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DECLARATION by APPLICANT: Spiew 70 Wime 7:

1) | horaby confirm that all detads in this Form afe True i the best of my knowledge. Any false stalement will render my Application & ongoing assistance, # any,
lable for resectionicanceliation.

2) | snlesminly confem thst sssistance. If received from Koshika Foundation, will be used only for the “purpose”, 83 staled in this Fomm, for which such assislance

was requesisd by me.

1) | hersby confirm Bt | have not & will not in future, aval of reimbursment, in part o in 1ull, from any other source/employerinsurance company, of the smount
fior which this sssistance is requestad.
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11 By afxing my signature or umb iImpression on this Form, | (Applicant) hereby agree & suthonise Koshika Foundation and if's Trustess to
use/publishiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assistance is requested/granied, through any
medium, ncludlng but not limitad o verbal, prinl, ekectronic, for soliciting donations for Koshika Foundation andior dlssaminating information about its

activitlesfachiovarmants. Such use of my photo & details can be made by Koshika Foundation bofore or after my teatment or fulfilment of the “purpase”
for which asssiance is being requesied.

2) | (Applicant) further agrs thal amy such use of my nama, address, photo & dotalls of the *purpose”, for which such assislance is roquesiscigmnted,
will not automatically entitle me for recsiving or continuing the said assistance. The decision for granting andior conlinuing the assistance wil nes! solely
with tha Trugsteas of Koshika Foundation, and thakt decision ks itk regand will be final and acceptable o ma.

1) ¥0 T W T wRmeT W sl Wt wr e, (omiew) sl wrt w9 e o “wife wrdie ok et sl " W afo won f e S
v, w3 v W e w v d e 1, 5 Cwifew” e ol o, veww gt iw € @ vl s sorieed € e el o v wem

@ it Wt % fe s Bt oy w few Bt opere ¥ w w o 4wl © fie Vel il d sfte b

2) 4 (owbew) yo ww @ e f fa o ww, o, v oy fewr 9 fiy weem o sgbed @ wie & gR e wee W oveon T oo d

“sifim” wee son el = s il b wesed W)

APPLICANT'S SIGMATURE OR LEFT THUMB IMPRESSION !
=« e w 5 w e

= Rl

AGREEMENT by HOSPITAL (Twwme 7 %07)
By affixing heveunder, signature of our Authorised Signatary for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) vereby affirm & sccept following:
1) thist we nedther are pregently not will in futsre svall of financlal sssistance from another NGO or any other source, for the same patisnl/case, a8 wo Bre
requirsting o get from Koshika Foundation, to the exient that such assisiance is granted by Koshika . if the requested sssatance (s nol granted
by Koshika Foundation, in part or in full, then the Hospital reserves [I's night 1o make up the shortfall from another NGO or any olher scurce. This
conflrmation essentially stites thal the Hospital will not avall any duplicate sssistance for the same patlent/case from any other NGO o any olher source,
2) The ssslstance from Koshika Foundation is only financial in nature. The chaioe of the trestment/procedurs advisediconductnd by the Hospial on [he
pationt. is based on the arengement between the patlent & the Hospital, and is in no way nfluenced by Koahika Foundation. Hencs, the Hoapital will

sagurme sole & complete responsibility of the treatment & Ii's outcome & ssfety of the patient. and Koshika Foundation will kave no role or resporsibility
in he matier.
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