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DECLARATION by APPLICANT: S0ds% g W o3:

1) | hereby confirm that sl detalls in this Farm are True to the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
leable for refection/cancellation. ;

2} | solemnly confirm that assistance, if received trom Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such assistance

was requested by me.

3} hereby confirm that | have not & will nol in future, avail of reimbursement, in pant o in full, from any other source/empleyernsurance company, of the amount
for which this essistance is requested
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AGREEMENT by APPLICANT | syies g =01)
1) By affixing my signature o thumb impression on this Form, | (Applicant) hersty agree & authorise Koshika Foundation and i£'s Trustess o
usoipublishiput-upireproduce my name, addross, photo & details of the “purpose”, for which such assistance is requested’granted, through any
macium, including bul nol imited o verbal, print, electronlc, for soliciting donations for Koshika Foundalion andior disseminating information aboul iI's

aclivitien/achlevemants. Such use of my pholo & delails can be made by Koshika Foundation before or after my trestment or fulfilment of the ‘purpose’
lor which assistance is being roquested

2) | [Applicant) further agree ihat any such use of my nama, address, pholo & datails of the *purpose”, for which such assistance is requestedigranied,
will nol sulomatically enlitle me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely
with Ihe Trustees of Koshika Foundation, and Ihéir decision (s this regard will be final and ecceptable to me.

1) e S e w SR S W e, A (i) sl w9y v { o i wrdtes ol el it ¢ S s o 0w,
w, wia sl e g o A e §, 99 eifew " v S, o, TvW g ke @ o i st Tvedend © ford f i W A

| T 5 % P she §) 8w m e S ® W w a9 own § o wife wEe oo

2) A (wvire) v wE W we A oam wn, v s e @ e o ® Tgivet @ wiie § 9w e W oveR W e o d

“wilrrw " T TEE Swiew W e osTm sl e e
A e,
A ! -
E

AGREEMENT by HOSPITAL (wigms gm %01)
By aflwing hersunder, signature of our Authorised Signatory for recommending this case/patiant for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & accept following
1) that we nelther are presently nor will in future avall of financial assistance from ancther NGO or any other source, for the same patient/case, as we are
requesting to get from Koshika Foundalion, to the extent that such assistance s granted by Koshika Foundation. If the requesled assistance is nol granted
by Koshika Foundation, In part of in full, then the Hospital resarves It's right to make up the shortfall from another NGO or-any other source. This
confirmation essentinlly states thal the Hospltal will not avall any duplicate assistance for the same patient/case from any ather NGO or any other source.
2) Thiz assistance from Koshika Foundation k& only financial in nature, The choice of the treatmentiprocedure advisediconducted by the Hospital on the
patient, is based on the srangemant botween the patient & the Hospital, and is In no way influenced by Koshika Foundation, Hence, the Hozpital will

assume sale & complete responsibilty of the treatment & if's outoome & safety of the patient, and Koshika Foundation will heve no rale or responsibility
In the mattar.
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