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DECLARATION by APPLICANT, spibew G wiwes wx; -
1) | hereby confim hat o dotalls in this Form ste True 10 the best of my knowladge, Ary false statoment will rander my Application & angoing
lable for regectionicancolation.
2) | sclemedy confirm that assistance. If recesved fom Koshia Foundation, will be used only for the ‘purpasa”, as stated in this Form, for which such assit
was requesiod by me
3) | hereby confirm that | have not & will not in future, e of relmbursemant, in part of i AR, from any other soarcelemployerfineurance company., of the
for which this assatance is requesied
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AGREEMENT by APPLICANT (so%tw 0 %00

1) By affixing my ssgrature o ihamb impression on tha Form, | (Appbcant) hereby agree & authorse Koshita Foundation und ir's Trustees 10
use/publish/put-uplreproduce my name, address, pholo & detals of the “purpose”, for which such assislance i requesied/granied, theough any
medium, inciudng but not imited 1o verbai, print, electronic, for schicling donations for Koshika Foundation andfor gisgsominating information about it's
activiies/achieverments. Such uss of my photo & datails can be made by Koshika Foundation before or after my treatmant or falfiment of the “purpose”
for which assisiance 18 being requesied

2)  (Appicant) further agroo that any such use of my name, address, photo & detads of Ihe “purpese”, for which such assistance is requestedigranted,
wil not automatcally entitie ma for recalving or conSieuing the sald assistance. The decision for granting andlor continuing the assistance will rest sololy
with the Trustaes of Koshika Foundation, and thair decision is this regard will be final and accegtable 1o mo

|) ¥ W ut vt wsewr w afd W) wey wwr, & (svbew) wvd wnde @ e won € o “wife it obt et it " W sy W e %o T,
wm, wiA odt @ fewen g ove f i £, C it o s, od, e gt axkes O ol e a0 avedend o fied fed o s e

# wfts wed & fe a8t wn T O g ¥ el w e € T ¥ T e sl e st b

2) A (swbew) 10w @ e { 1w 40 ws, s w2 o fywen o s wpen ® axtrel @ Wi £ 59 v W W o v vs e d
‘M'mma’h_gvﬁ#l&a*mﬂﬂm

AGREEMENT by HOSPITAL (vr=m® g ®Tt)

By affdng hervunder, signatire of cur Authorised Signalory for recommending this case/patient for financad asssstance from Koahika Foundation, we
(Haspital) horoby afierm & accept 2

1) that we noithes are prasently nor will in futuro avad of financial assistance from another NGO or any other source, for the sama patient/case, as we are
requesling 10 get from Koahiics Foundation, 10 the exdont that such assistance is granted by Koshika Foundation If the requested assistance is not granted
by Koshiks Foundation, nputo:mm.MhWUmn‘smwamMnlmmNGOovwmm.This
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2) The assistance from Kothita Foundation i only financial in nature, The chaice of the treatment/procedure advisadicenductad by the Hospital on the
pationt, is based on the arrangement betwesn the pationt & the Hospital, and is in no way influenced by Keshika Foundation. Hence, the Hospital will
assume scla & complede responsibility of the treatmsant & I's outcome & safety of the patient, and Noshika Foundation will have no role of responsiily
in the matter
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