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BASIS for REQUESTING ASSISTANCE (Tick whichaver is applicabls)
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“PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT, SFTS G0 UM ¥:

1)1 herety confiem that all dotails in this Form are True 1o the best of my knowledge. Any falve staternent will render my Application & ongaing assistance, If any,
lisbie Tor rejection/cancaliation

21| solemnly confirm that asslatance, I recesved from Koshika Founditon, will be Lsed only for the “purpose”. as stated i this Form, for which such assistance

was requessiad by me

34§ heratry cortem that | hae not & wil fot m futare, svall of reimbursement, in pan or @ full, from any other source/employerinsurance company, of the amoun
tor whach this assrsiance i requestod.
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AGREEMENT by APPLICANT (smits gm %11)

1) By aflising my signatuie or thumb impression on this Form, | (Applicant) hereby asgiee & authorise Koshika Foundalion and U's Trustees 1o
ustpublishiput-upiregrocuce my nama, address, photo & details of the “purpose”, for which such assistance is requesiedigranted, through any
medum, meludng but nof mited to verbal, print, electronic, for soliciting donations for Kashika Foundation andior disseminating information about i's
setrnetios/achievaments. Such use of my pholo & details can be made by Koshika Foundation before or after my treatmant or fulfiiment of the “purpose”
for whech assistance < Deng requesied

2) | Apphoant) lurther agree that any such use ol my name, addrass, photo & detsils of the "purpose”, for which such assistance (s requesiad/granied,
will nal automatically entile me fof receiving of confinuing the said assistance. The decision for granting andlor conlinuing the assistance will res! solaly
with th Trunlees of Mashika Foundation, and Iheir decision is his regard will be final angd accaptable o me
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AGREEMENT by HOSPITAL (wiwme gm wim)
By sffixng hareunder. signatie of our Authorsed Signakary for moommending this case/palient for financial assistance from Koghika Foundabon, we
(Hospital) hératy afirm & actept following:
1) it wee nisither ate presently nor will in future avad of financial pesistance from another NGO or any other source, for the samae pafient/case, ol we e
requesiing io gel from Kosnika Foundation, i the exiant hat such assistance & granted by Koshika Foundation. Il the requested assistance is nol granted
by Hoshika Foundation, in part or in full, ihen the Hosplial mserves i's right to make up ihe shortiall from snather NGO or any other source, This
corfimation essantially staies fal the Hospital will not svall any duplicate assistance for the same patient/case from any other NGO or sny othar source
) The assisiance from Koshika Foundation is only financial in mature, The choice of ihe irealmeni/procedurs advised/conduciad by the Hospital on tha
pationt, ls bassd on the srangemant batwean the patient & the Hospial, and is in no way influenced by Koshiks Foundation. Hence, the Hospéal will

ansume sals & complate responsibiity of the trestment & iU's outcoms & eatety of the patient, and Koshika Foundation will have no fole of respansibilily
in il matier
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