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BASIS for REQUESTING ASSISTANCE (Tick whichever is applicable)
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DECLARATION by APPLICANT. SIS 0 Wve w1:

1) | hersby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render my Application & angoing assistance, il any,
liable for rejection/cancedstion

2} | solemnly confiem thal assistance, If recelved from Koshika Foundation, will be used only for the “purpase”, as stated in this Form, for which such sssistance

was requesied by mo.

3} hereby confirm that | have nat & will nal in future, avall of rembursement, in part or in full, from any other source/smployerinsurance company, of the amount
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AGREEMENT by APPLICANT | s9ms 210 %107)

1) By affixing my stgnature or thumb impression on this Form, | {Applicant) hereby agree & suthorise Koshika Foundation and it's Trusiess 1o

use/publishipul-up/teproduce my name, address, photo & detalls of the “purpase”, for which such assistance is requestedigranted, through any

medium, inciuding bul nol limited o verbal, print, electionic, for soliciting donations for Koshika Foundation andior disteminating informalion aboul it's

-aclivilies/achiavements. Such uses of my photo & details can be made by Koshika Foundation before or afier my treaiment or fulfiimant of the “purpose”
for which assistanco is baing requested

2} | (Applicant) luriner agres Ihat any such use of my name, address, pholo & details of the *purpose”, for which such assistance is requestedigranted,
will nol aulomalicaily entitle me for receiving or continuing the said assistance. The dacision for granting and/or conlinuing the assistance will rest solely
with the Truslees of Koshika Foundation, and their decision is this regard will be fin! and ecceptabia to me.
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AGREEMENT by HOSPITAL (wwraes gm F01)
By affining hereunder, signature of our Authorised Signatory for recommending this casefpatient for financial essistance from Koshika Foundation, we
{Hospital) hereby stfirm & acospt following
1) that we neithar are presantly nor will in fulure avall of financial asfistance from another NGO or any other source, for the same palienticase, as we are
requesting 10 get [rom Koshika Foundalion, 1o the axlent that such assistance is granled by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reserves It's right to make up the shortfall from another NGO or any other source. This
confirirtion essentially states thal the Hospital will not avall any dupficats assistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatmentprocedure advised/conducied by the Hospitat on the
patient, is based on the arrangement between the patlent & the Hospital, and Is in no way Influenced by Koshika Foundation. Hence, the Hospital will
assume wole & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matier,
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