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DECLARATION by APPLICANT, WEE+ B WWw ¥3:

1] 1 haratry confirm thal all deteds in s Form: ane True 1o the best ol my knowledge Any false statement will render my Application & ongaing sssistance, if any
Natle lor reyection'cancediation

21 | slemmby contirm that assistance, # recesed from Koshika Foundation, will be used only for the “purpose”. a3 slated in thas Form, for which such assstance
was reguested by me

3} | heratry condiom that | Rave not & wil not i future, avail of rembursement. in par or o 1, from any other source/smployeefinsurance company, of he smaun
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1] By aflwng my signature ot thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and i's Trustees o

e pubilsh put-upiregroduce my name, sddress, photo & details of the ‘purpose”. for which such assislance is requeledgranted, through any
medum, including but not imited Lo verbal, print, slectronic, for saliciling donations for Keshika Foundation and’or disseminating Information about it's
schivlisiachievements Such use ol my pholo & detaills can be made by Koshika Foundation before or aher my trestment of fulfilment of the “purpose’
ot which asamstance & baing reguesied

21 | (Apphcani) furtser agres that any such use of my name, adaress, photo & detalls of the “purpose”, for which such asasslance (s requestedigranied,
will pol automistcally entitle rme for recelving or continuing the said assistance The decision for granting and/or continuing the assistance will rest soialy
wilh tha Trusiees of Koshika Foundation, snd their deciskon is this regard will be final and accepiable o me
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AGREEMENT by HOSPITAL (wwmm g %u1)

By afaing hereunder. sgnature of our Authonsed Signatory for recommending this case/palient lor financial asslstance from Koshika Foundaion, we
{Hospital ) hereby affirm & acoapl tolowing.

1] et wa nelther s presently nor will in future svall of finencial assistance from another NGO o any cther source, for the sama patianticase, uu we are
reguasting 1o gl from Mosnika Foundation, to the extent tha! such assistance is granted by Koshika Foundation. if the requesied assistance 1§ nol granted
by Koshika Foundation, m par or in full, then the Hospltsl reserves it's fight 1o make up the shortfall from another NGO or any ather sowrce, This
perfirmation essentally states thal the Hospital will not avall any duplicate assistance for the same patient/cass from any other NGO or @ny other source
) The assistance from Koshika Foundation is only financial in nature. The choice of the ireatmentiprocedure advised/conducied by the Haspital on tha
pathanl, i hased on the armangsment batwean the patient & the Hospital. and is in no way influenced by Koshika Foundation Hence. the Hospital will

assume olo & complete reaponuiblity of the treatment & i's oulcome & safety of the patent, and Koshiks Foundation will hie no role o respansdbilily
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