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DECLARATION by APPLICANT, spive g siven om;

1} | heseby confirm Wsan all Sefas in this Form are Trus 1 ihe best of my knowlodge. Any false statemont will render my Applicalion & ongaing Ansisance if any
Nexbhe far rejeclion/conceliaton

2] | solemnly confirm thal assitance, if recevved from Koshida Foundation, will be usad caly for the “purpose”, a8 siated in this Form for which such assisiance
was iequesied by me.

31 | heraby confirm that | rave not & will not i fulurs, avail of reimbursemant, in pan or in R, from any oier sourcalamployerfinsurance company, of ihe amoynt
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AGREEMENT by APPLICANT (s gin i)

11 By affizing my signiture of thumb Impression on this Form, | (Applicant) hereby agroe & authorise Koshiks Foundation and il's Trusieas 1o
use/publishiput-upireproduce my name, address. photo & detalls of ths "purpose”, for which such sssistance Is requestedigranted, through any
medium, inchading but not imiled 1o verbal, print, sloctronic, for soficitng donptions for Kashika Foundation andios dissaminating informalicn aboutl iNs

adlivities/achisvements. Such usa of my phoic & details can be:made by Koshika Foundation before or after my treatment o fufiiment of the “purpose”
for which asshalance s being requesied.

2) | {Applicant) further agres that any such use of rmy name, address, phioko & detalls of the “purpose”. for which such assistance is requestedigranted
will nod sulomaticaily entitls me for receiving or conlinuing the said assistance. The dedision for granting andior continuing the sssistance will test sl
with the Trustaes of Koshika Foundation, and their decision fs this regand »ill be final snd scooptable to me
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R AGREEMENT by HOSPITAL (T&me gm wm)

By aflixing hereunder, signature of our Authorised Signatony far recommending this cass/paliont for finencal assistance from Koshika Foundation, we
{Huspital) heraby afflirm & aceep following;

1) that we reither are presently nor will in future aveil of Minancial assiEiEnce from another NGO or other source, for the some patienticase, as we are
regLEsing to gel from Koshika Foundation, to the exient thel such assistance is granted by Koshika If tha requested sssstance is nol granted
by Keshika Fourdslion, In part or im full, then the Hospital reserves 11's right o trake o Ihe shortfall from enathes NGO or any other source. This
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2] The asgistance from Koshika Foundation s onfy financial in nature. The cholce of the treatment'procedure advisadficonducted by ihe Hospital on the
patient, |5 tased on the arrangement batween the patient & the Hospial, and |s in no way influsnced by Koshika Foundation. Hence, the Hospital will
estume soe & complete responsdility of the treatment & ifw outcome & safely of the patlent, snd Koshiks Faundation will have no role or responsibility

in the matie

wt sl e W i A welid W i ST @ Bl were iy fawite i 8, Ped wn o) fre v @ we s el e b

1) WE f5 3 5 e A 0 wiea o A wem el et v @ S o @ T i © A w A o 4, 89 T v Cstow s
# firwfinifiedth s90 & v o “wifre gt g we by PR ot et et oo e ey sfmeaw & v ot fee e £ W SEEe
Sl s A wowd wive W S s wEeS W e 93w wfer g T v g € ere we e & R oo fipe mee e At 1y fa
¥ woEh wem w B o w8 dmad

2 “wif wwe” & o e Sae far v o § ol w0 vem g 9w e w e ) e = g

® e w foey & b "o wretve gro feed wwm et e o &)yl v o 6 me g o seh et W Gl i

= wrR s “wifem" & w5 wisst ) Farel e oan o i Wi A .w,,_:uf
3 =3
nzwwﬁ gﬂﬂ%mcs J {mgn..mgzmzm) £
prreasgienl ABA .
I | ions A >
' Name, Des
25kyf23 Pt I —— .
L < W 0 T e ST
FOR INTERNAL USE of KOSHIKA FOUNDATION  swifre 3vam Iy
B SIGRATURE of TRUSTEE 7

2 TR |

7 FAE

/|

14/t 212022




