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DECLARATION by APPLICANT: sifox o wyey 9y:
1) 1 hercty confiom that wi delalis in Siis Form are True 1o Bho best of my knowledge. Any false statemont will render my Application & ongoing assistance, # any,
Kigble for myjecsonicanceliation.

2) | solemnty confirm that sasistance, ¥ rceived from Koshika Foundation, will be usad ooy for the “purpose”. as stalded in this Fonm, for which sach assistance
was roguesied by me,

3) 1 heroby confiem hat | huve not S wit notin future, avall of rembursement, i part or in full, from any othar sourcaismployeninsurance compary, of the
for which this nssistance b reguesied
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AGREEMENT by APPLICANT (ssiew @1 %0

1) By affdng my sgnatune o thumb impression on this Form, | (Applicant) horebly agree & puthonse Kashika Foundstion and #'s Trusteos 1o
ustipublaiviput-upiroproduce my neme. addross, photo & detads of the “purpoac”, for which such assistance is roquestedigranied, through any
madium, including but not lenited to verbal, priet, electronie, for soliciting donatons for Koshiks Foundation andlor disseminating indormation about If's
activitles/achiovemants. Such use of my photo & detads can be made by Koshika Foundation bofore or after mry treatment or fulfiiment of the “purpase”
for which assistance » baing requesied

2) | (Applicant) further sgree that any such use of my name, address, phota & detalls of the “purpose”, for which such assistance Is requested/grantad,
will nol aulcenalically eatilio me for recelviog or continuing the sald assistance. Thie dacision for granting andlor continuing the assistance wit rest sololy
with the Trustees of Koshia Foundation, and their decision s this regerd wil be final and acceptable fo ma.
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APPLICANT'S SIGNATURE OR LEFT THUME IMPRESSION :
W B e W W2 W A

AGREEMENT by HOSPITAL (¥emm U i)

By affodng herounder, signature of our Authorised Signatory for recommending this case’patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affien & sccept following:

1) tiat we nediher ane presontly nar will i future uvall of financial assistance from another NGO or any other source, for tho same patient/case, as we are
requesting o got from Koshika Foundation, to (he axtent hal such sssistancs is granted by Koshika Foundation. If the requested aasistanca is not granted
by Koshika Foundation, in part oc In i, then the Hospital reserves it's right 1o make up the shortfall from ancther NGO or any other source, This
confimation essentiady siates that the Hospital will not avail any duplicalo assistance for the same patiestcase from any other NGO or any other source.
2) The rssistance from Koahia Foundation is only financia! in nature. The choice of tha roatmant/procedurs advised/cenductad by the Hospltal an the
patient, is based on the arsngemont botwoen the patient & the Hospital, and is in no way influanced by Koahika Foundation. Hencs, the Hospitsl wit
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