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DECLARATION by APPLICANT, =Ties T wres) ws:

11 | hivresbyy confirm that all detalls in this Form are True to the best of my knowlodge Any falss statemant will rendar my Application & ongoing assistance, if any,
liabde fow relection/cancaliation

2] | solemnly confirm thatl assistance, il rmceived from Koshika Foundation, will be usad only for the “purpose”, as stated in this Form, Tor which such assistance
was requested by me

3) | heraby confirm that | have nol & will not in future, avan of rermbursemant, in par or i fll, from any other sourcalemployeriinsurance company, of the amount
for which this assistance g requested,
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1) By-allamg my signature or thumb impression on this Form, | (Applicant) heraby agree & sulhorise Koshika Foundation and il's Trustees o

usalpubishipul-uplreproduce my name, address, pholo & detalls of the “purpose”, for which such assistance |s requestedigranted, through any

rmedium, ingtuding but nal imited to verbal, prinl, electronic, for soliciting donations for Koshika Foundation and/or disseminaiing information aboul ir's

attivitlesfachiovamants. Such use of my pholo & details can be made by Keshika Foundation before or after my treatment or fulfiiment of the “purpose”
for which asestance s baing requesied

2) | (Applicant) lurther agrea thal any such use of my name, address, phota & details of the “purpose”, for which such assistance is requestedigranied,
will not autamatically entitle me for recaiving of continuing the said assistance. The decision for granting and/or continuing the assistance will rest solaly
with the Truslses of Koshika Foundation. and hair decision is Ihis regard will be final and acceptable o me

|) T U W T e W s W e wemwr, A (s e omeir W ufe won ff o s wrEkem s e =awi ¢ w0 s w0 oo,
w, W sl A fasonoue d dif B, R st o aml o e get agtv o ol ofifafed s goeferd € fe Tl o v s

% wwihe W w A stewn § St s o e & o W e m owe § ot ® T il wredea” w s sl d

1) B (vmiew) T owm @ wem o fE e A, v, wi sl e W wEme % Ty o it & o0 A T W TEER T 0 T a1

“ifyan ™ v Tod =fed W Tbn sifim st e B

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION -
Sw ¥ e W s W e . S{-Q"r

AGREEMENT by HOSPITAL (revma gml &u1)

By affinng horeandor, signature of aur Authonsed Signatory for recommending this case/patient for financinl assistance from Koshika Foundation, we
(Hospital) herely affirm & sccept lollowing:

1) thot wi neither are prasently nor will in future meail of financial assistance from anothier NGO or any ofher source, for the same pmbenlcass, a8 we are
requasting to gel from Koshika Foundation, 1o the extent that such Bssistance is granied by Koshika Foundation, If the requested assislance is not granied
by Koshika Foundation, in part or In full, then the Hospétal reserves iUs righl 1o maka up the shartiall from another NGO or any olher source. This
eonfirmation essentlally states that the Huspital will not avail any duplicate assistance for the same patient/case from any other NGO of any other source
2} The assistance from Koshika Foundaltion |s only financal in nature. The choice of the trestment/procedure advised/conductad by the Hospital on tha
pahant, is based on the arapgement batween the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & compléts responsibliity of the reatmant & U's outcome & satety of the patienl, and Koshiks Foundation will have no role or responsibility
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