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DECLARATION by APPLICANT; Siies Jm sirem i

11 | higreby onfiem ihat all detalls in this Form are True to tne best of my knowiedge. Any false statrment will render my Applicalion & ongoing assistance, if @y,
hinbie for rejection/canceliation.

2) | solpmnly canfirm that sssistance., i recesved from Koshika Foundation, will be used only for ihe “purpose”, as statad In this Form, for which such assistance
was requested by me

9} | hereby confiem that | kive not & will nol in future, avail of reimbursement, in pat &t in full, from any other sourcalemployerinsUranca company, al tha-smaurt
far. which this assistance is requasted _
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. AGREEMENT by APPLICANT (wnes g 571)

1) By affining my signature or thumb impression an this Farm, | (Applicant) hereby agres & authoriss Koshika Foundation and (s Trustees Lo
ussipublishiput-upteproduse my name, address, photo & delails ol the “purppse”. for which such assistance ls requestedigranted, through ony
medium, including bl nat limiled 1o verbal, print, slectronic, for soliciting donations for Koshiks Foundation andior disseminating informetion about 1's
activities/actievementae. Such use of my photo & detalls can ba made by Koshika Foundation bafore or aftar my trestment ar fullliment of the “purpose’
far which assistance is belng requested,

21 | {Appiicant) furiner agree that any such usa of my name, address, pholo & details of the “purposs’, for which such assistance is requestedgranted,
will not attamatically entitle me for receiving or continuing the sald essistance. The decision for granting andlor continuing the assistance will rest solely
wilh [he Trustaes of Koshika Foundation, and their desision is this regard will be finat and agcoptable 1o ma

1) TR WS TS R W ST W e e d (e A et W g w f we W Wi s e el 7w s s e s,
o, 6k s o e v e i R i e e, T, e TRt @ g e s avsfe 9 e el o s s
ﬂmﬁamﬁfm,aﬂhqnibﬂimwﬁmﬂmimwmtsﬂih“dﬁmm’ﬂﬂmh
:Jﬂfamm‘)mmﬁm{ﬁrﬂnm.w.qﬁﬁmﬁmﬂhmimirﬁﬂiﬂm:mwmmmumnﬂti

‘i e T e W Pl sl s s g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (¥m= g %177}

By affixing heresunder, signature of our Authorised Signatary for ecommending this caselpatient for financial assistance from Koshika Foundation, wo
{Hospital) heraby sffim & sccept following:

1§ that we nelther are presently nor will in future avad of financial assistance from another NGO of any other source, for the same pallenticase, a8 we are
requesting to get from Kashika Foundation, o the sxient that such assistancs is granied by Kashika Foundation. |f the requested assistance is not grantad
by Koshlka Foundation. in gart o In full, then the Hospital reserves it's right 1o make up the shartfall from another NGO or any other source. This
confirmation essentially states that the Hespital will not avall any duplicate assistanca lor the same patienl/case from any othar NGO or any other source
2) The assistance from Koshika Fauhdalion iz only. financial in nature. The cholee of ihe treatmentprocadure advisediconducted by the Hospilal an the
patient, s bagsed an the armpgemen! batwesn the pathent & the Hospilal, and is in no way infiuenced by Koshika Foundation. Henca, the Hospital will
aesume sole & complats responaibiity of the treatment & it's oulcoma & safaty of the patient, and Koshike Foundation will have no role ar responsibllity
In the malter.
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