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DECLARATION by APPLICANT: S T S ua:

1} 1 hereby confirm thal ail detals In this Form are True lo the best of my knowledge, Any false stalsmant will render my Application & cngolng assistance, if any.
liakle for redsclionfcance!ation.

211 splemnly confirm thal asslstance, 1 received from Koghika Foundation, will be used onky for the ‘purpase”, as staled in this Form, for which such assislance

was requested by me.

3} 1 hereby gonfimn that | have rot & will ned In future, 2vail of reimbursament, in part ar in Rall, from any olher sourcalemployerfingurance company. of Ihe amouni

for which this assistancs |5 requestod.
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AGREEMENT by APPLICANT {aiws Tm %)

1] By affixing my signaturs or thumb impression on this Form, | {Applicant} hereby agrea & authorisa Koshika Foundation and iI's Traslaas o
useipublish/pul-upreproduce my neme, address, photo & details of the “purposa”, for which such essilance is requesiedigranied, Ihrough any
melium, Including bul not limiled 1o verbal, print, electronic, for soliciing donations for Koshika Fourdation andior diszeminating infarmalion aboul it's
aclivitieslachievemenls, Such use of my photo & delails can be mada by Koshika Foundalion before or afler my reatment of fulfilment of Ihe “purpose’
for which agsistance is baing requested.

7} | (Applicant} further agrae thal any such use of my name, address, pholo & details of the "purposs”, for which such assislancs iy requested/granied,
will not autematically enlitle me for receiving or conlinuing the said sssistance. The decision for granting andior continuing the gesistance will rast solely
wilh Ine Trustees of Koshika Foundation, and thair decizion is this regard will be final and acceptable o ma.
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AGREEMENT by HOSPITAL {FF@M™ BT 1)

By atfixing hereunder, signatura of our Aulhorised Signalary Tor recommending this casedpatient lor financial assistanca from Koshika Foundalion, we
{Hasaital] hamsby affirm & accepd lollowing:

1) that we naither are presently nor will in future avall of financisl assistence from ancther NGO or eny other source, for the seme patienl/case, 4% we ara
requesiing lo get from Koshékas Foundation, o the extant thal such assistance is granted by Koshiks Foundation, If e pecpueisted Bssistance is nol granted
by Koshiks Foundation, in part or in full, then the Hesptial reserves e right 1o makas up the shonfall from another NGO or any giher source. This
confirabon esdentaly sintes that the Hospital will nol aval ny duglicste asslstance for the same petlenl/cass frem any other MGD or any other source
2} The assistance from Koshika Foundation is only financial In nature. The choice of lhe realmenl/procedurs advisedfcondustad by the Hospital an the
patienl, s based on the amangament betwaen the palient & the Hospital, and s In no way influenced by Koshika Foundalion, Hence, the Hospital will
assume swe & complete responsibility of the Irsatment & il's outcoma & safety of the patient. and Kashiks Foundatlan will have no role o ms ponsibility

in the matler.

w i, ¥ 31 S @ weEAd e e A fafm cwren by fewtn = o 2, Fad e () A wwR # 7 A R w5 R

1y T8 9 7 e ol T A wie W Fafn e feet e geerd oo fRR e win @ TR e w8, A e ped i et
A fawradt = % w4 S T g W iy o i wremt Tm e i FEATEm by T T TR wm o s
et s i werd Ton @ AR S R @ We R W wiaww wiw e b g J e wn w # e e fd w8 R
Ay wm s W PR S e 8 o S

2 *FfmR TR A o 7 e fam fim wh o b oft v v w9 wer o PR srevfe S e it o e

% A9 31 i § ol ¢ wifeR TR 3 A = oo ¥ il v i % v g i e a0 oor R T o e
# g s “ s 21w ofim @ fbe o A e
g‘ RECOMMENDED FOR ACCEPTENCE (_g/
i =g & Ry dweh
Ll Lt sriienoent Mr_ Lakshmipathi N
. s 1 &r Le
by | o & Evn Care {Namg, : / ad Signatory
30 [‘? [Zf Nasa of Dr. & Ragn, No. pwith Stamip). < el o5 Care Trusn)
" R AT .1 SRR P NSRS, WA Tk B /orae
FOR INTERNAL LISE of KOSHIKA FOUNDATION &1 T 7
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T TR W TR 2

7 B

24.09.201



