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DECLARATION by APPLICANT: ST Fm S i:
11 | hesety confirm that il details In this Form are True o th best of my knawiedge. Any faise slatement will render my Application & engelng assistance, it any,
liatie for rejectionicancallalion.
2 | solemnily confirm that assistance, it recuived from Koshika Foundation, will be used only for the “pirpose”, Bs stated n Ihis Form, for which such assistance
wag requested by me
3} | hereby confirm that | have not & will not in future, avail of mimbusement, in part o in fuil, trom any other soutcalemplayes/insurancs campary, ol the amoun
far which Ihis assistance (8 requested
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1) By affixing my signature or thumb Impression on this Farm, | (Applicant) hareby agree & suthoriso Koshike Foundation and il's Trustees 1o
use/publishiput-upirepraduca my name, address, pholo & detalls of the *purpose”, for whith such assistanca is requestedigranted, through any
mediem, including but ot limied to verbal, print, slactronic, for soligiting donatlons for Koshika Foundation andior disseminating information about it's
activilies/achigvemants. Such use of my phato & detsils can be mada by Koshika Foundation before or after my treatment or futfiiment of the “purposs”
for whith assistance Is being requested.

2} | (Applicant] furlher agrae ihal any such usa of my name, address. photo & dafails of the *purpose’, for which such assistance is requestad/grantad,
will not autormatically entitle me for recelving or continuing the sald assistance, The decision for granting andlor continuing the assistance will rest solely
with tha Trustees of Koshlka Foundation, and thair declsion is this regard will be final and accaptable 1o me.

nmmwmmwmﬂwm.imhmmmﬂqﬂamtﬂ“mmdﬂmm * W sfires won f e dn am,
qm,uﬂ-ﬂrt1fmwwmﬁﬂhtﬂ'ﬂﬁm“mw.m.m-mwtmﬂqﬂrﬂﬁwmauamtfaihﬂtiﬁmm
ﬂ'ﬂmﬂamﬁn'.“ﬂqqnﬁrptlﬂmm’h‘mﬁmﬂwﬂumimﬂiM'ﬂﬁmmﬂm“waﬁﬁﬂmh

7} & (seE) T WA A TR TR A0 AW, W mmﬂ#mtmimtwm:mmmmmlwwi

=" G e = wn Fiy s s e wm

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
W % T W S W e

AGREEMENT by HOSPITAL (s g %i1)
By affixing hareundar, signature of out Authorised Signatary for recommending this casa/patient for financial assistence from Wnshika Foundation, we
{Hospital) heratry affirm & sccept fallerwing.
1) that we naither are prasently not will in future avall of financial assistance from anather NGO o any other source, for the same patlenticase, as we org
requesting to gel from Kashika Foundation, lo the mtent (hat such assistance is granted by Koshika Foundation. I he requested assistance is nol granted
by Hoshika Foundation, n part or in full, then the Hospital reseryes it's fght to malke up the shortfall from enotnar NGO or any other source- This
confirmation essentially states thal the Hospltal will pol avail any duplicale assistance for \he same putisni/case from any olar NGO or any othar gource
2| Thie assistance from Koshika Foundation is only finmnsial in nature. The cholce of the treatment/procedure advisadiconducted by the Haospital on 1he
patient, is based on the srrangament between the patient & the Hospltal, and I8 In o way influsnced by Koshika Foundation, Hence, the Hospital will
aselima sole & complate responelbility of the treatmant & irs outcome & safety of the patient, and Koshika tion will have no role o responsibiiny
in the matlar. '
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