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DECLARATION by APPLICANT: =Tiew &R =i 53

1)1 hersby confirm that alf details Tn this Form are Trug 1o the best of my knowledge. Any false statement will render my Application & ongaing asaislanca, [ any,
liabbe for rajectan/cances|bation,

2} I sotemnly confirm thaot assistance, [f recelved from Koshile Foundation, wil be usad anly for the “purpose”, 2= stated |n this Farm, for which such assistance
wats requesled by me.

3) | hereby confinm thal | kave not & will nat in fulurs, avall of reimblirsement, In part or (0 full, from any other sourcalemplover/insurance company, of the amount
far which this assistance is reguested.
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AGREEMENT by APPLICANT (smam 5 #17)

1) By afficing my signature o thurb impression on this Form, | (Applicent) horoby agree & suthorise Koshika Fourdstion and it's Trustees 1o

use/publishipul-up/reproduce my neme, address, pholo & detalls of the "purpasa”; for which such assistance requesiedigranted, throwgh any

medium, ineluding bul nal imilad to varbal, prinl, stecironi, for soliciting donations for Koshika Foundation aniglor digzaminaling Infarmation about it's

activitlestachisvemenis. Such use of my pholo & delails can ba made by Keshika Foundation bafdrs o attar iy treatmenl or fuliiment of the *purpose”
for which sssistance is belng requasted,

Z) | {Applicant) furthar agree that any such use ol my name, sddrmss, photo & detalls of the "purpose’, far which such assistance s requestadigrantad,

will not automalicatly entitle me for recelving or continuing the said sssistance. Tha dagisinn for granting andior cantinulng the assistanos will resl solaly
with the Trustees of Koshika Foundation, and thelr dacision Is this regard will be final and acceptatls o me.

1) ¥ WX W ST R WS W e e, 7 Caniew) sl weni 9 g wew f us i st o T =il " i W e A,
i, i s = T e v o <, w R g s, g, T e e @ g v s el @ fed e o W e

7wl e % fo e §1 w o o A v WA F W fe i e s s

2) § (3Ew) W & wE 1w T A, e, W S e = ww v @ sy e e o ) v v e

i " g T s sy s ST e

APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION |
AT AT S

AGREEMENT by HOSPITAL (W= R )

By affixing horeundes, signature of our Aulhorised Signatary fos recommending s casefpallent for inanclial assistance from Koshika Foundation, we
{Hospital) hereby afim & docept followlng:

1} that we neither ara pregandly nor will in future avail of financial assistanse from anather NGO at nry odher sourcs, lor the same palientcass, a8 we ars
raquasting to gel from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. If the requested sssisiance is not grantad
by Koshika Foundation, in part or in full, then the Hospital reserves I ight ta meke un the sherfall frsm shather NGO or any other zource, This
confirmation essentilly states that the Hospitsl will nat avall any duplicate assistance for the same palianticasa from any olher NGO or any other saurce,
#] Tha assistance from Koshika Foundalion /s anly fnancial in nistite, The chelca of tha Ireatment/procedure advisedicanducted by the Hoapllal on the
patient, is baged on the armngement between e patiant & the Hospital, and Is in no way Influenced by Koshie Foundation, Henge, the Hospétal wil

assuma sole & complate rasponaibility of the treatmenl & it's outeome & safsty of 1ka patient, and Koehika Eeundation will have #o rels o responsibility
in the mallar
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