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DECLARATION by APPLICANT. SIEH BT Si9om 4:

111 heraby canfinm that all details in this Form are True to the best af my knowladga. Any falsa statement will render my Application & ongaing assislange, i any,
licabdker T rejoctionicancel|ation.
21 | solemnly corfirm thal sssisiance, If received frem Koshika Foundalion, will ke used only for Ihe “purpese”, as stated In this Farm, for which such aszistance

was requestad by me,
31 1 hereby confirm that | have nol & will not in future, avail of reimbursemeant, in part o in full, from any other sourcefsmployerinsurance company, of tha amount
for which this agsisterce I6 requesbad.
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1} By gffising my $ignature or thumb impression on this Form, | (Appiicant) haraby agrae & authorse Koshlka Faundation and it's Truslees 1o
uselpubhsh/put-upreproduce my neme, pddress, photo & details of the "purpose”, for which such assistance is requesied/granted, through any
medium, incleding Sul nol limiled 1o verbal, print, electronic, for soliciing donalions for Kozhika Foundalion andfor dissaminaling infemation about I's
aclivities'achievements, Such use of my photo & dalails can ba made by Koshika Foundation before or after my treatmant or llfilment of the “purpose”
ler which 2sgistance is heing raguestod.
Z} | {Applizant} further agree that any such use of my name, address, pholo & details of the “purpose’, far which such assistance |s requastedigranted,
will met automabically entithe me for recaiving or continuing the said assistance. The decision for granting andfor continuing the assizlance will rest salely
with the Trustees of Keoshika Foundation, and iheir decision is this regard will be final end acceptabla 1o me

1) T TR T AT S A A e wae, F (am) sedt wesf o ofe s o P wedie ol v il " F wfiem o fE odnom,
wr, 7 3 & faem v v o i 4, 9 st vy S, on, o e TR R T Tiefate] s Feetee @ fed el Ot wem arem

# yaite Wt % forw s B v W S R R e @ A G e R R i ke = sfiep b

7] A (adeE) ™ AR F won ¥ FR R0 T, o, T g feew o e werm % Tgivd o wih 0@ wc weem W w9 am) R o o

* e v TR el & i S i e g

APPLICANT'S 5IGHATURE OF LEFT THUMB IMPRESSION :
TR W TR M OSSR P

LTL

AGREEMENT by HOSPITAL (¥=mm BT FIR)
By alfining hereunder, signature af aur Authofised Signatory for recommending this cesefpatient for financisl assistance from Koshika Foundation, we
[Hozpital} hereby affirm & accept following:
1] thal we neither are prasently nor will in future avail of financial assistance from another NG or any ather source, for the same patienticase, as we are
requeszling ta gat frem Koshika Foundation, 1o the eadent Ihat such asgistance is granted by Keshika Foundation. IF the requested assislance is not granled
by Koshlka Foondation, in pan af in full, then the Hospital reserves it's right e make up tha shorfall Irom anciher NGO ar any other sourcs, This
tenfirmatipn essentially states that the Hospilal will not avall any duplicate asslstance for the same patlenticasa lrom any other NGO or eny cthar source
2] The assistance from Koshika Foundation ie only financial in nature, The choice of the reetmenVprocedure advisedfconductad by Ihe Hagpital an 1he
palient, is baged on tha arangeman] Between the patlenl & the Hospilal, and is In no way Inluenced by Koshika Foundation. Henoe, the Hospilal will

assume sole & complale responsibility of the Ireatmant & iUs cutcome & salety of the patient, snd Koshike Foundatian will have ne rola o raspansitillty
in the maller.
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