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DECLARATION by APPLICANT. 37w o1 sitver) 7a: .

1) | nerety confirm that sl details in this Form are True lo the best of my knowledge Any false statement will tender my Application & ongoing assistance, If any,
liable for releclion/cancellation.

2} | solemnly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purposs”, as stated in thes Form, fot which such assistance
was reguented by me, '
) | nerety confirm that | have nat & will nat in future, @vall of embursement. m pan o mfull, from any other sourcefemployerimsurance company, of the amount]
far which this sssitancs & reguasiod
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AGREEMENT by APPLICANT ( smamw gm0 wit)

1) By affaing my signature of thum impression on lhis Farm, | (Applicant) hereby agres & aulhorise Koshika Fouridalion and i('s Trusiees to
usalpubiishiput-upfroproducs my name, sddress, pholo & details of the "purposa”. for which such assistancs i equestedigramted, through any
medium, inchuding bul nat limited o vertal, pant, slectronic, Yor safciling donalions for Koshika Foundallon and'or dissamnating Imformation about &%
activitieslachisvemenis Such use ol my phote & delails can be made by Keshike Foundation belore oo after my traaiment or fullllment of the ‘purposs”
for which assisiania s baing requesiod

2} 1 {Apphcant] further agres hat any such wse of my name. addmss. pholo & details of the “purpose”. for which:-such assstance s requestedgranted,
will nat sulomaticalty entithe ma los roceiving oF comfineng the sad asslsinnce, The dectision for granfing end/or coifinuing the sssitance will rest solely
with the Trustess of Koshika Foundation, and their decision is this regsrd will be final and scoemahis fo me
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AGREEMENT by HOSPITAL (e 0 %)
By affimng haroundar, ssgrature of cur Authorsed Signatory for recommaending thin casepatiant for linancull assmstance from Koshia Foundabon, we
(Hospital) horaby afirm & sccepl following.
1] that we neithar ara presently’ o will in future avail of finencial assistance from another NGO or any other source, for the same patient/case, o8 we ang
requBsting 1o gt from Koshika Foundation, to (he sxtent that 3uch assistance is grantsd by Koshika Foundalion. If the requestsd assistancs S not granted
by Koshikn Foundation, in part or in full, then the Hosptal reserves if's nght to make up the shortfall from another NGD or any other source. This
confirmation essentially states that the Modpital will not avall any duplicats assistance for ihe same patiantcace rom any other NGO or any othar source.
2] The ssslstance from Koghika Foundation i only financial m nature. The choice of the treatment/procedure edvised/oonducted by the Hospital on the
patiant, i= bazed on the arrangemeant between the patient & the Hospial, and is in no way influenced by Koshiks Foundation. Hence, the Hospital will

assume sale & complede responisbillly of the treatmant & ' outcome & salety of the patient, and Koshlka Fourdation will have no role or responsibifity
I the mstiar.

wt i, wen W od W RO s Cwifes e o Sl weres gy Seofon ol & fal we (resmm) Frer wwn @ we Wi w0 d

1) T 3 e o 5 W wirs o Tt e fed i oot e o Beet e i o i F ohomow o, S et “wifiier et

4 frfonfaty v © waw § Sn et gm wer 0 fe # ot Y adfee STt o e feaf sitewe d S W fen e & o s

frlt sem sl sles w1 Sl s e A e o e sl g e & g gfie J eee ae @ B s gl oee v e #y R

% woaal) vivw o Pt e smnm R ot A

1. *wifrw SvR" & # v e S fif wgie =t b T W e go G o e @ o TR e WO e

& e = faun b ol “wifee Rt g fet s w0 e e w &yt weem d ol © v e ol o wR 9 i i@l 0wl senen

W ol sk “wifiese” W wftre w Pectol gy e o w8 )
i

\

RECOMMENDED FOR ACCEPTENCE
witgar ® fem wig

nmdm

sivim § wiE
NG

ignatory

FOR INTERNAL USE of KOSHIKA FOUNDATION
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