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DECLARATION by APPLICANT. @ws T Wwen wa:

1) 1 hereby condinm tha i details in this Form ara True 1o the bast of my knowledge. Any false statement will render my Application & ongoing assistanca, f any,
Rable for remctionfcancellation,

#) | sobemnly confirm thel assistance, i recelved from Koshika Foundation, will be used only for the “purpose”, &s stated In this Form, for wiich such sssistance
wis regquiesied by me,

3) | hereby confirm thal | have not & will not in futire, avail of rembussement, in part or in full; from any oiher sourcesmployerfinsurance company, of e amount
o which fhes nebiainncs & reguesiad
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AGREEMENT by APPLICANT ( swins g wm)

1) By affixing my ssgnature o thumb impression on this Form, | (Applicant) heraby agres & authorise Koshika Foundation and I('s Trustees o

usapublinhipul-upreproduce my fame, address. photo & detalla of the “purpase”. for which such assisiancs is requesisd/granted, through any

madium, inchuding tul not imited to verbal, print. electronic, for soiiciling donations for Koshka Foundation and/or disseminating information about it's

ncitvillesiachievements. Such use of my photo & delails can be made by Koshika Foundalion belore or alter my (reatmen of lullimant of the “purpass’
for which nasilance s baing reguestoed

2) 1 {Applicant) further sgres thal any such use of my name, address, pholo & ¢ of the “purpose”, for which such sssistance s reqguested/granted,

will riot sutomalically antlile me lof receiving of continuing the said ossstance. pcialon lor granting andior continuing 1he assistance will rest solely
wilh the Trustess of Koshika Foundation, and their decision is this regand will be final and acceptable 1o me,

1) v W v e w R ) ure et & (obew) ool w9 ffe wen o o “eifes g ol vt =i T i sfog e o i 9o,
ww, wieh ab w) fewre v owme o s b o Cwifew" o Sm, e, e g gt ® ot it sin e o fost fond o o srem
oy w01 % f s & 9t v W foem ot g ® ol w0 owe @ we & feeg “sifee wwieet ¥ ami sfeq

2) & (seE) w7 S0 o, T, e ol fe o T wwm § Tvd @ Wi § 9 o Teem = et SN a0 wee

‘it T e e W e sl sl el o

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
amow W FET w s W ey

AGREEMENT by HOSPITAL (wesme g =)
By affiong harounder, sgnalure of our Authorsed Signatary for recommanding ihis casa/patant for financial assstancs from Koshika Foundation, we
(Mospital) heraby affirm & accep! following
1) thind we neither are presently nor will in fulure svall of fnsncinl assistence from another NGO or any othes source, for the sume patienticass, = we are
requesting to get from Koshika Foundssion. fo the extent (hat such nssistance is graniad by Koshika Foundation. |f tha requested assislance is nol granted
by Moshiis Foundation. In pari or in full, theen the Hospsal reserves |i's right to meke up the shorfall from anothes NGO or any ofher source. This
confirmation essentialy states that the Hospital will not avall any duplicats essistance for the same patienticase from any other NGO or any other source,
2) The assistance from Koshika Foundation is only financlal in nature. The choloe of the treatment/procedure advisediconducted by the Hospital on the

ptinnt, &= based on the amangemant batween Iha patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

oviume sole & complels responsibliity of the trestment & I's outcoma & sefety of the patlend, and Koshika Foundation will have no role of responsibility
n N matter,
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