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DECLARATION by APPLICANT. sy g7 =m -

1] I hereby confiom that &1l details v this Form are True to the best of my knowladpe, Any Falsa statemant will render my Application & ngors assistance, if sy,
liabta for rapeclon/cancetiation.

21| sodaeninly canfinm that asslslanca, ! recalved from Koshlka Foundation, will e used only For lhe “purpose”, s sieted in this Form, Tor which such assistance

was requested by me.

311 hereby confimm that | hava nol & will not in future, avail of reimbursement, n pard or in full, from any cther source'employerfinsurance company, of the amount

It which this assistance is requasted.
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AGREEMENT by APPLICANT { MEEE T )

1] By affiiing my signature or thumb Impression on this Farm, | (Applican() eraby agres & sthorlse Koshika Faundation and it's Terstees o
use/publish/pul-upreproduce my name, address, phote & delails of the “purpase”, for which such assistance 18 requestledigranted, through any
medium, including but rot limited to warbal, print, alectronly, for sollcling danations for Koshika Foundelion andfor digseminating infumation abaut I¥'s
activitiesfachlavements. Such usa of my photo & details can ba made by Koshlka Foundation batora or after my realment or fulfilment of the "purpoze”
for which assisiance is being requested.

2] 1 {Applicant) further agree that gny such use of my name, address, photo & details of the "purpose”, Tor which such assistance is raquastediaranted,
will ngl automatically entifle me for recaiving of carllnuing the gaid agsistances, The decision for granting andfor continuing the aszistance will rest solely
with tha Trugtees of Koshika Foundation, and Iheir dacielon I5 this regard will be fral and acceptabla to me,

I3 78 TR W AT FRRA W ST o wma, § amiew) s moi @ g wen o Cwitme wedm o el it T S s o f o am,
wr, wiel s A e vy F difm #, 3R Cwfoa” Tm e, o wmre ok wgh @ 9 il hosweies # ot el o ww aem

% yarfin wed & Fo i 41 A v W frw A e # wd @ oW A # oy s weEEeT 3 s b

2) & (R T WA & W f S0 m, T, Wi S fe 9t fis wemn ® wgdbt @ o 4 O em; AR W wER W e ey 3

iy " A T i w frofy s oy wmeh g

AFPLICANT 5 SIGHNATURE COR LEFT THUME IMPRESSION -
: R
=1 fom

AGREEMENT by HOSPITAL {weqare T o7m)

By aflixing hereunder, signalure of pur Authorised Signatory for recommending this casefpalient for financial assistance from Koshika Foundation, we
{Hospital) hareby affirm & accept lollowing:

1) that we neither are presanlly nor will In ulure avail of finandal agsistence from another WGEO or goy other source, for Ihe same patienl'casa, 85 we are
requesiing to gel from Koshika Foundation, o the exlent thal such azsislance iz granled by Keoshika Foundalion. If the requesled assislance is nol granied
by ¥aghika Faundation, in part or in full, then the Hosgilal reservas it's rght to meake up the shartfall from another HGO or any other source. This
confirmation essentially stetes that the Hoapitel will not aveil any duplicale esslstance for tha same patlentitasa from any alher NGO o any glher source
2} The assistance from Koshika Foundation is only financial in natura. Tha choice of the trealment/proceduse advisediconducled by the Hospilal on the
patient, is based on the arangement batween Lhe patlenl & the Hospltal, and 15 in no way influenced by Koshika Foundation. Hence, the Hospital will
assume soke & completa responsibllity of the treaimenl & it's aulcome & safaty of the palient, and Koshika Foundation will heve no rate or resgonsibility

in the matter,
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