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DECLARATION by APPLICANT. SIEE% B W ¥5:

1] | hareby confirm that all detsils in this Form ars True 1o the best of my knowledge. Any false statomant will render my Application & ongoing sesistanca, I any,
lisble for rejection/cancellaton,

2) | solwminly confirm that assistance, if received from Koshika Foundation, will be usad only for tha "purpoes”, s stated in this Form. for which such assistance

wis requested by me

3) | hewetyy confirm that | e nal & will nat in fulute, svadl of reimbussement. in part ar i full, from any other sourcefemployerfinsuranoe company, of (ng amount

for which this assistance s reqguasied
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AGREEMENT by APPLICANT | wries g w1

1) By affixing my signature or thumb impression on his Form, | {Applicant} hereby agree & authorise Koshlka Foundation and It's Trustees to
use/publishipul-upireproduce my name, address, pholo & detalls of the “purpase”, for which such assistance is requested/granied, through any
madium, inchuding bul not lmited 10 vertal, print, elacironic, lar soliciling donations for Koshika Feundation andior disseminating information aboul i's
activities‘achievemanis. Such use of my phoio & details can be mads by Koshike Foundalion befora or after my treatment or fulfilment of the “purpose”
far which assistance Is being requesied

21| [Applicant) flurther agree that any such (se of my name, address, photo & detalls of the “purposa”, for which such assistance (8 requested/granted,
will not autormatically entite me for receiving ar continuing the said assistance, The decision for greniing and/or conlinuing the assistanoa will rest solaly
witty the Trustess of Koshiks Foundation, and thalr declsion Is this regard will be final and accepinble o me
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AGREEMENT by HOSPITAL (¥&wam §0 000

By affixing hereundar, signature of our Aulhorised Signatory for recommending this casa/patient fof financial assietance from Keshika Foundation, we
{Hospital) hereby afflrm & accep! following:

1) that we ralibat are prasantly not will in fulure svail of financial assistance from another NGO or any other source, for ihe same patienticase, as we are
reguesting 10 got from Koshika Foundaton, to the axtianl thal such assistance (s granted by Koshika Foundation. If the requested assistance 15 nol granted
by Koshlka Foundation, in part of in full, then the Hespital reservas it's fight to make up the shortfall from another NGO o sny ather source. This
confirrmation asserfiaily states that the Hospital will not svall any duplicate sssistance for the same patienticase from any olher NGO or any other source.
2) Tha essistance from Koshiks Foundation is only financial in nature, The choice of the ireatmentprocedure advised/oonductad by the Hospital on the
patlent, ks based on the arangsment between the patiant & the Hospital, and is in no way influenced by Koshika Foundatlan. Hance, he Hospial will
EEsume sole & complets responsibilily of the treatment & Its outoome & safety of the patient, and Koshika Foundation will have no role or responsibility
Irv the mattes

o wfegn, penwdl 2 s ueEa W i s @ fafe e gy feft o ot 2, e e () freovem A wen w s R

L) w5 o wfam s 5 W wfire | Tl merw P rowwert seam o fed o i 8 T diberes F o om o o 4 9 B e Cwie e
# frmimdetn TR % A Cwiw FEEvRT G g v B b ofy Cwite s gm e e sfeeess fg v W few a0 sem
ot == fn wewl dew W fed o wE § woem S W sfeen e e b owm e d we v am ke oseew fofe wes e ol W el
% el wew W el s w3 T8 S

oA i Vw5 S o wm faehf moomd A ),

RECOMMENDED FOR ACCEPTENCE
B L i

e | Dr.SU

otfor[ay | MPBara

_ . T T e i
FOR INTERNAL USE of KOSHIKA FOUNDATION  s1=ift T9am £
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
[ T | =il e 2

ol Pz

15-08-2023




