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DECLARATION by APPLICANT: STHes T v 73:

1) | hershy confirm that all detalis in this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing
liable for rejection/canceliation.
2} | solemnly confirm thal assistance, If received from Koshika Foundation, will ba used only for the *purpose”, &5 stated In this Form, for which such
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59 | heraby corfirm that | have not & will pot in fulure, ausil of mimbursement, in part or in full, from any other solrcelemployerfingurance campany, af the
tor which this sssistance is requested

ni'hﬂwm{hmmﬂMﬂmm#&wﬂtimmﬂﬂilmﬁhmﬁmmwmiﬁﬂﬂmﬁmﬁw
z]:fﬂnzrimmuﬁu*m’lﬁmwrra:hn“,idwnﬁi.mmmmﬁwﬂimmm.vﬁnmﬂmwh \
:.:ighm{kfmmiqnm:ﬂﬂt.mﬂhﬂmImmmHMMﬁwﬂmidni'l sfie & #mi

AGREEMENT by APPLICANT ( saat T %071
1) By afflaing my signature of thumb impression an this Form, | (Applicant) horeby sgres & aulhorise Koshika Foundation apd (I's Trustees 1o
use/publishiput-upireproduca my name, address, photo 3 detsils of the “purpose”, for which such assistance ls requestedigranted, through any
madium, including but not limited 1 verbal, print, electronic, for soliciting donations for Kestika Foundation and/or disseminaling information abaut it's
activities/achievemants. Such use of my photo & details can be made by Koshiks Foundation belors or after my treatment ar fuifilmant of the “purpose”
fror which assislance ks baing requested.
2) | (Applicant} further agree hat any such use of my name, address, photo & datails of the “purpose”, for which such assistance is requested/granted,
will not automatically entitle me for receiving of confinuing the 2aid assistance. Tha decision for granting andfor continuing the sssistance will rest solely
with the Truslees of Koshika Foundation, snd their decislon is this regard will ba final and acoaplablp to me.
1) yo o onE wE W aPE w1 e e, § (smhe) st w1 g wom s i sh s s "t sl wm f e S s,
fm,-ﬂa!l#n‘lmmmilﬂml.n“ﬂm'mwﬁ,ﬁ,mwmﬁqﬂﬂhﬁﬂdmmﬁmﬂﬁmﬂrvﬁmm
ﬁmﬂum#mmhﬂmmfmn#tmﬂnﬂwmﬂmiim‘mmmmim“!m s #1
1) !r{mﬁm}wrmﬁrmtﬁ:ﬂum.w.mmMikmtmimtqﬁMrmmmmmlmmﬂ

“ifyr ™ W wEe i w0 Tt s s amsei wen

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
s % yome W g w e

s
LN

AGREEMENT by HOSPITAL (7w §M W)

By affixing hereunder, signature of our Authonsed Signatory for recommending this case/patient for financial assistance Irom Koshika Foundation, we
(Hospital) hereby affirm & accapt following:
1} that we naither are presently nor will in futurs avail of financial assisiance from another NGO or any other source, for the same palient/case, as we are
requesting 1o get from Koshika Foundation, to the sxiunt that such assistance is granted by Koshika Foundation. if the requesiod assistance i not granted
by Koshika Foundation, in part or In full, then the Hospltal reserves it's right to make up the shortiall from anpither NGO ar any other sourca. This
confirmation esseniially states that the Hospial will not avall any duplicate assistance for the same patisnt/case rom any othar NGO or any other sourca.
2 The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentiprocedure advisediconducied by the Hospital on the
patignt, is based on the arrangament batween the patiant & tha Hospital, and |5 in no way Influenced by Koshika Foundation. Hence, the Hospital will
:.Isj::mnmhl compléte responsibility of the treatment & i's outcome & safety of the patiant, and Keshika Foundation will have no role or responsibility
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