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DECLANATION by APFLICANT: SPICs U W TT:

1) 1 hevetyy confiem thal of Gotails in his Form are True 10 the best of my knowledge. Anry false stalemont will render my Application & ongolng ssastance, f any,
favie kx rejecton/canceliabon
2) | solemety confem Ihat assistance, If ecenved from Koshika Foundation, will be used ony for the “purpose”, as stated in this Form, for which such assistance

waas requested by me.
3) 1 hereby confirm Hhat | have aot & will not in future, svasl of reambursement, in part or 0 U, from any other sowrcelempliayerinsurance company, of the amount
for which ths assitance & roguested
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AGREEMENT by APPLICANT (spdcs o0 wor)

1) By affong my sgnature o thumb impression on this Form, | (Agplicant) hereby agree & authorise Koshika Foundation and It's Trustees to

UBOPUDNIN DU L-UprEprOdUCE My NaMe, S0dress, Photo & details of Ihe “purpose’, for which such assistance i roquestedigranted, theough any

medium, inciuding but not imited to verbal, prnt, electronic, for soliciting donations for Koshika Foundation and/or disseminating information abodt il's

activitios/achiovements. Such use of my pholo & details can bo made by Koshika Foundation befare o aftor my treatmant or fulfilment of he “pupose”

for which zssistance is baing requested.

2) 1 {Applicant) further agree that any such use of my name, address, photo & detads of the “purpose”, for which such assistance & requestodigranted,

will not sulomaticalty entitie me for recenving or continuing the said assistance. The decision for granting andior continuing the assistance will rest sodely

with the Trusiees of Koshia Foundation, and their decision is this regard will be final and accagtable 10 me.
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AGREEMENT by HOSPITAL (resms 317 %)
By affixing herounder, signature of our Authonsed Signatory for recommending this case’pationt for financial assistance om Koshika Foundatice, we
(Hospital) hereby atem & accept following:
1) that we naither are presently nor will in future avall of nanclal assistance from ancther NGO or any other source, for the same patontcase, as we s
regquasting tc got from Keahika Foundation, 1o the extent that such assistance is granted by Koshia Foundabon. If the requesied assistance is not granted
by Koshika Foundation, in part o in ful, thon the Hospital reserves &'s right 10 make up he shortfall from ancther NGO or any other source. This
confrmabon ossentially stales Ihat the Hospitsl will nol aval any duplicate assistance for the same patenticase from any oer NGO or any olhe scurce.
2) The assstance from Koshika Foundation is only financial in nature. The choice of the reatment/procedure advisediconductad by the Haspital on the
pabent, is basoed on the arrangement batwoen the patient & the Hopital, and is n no way influencesd by Koshka Foundation. Hence, the Hospital will
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