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1 I hereby confirm thal all delails in thrs Form are lrue to the best of my knowledge. Any false statement will render myApplication & ongorng assistance, rf

,ratllc [or rejection/cancellation

was requested by me

3) I hereby confirnl that I have not & vrill not rn future, avail of reimbursement. in part or n fu from any other source/employer/insurance company, of the amount
for which this assistance is requested

r) { qtqnTr a'Gr d f iq fi6c c f(d Tq {S trq{q tt ffi-+rfr * qun Fd ss H-d tr qtc 6ti Fdinr \s q-zFr Br{rq qrqr qkrr t at tt vaq-cr ftrR 6i q wtifi

2) Er EK qr sflzrdr {fu "+TRrfi rrrre{H", t ei qr rd t, ffim gqdtj sqi sq{q 6"r {H d ftra fuqr qraT, ql {fl msq q .nrrcl tr

3) { $e 6.tr {.i+ iqq rr6r+dr rE 4'd rr?iri 6i.r$ *, rq {frr 6l qfrrfr ql v+-e lrwr ffi orq dfl/Fmi-q-s.fr+r qqf, € r ai frqr t silr I fi qfqq d ifur

DECLARATION by APPLICANT: 3lr+ffi EK frqun q{;

by ERr S-{R)

118y affixing my signature or thurnb impression on this Form, l(Applrcant) hereby agree & authorise Koshika Foundation and its Trustees to

uselpublislr/put-up/reproduce rny name, address, photo & details of the "purpose", for which such assistance is requestedigranted, through any

medium, incluoin(J but not limited lo verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating information about it's

activities/achievements. Such use ol my photo & details can be made by Koshika Foundation before or after my treatrnent or fulfilment of the "purpose"

for which assistance is being requested.

2) I (Applicant) [urther agree that any such use of my name. address photo & details of the "purpose", for which such assistance is requested/granted,

with the Trustees oi Koshika Foundation, and their decision is lhrs regard will be final and acceptable to nre.
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AGREEMENT by HOSPITAL (Ewfff, 6RI 6-{R)

confirmation essentially slates thal the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundatron is only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
ln the matter.
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