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DEGLARATION by APPLICANT: améwF T Shen =;

1} | hereby confirm Ihat all datalls in Ihls Form are True to Lhe best of my knewladge. Any fatse stalement will renlar my Applicalicn & ongoing assislance, if aty,
liakle for rej@ctionicanceltalion.

21 | salamnly confirm et assistance, if recaived trom Koshika Foundatian, will ba used anty for the "pumaze”, as staled in this Farn, for which such assislance

wag requested by me.

97 | hereby confiem that | have not & will not in fulure, avail of reimbursemenl, in part of in full, from any other sourcaemployarfinsurance company, of the amaouni

for which this Bssislance bs requasied.

L}ﬁmmﬂﬂﬁwmiﬁ#rﬁﬂﬁmﬂﬂﬂMtﬂmmﬁmil‘ﬂﬁﬁMﬂmmmmtﬁ#ﬁmﬁmﬁmmh
1y #t g % W wh e TR, ¥ o W o 4, e s wh st # of & e e e, B ow weew o o
3}ﬂ‘gﬁm{ﬁaﬁnmﬁwmﬂﬂﬂit.mmﬂlmaﬁﬁwmﬂmmﬂmmﬁmmm#qimiﬂniﬁqﬁmﬂ'&m

AGREEMENT by APPLICANT (%M T 1)

1} By alficing my signature of thumb impresakon on this Farm, { {Applicanl) hatolry ppree & aulhorze Koshika Fourdation and i's Trustees to
useipublish/put-upfreproduce my name, address, phatlo & delaits of the "purpase”, for which such assistance |5 raquesiedigranted, through any
medium, ingluding but not imited to verbal, prinl, alectronic, for soticiting donations For Koshike Foundation andior disseminating information aboul it's
activitiestachlavernants. Such use of my pholo & details can be made by Koshika Foundation befora or after my reatment of fultllmant of the "purpose’
fo which assislance is belng requasted.

21 | {Applicant) further agree that any such usa of my name, address, photo & detalls of the “purposg”, for which such azsistance is requested/fgranted,
will ngl aulomatically entitle me for racalving or continuing the said assislance. The decision for granting andfar conlinuing the essislance will rest solely
with tha Trestees of Koshika Foundation, and their declsion I this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (¥¥em 51T )
By affining hareundar, signature of gur Avthorised Signatery for recommending this caze/patient for finandial sssistancs fram Keoshika Foundation, we
{Hospltal) heraby affirm & scoepl folowing:
1} thast we neither are presently nor will in future avall of financial assistance from another NGO or any ofher souros, for ine same patenticase, as wea are
requesting to gel rom Koshika Foundation, 1o the extent thal such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, i part or in full, then the Hospital resenves iU right 1o make up the shortfall from another NGO or any other source, This
confirmation essentially states that the Hospital will not avail sny duplicate sssistance for the same patienticase from any cther NGO or any other source
2) The assistance fmm Koshika Foundalion is enly financial [n nalure. The choice of the reatment/procedurs advisediconducied By the Houpital on the
patiant, iz baged on the armangemant betwesen the palisnt & Ihe Hospilal, and is In no way Influenced by Koahika Foundalken. Hence, the Hospilal will

gssume sola & complete responsibility of 1he Ureatment & I8 putcome & salety of the petient, and Koshika Foundation will have no rola or rasponsibility
in the maller,
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