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DECLARATION by APPLICANT, s g1 wiem s

1) | heraby confirm fhat all detalls in this Form afe True fo the best of my knowledge, Any false statemant will render my Application
lisbia lor rejechion/cancedation.

2} | solermnly confirm that assistance, If received from Koshika Foundation, will ba used only for he "purpose”, 25 stated in this Form, for

was requestad by me.

H}IHrm;byrmm that | hava ot & will not n futurs, awall of reimbursement, i part or in full, from any other source/amployefinsurance co

for which this assistance s requested

1) & v wow § v wen @ R o wd e 4 et ® s W o i o Wi feem o we e o W # S e o w o

1) & Zm = ween o Yefm s, @ @ W o, e ain o vde W gl § o, @ wmowes F oo b

3) 4§ yfe wom { f P oroe iy v wde # o &, v e w e m v fe S s s Pt wee @ 3 fe  osbw o) o v

AGREEMENT by APPLICANT (sies g wi)

1) By affixing my gignature or thumb impression on this Form, | [Applicant) horeby agree & authoriss Koshika Foundation and it's Trusteas fo
use/publish/put-uplreproduce my name, address, photo & delalls of the “purpose”, for which such assistance Is requestedigranted, through any
madium, including bul nol lmited to varbal, print. alectronic, for soliciting donations for Koshika Foundation sndior disseminaling informalion aboul i's
antivities/achirvamants. Such use of my photo & details can be mada by Koshika Foundation before or after my treatment of fulfiiment of the “purposa”
far which assistance is being requesiod.

2) | {Applicant) further agrea that any such use of my name, address; pholo & detals of the "purpose”, for which such assistance is requestadigranied,
will net astomatcally entite me for receiving or conpnuing Ihe said asslsiance. The declsion lor granting and/or continulng the assisiance will rest solsly
with the Trustees of Koshika Foundation, and thelr decision is this regard will be final and scceptable to me
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AGREEMENT by HOSPITAL (wrmm gm1 w7}

By affixing hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial assistance from Koshika Foundation, we
(Hosplin) hetetry affirm & sccept foliowing:

1) that we neither are presently nor will in fulure avail of financial assistance from another NGO or any othar source, for the same paUAniicass, B3 we are
faguirating 1a gel from Koshiks Foundation, (o the exient thal such assistance is granted by Keshika Foundalion. Il the requesied assislance is nol granied
by Koshins Foundation, in par o |n full, then the Hospilal reserves its right to make up he shoritall from another NGO or any other sourcs, This
confirmation essentially states thel the Hospltal will nol avall sny duplicale assisiance for the same patlent/case from any other NGO or any other source
2) The azsistance from Koshiks Foundation is only financial in nature_ The choice of the eatment/procedure advised/conductad by the Hosphal on the
patient, ls based on the arangement between the patlent & the Hospital, and is In no way Influenced by Koshika Foundation, Hence. the Hospital wil
Besume sole & complete responsibility of the reatment & it's outcome & safety of the patient, and Koshlka Foundation will have no role or respons|bility
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