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DECLARATION by APPLICANT: WME® T S 931:

1} | hesaby confirm that &) detaids in this Form are Troe (o ihe best of my knowtodge. Any false statament will render my Application & ongolng assistance, if any,
liable for rejection/canceliation

2) | solemnly confirm thal nssstance, if recetved fram Koshike Foundation, will be used only for the “purpose”. as staled in this Form, for which such assistance
was rguested by me

3) 1 hereby confim that | have not & will not in fulure, avall of reimbursemiant, in part or in full, from any other source/employerfinsursnos company, of ihe amount
for which this sesstsnce is reguested
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AGREEMENT by APPLICANT (spicw g = u7)

1} By aftixing my signature or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and if's Trustees fo

use/pubilishipul-up/reproduce my namae, address, photo & dotalls of the *purpose”, for which such assisiance Is requestedigranted, through amy

medium, Mcduding but not limited to verbal, print. electronio, for soliciting donations for Koshika Foundation gnd/or disseminating informalion aboul i's

activitivelachieverments. Such use of my pholo & defalls can be made by Koshika Foundation before or after my treatment or fulfilmant of the “purpose”
for which assistance is being raquested,

2) | (Applicant) furinet agree that any such use ol my name, sddress, photo & detalis of the “purpose’”, for which such assistance i requesiedigranied,

will rol auilomatically entitle me for recelving of continuing the sald assistance. The decision for granting andfor continuing the sssistznca will rest solely
with the Tristees of Koshiks Foundation, snd their decision is this regard will ba final and accapiable o me.
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AGREEMENT by HOSPITAL (wemm gm =)
By atiixing heraunder, signature of our Aulhorised Signatory for recommending this case/patient for financial aasistance from Koshika Foundation, we
{Hospital) hereby affimm & acoept folowing
1) tnat we nejiher are presently nor will In future avall of linancial assistance from ancther NGO or any other source, for the sama patient/case, as we s
redquisting 1o gef from Koshika Foundation. lo the extent thal such assislancs is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Fﬂmdlllm.mpanmrihm.mtnhkww“nwnn'lmhnmmlmmm from another NGO or any other source. This
confirmation essentially states thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any olher source
2) The assistance from Koshika Foundation is only fimancial in nalure. The cholce of the reatmentiprocedurs advisediconducted by the Hospital on the
patient, is based on the arrangemaont between (he pationt & the Hospitad, and ks In no way Influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibilty of the trestment & it's outcome & safely of the patient. and Koshika Foundation wil have no role o responsibility
in the migttor
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