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DECLARATION by APPLICANT. éee gt wimem ww;

1) | hereby confiemn that all details n this Form are True to the best of my knowledge, Any Talse statement will render my Application & ongoing
liabie for rejectionfcanceliation.

2} | salemily confirm that assistance, ¥ recetved from Koshika Foundation, will ba used only for the "purpose’, as stated in this Form, for which su

Wis requensted by me.

3} | heraby confiern that | have not & will not in futuro, avall of reimbursement. in parl or in full, from any oiher sourcelemployerinsurance company, of Ih

for which this assistance is requested. oy
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AGREEMENT by APPLICANT (smits 50 %)

1) By affixing my signalune of thumb impression on this Form, | (Applicant) horeby agree & authorise Koshika Foundation and Il's Trustess o
use/publish/pul-upireproduce my name, sddress, pholo & detalls of the “purpese”, for which such assistance Is requesied/granted, through any
meddwm, including bul not llmiied Lo verbal, print. electronke, lor soliciting donalions lor Kostika Foundalion andior disseminaling information aboul I's
activities/achievements, Such usa of my photo & detsils can be made by Koshiks Foundation before or after my treatment or fuifiiment of the "purpose”
for which assistance is being requesied,

2 | (Apphcant) lurther agrea (hal any such use af my name, address. photo & defails of tha "purpose”, for which such assistance is requestedigrantad,
will mat sutnmatically enlile me for recelving or confinuing the said assistance. The dacision for granting end/or continulng the a1 |stance will 1es! solely
with the Truslees of Koshka Foundation, and their decision Is this regard will ba final and scceplable to me.

1) = v g pens W S wn e, A (FETs) s wren 8 fie s € v Csiee wiEden sl ek =i e sfesn wen o e oA oA,
o, i sy @ e gm o e §, 36w e ), o, s gt vt @ e i s seetard o et e o v s

% vl vt # forg sfomn §1 4t vy W fawen 4 e € ol @ we d et o P it et w st ofiogn b

2) & (swiew) o wn o wem o 5t w, v, o2 sl feron S R o @ agied W ofil § g e meee w0 e = oven e

g T T e W Fin s sl wewerd g

APPLICANT'S SIGNATURE OR LEFT THUMS |MPRESSION :

AGREEMENT by HOSPITAL (wwms g F71)

By affixing hereundzs, signalure of our Autherisad Signatory for recommanding this casedpatient for financial assistance from Keshika Foundation, we

i Homgital) hereby atfirm & mccept folowing:

1) that we necther are presently nor will in futlre avail of financial assisianca from another NGO or any other source, for the same patienticase, a5 we are
regquesiing lo gel from Koshika Foundalion, (o the axtent thal such ass/slance is granted by Koshika Foundation. Il the requested assistance & not granted
by Hoshika Foundation, in part or in full, then the Hospital reserves iU's right 10 make up the shonfall from another NGO or any other source. This
confermation essentially siates that the Hospital will nol mvoll any duplicate sssislance for the some patienticose from any other NGO ar pry oiher Bourte
2} The zssistance from Koshika Foundation s only financial in nature. The choice of the treatmenl/procadure advisediconducted by the Hozpital an the
patient, is based on the amangement belweaen the patient & the Hospllal, and is in no way influenced by Koghika Foundation. Hancs, the Hospital wil
assume sole & complate responsibility of the ireaiment & it's outcome & eafety of the patient, and Keshila Foundatien will have no rola or responsiblity
In thiy madter,
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