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DECLARATION by APPLICANT. ¥¥Ts M mm 7
1} | hereby canfirm that all datalls in this Form are True to ke best of my knowisdge, Any fise statement will rendar my Application & ongoing asssiance, if any,
liabde for redection/oanceliation.

2} | solermnly confimm that assistance, || regetved from Koshika Foundation, will be usad only for the “purpase’, as stated in this Form, lor which such sssistance
wee raguasted by me.

3) | heraby confirm that | have not & will notin fulure, svall of resmbursement. in par of in full, from any other sourcelemployerinsurance company, of the amount
for which this assislanoe s requesiod.
1} & s e f e vE e R T o W fr @ e % organ we o s b oo e e s wm o w s e et ow o b
2} Bt g = ww v Wi SRR, @ & = o f, e e T ste W i o T T o, = oW wes F wmomn §

1) # ofe =ow £ f5 fm mewn fy ux o w1 o @ 3w v s sl w wns feen el e oS S 3 9 A fra @ s 3 o0 ofre d dm

AGREEMENT by APPLICANT (s g1 =)

1) By affixing my signalure or thumb impression on this Form, | (Applicant) horeby agree & authoriss Koshlka Foundation and e Trustess o
usalpublish/put-upireproducs my name, address, phota & detalls of the "purpose’. for which such assistance is requestedigranted, through any
madicm, Including but not limited to verbal, print, electronlc, for soliciting donations for Koshika Foundation and/or dissaminating infarmation aboul ir's
aoiivitiesiachievements. Such use of my pholo & detalls can be made by Koshika Foundalion before or sfier my treatment or fulfiiment of the “purpose’
for which assistance is baing requested

2) | (Applicant) turther agree that any such use ol my rame, address, photo & details of the "purpssa”, for which such assistance is requestedigrantad,
will nol automatically entitle me for regeiving or continuing the said assistance. The decision for granting andfor continuing the assistance will rest-solaly
with the Trustess of Koshika Foundatron, snd Iheir decision is this regard will ba final and scceptable o me
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AGREEMENT by HOSPITAL (womsm &M %)
By zMizing hereundar, siarature of our Authorised Signatory for recommending Ihis case/patient for financial assmstance from Koshika Foundation, wé
[Haspital) herety affum & accepl folicwing.
1) that we naither are presently nor will in future avall of financial assistance from anolher NGO or any other source, for the same palient/case, as we are
raguesting to gat from Koshika Foundation, to the exien) that such assistance is graniad by Koshika Foundabion. | the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's nght to maka up the shortfall rom anather NGO or any other source. This
confirmation essentialy states that the Hospital will not avall any duplicate sssistance for the sama patient/case from any olher NGO or any other source.
2) The assistance from Koshika Foundation is anly fingncial In nature. The choice of the treatment!procedurs advissd/iconducted by the Hospital on the
patient, is based on the srrangamant betwean the patiem & the Hospital, and is in no wey influenced by Koshika Foundation, Hence, the Hospital wil
assume sole & complete responsibility of the treatment & s outcome & safety of the patient, snd Koshika Foundstion will hiave no role or reeponsibility
in the mattar
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