confirm thed all details in this Form are True 1o the best of my knowledge. Any false statement will render my Applicaiion & ongoing assistance, If any,
ligble for rejection/cancefation.
2] I salemnly confirm that assistance, if recaived from Koshika Foundation, will be used only for the “purposa”, ag stated in this Form, for which such assistance
was requosied by ma
3 1 herely confiem that | have not & will nol in Tuture, aveill of reimbursement, in part or in full, from any ether scurcerfemploverinaurance comgany, of the amount
for wihich this asssiancs i requested

1) % wrem W § o e 8 o okt frwon g waed & s s oud etk s e o s s wm oW @ 5w fe W ow ww #

1) ¥ gm W wEm i e e, @ 6w o §, s T o atvw ot ofd W o few e, 9w owen | wo o

1) % e W f f fom owrm # W oodw 7 ow #, T ot W afes  owe feen (e s e e e @ oo B s o on i d dm
AGREEMENT by APPLICANT ( wres g0 #)

1) By affiung my signature of thumb impression on this Form, | (Applicant) hereby agree & authonse Koeshike Foundation and it's Trustess 1o

uge/publishipul-upireproduce my name, address, photo & detalls of the “purpose”, for which such assistance s requested/granted, through any

madium, including but not limited Lo verbal, print, electronie, for soliciting donations for Koshika Foundation andior disseminating infermation sbout it's

acivilles/achievemanis. Such use of my photo & delails can be mada by Koshika Foundation before or after my treatment or fulfiiment of the “purposs”
lor which assisiance s being requested

2) | (Applicant) further sgree thatl any such use of my name, sddrese, photo & details of the “purpose”, for which such assistance s requestedigranted,
will not sutomatically entitle me for receiving or continuing the said assistance. The decision for granting andfor confinuing the ssaistance will rest solaly
with the Trusteas of Kashlka Foundation, and thelr declsion |s this mgard will be final and acceplable to me.
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AGREEMENT by HOSPITAL (v=mm g ¥90)
By affixdng hereurder, signature of our Authaorized Signatory for recommending this case/patient for firancial assistance from Koshika Foundation, ws
{Hospital) herety affirm & accept ollpwing.
1) that wa maither are presently nor will in foture avail of fingncial assistance from another NGO or sy oiher source, for (he game patienl/cass, B8 we are
reguesting to get from Koshika Foundation, to the exient that such assistance Is granted by Koshika Foundation, If the requested assistance |s net granied
bry Woshika Foundation, In part or in full, then the Hospital reserves 15 right to make up the shorifall from another NGO or any ather source. This
cornfirmation essentislly states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any othar source.
2] The assistanoe from Hashika Foundation is only financial in nature. The choice of the trestment/procedurs advised/conducted by the Heapital on tha
patlent, Is based on tha arrangement betwean the patlani & the Hospital, and s In no way Influenced by Koshika Foundation, Hence, the Hospital will

pssume sola & complele responaibility of the treatment & iU's oulcoma & safety of the patient, and Koshike Foundation will heve no role or responsibility
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