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DECLARATION by APPLICANT: WFes 3777 ST wa:

1) | heraby confirm thnt all detalls in this Form aro True i the teat of my knowisdge. Any false stalement will render my Application & ongaing assistance, if an
lmtée for rejectonicancetintion

2§ geslemeily confirm that assistance, I recehad fomi Koshike Foundation, will be used only for the *putpose’, as-stated in this Form, for which such pesistance

was feguisiod by me. _

4% | bmratiy confirm thist | have nol & vill not in futete, avall of remburssment, i part of in ull fram any affisr sourcefemployerinsurance company, of the amo
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AGREEMENT by APPLICANT (sies Gl 11)

1) By afining my signature or thumb Impression on this Form, | {Applicam) hereby sgree & authorise Koshika Foundation and s Trusteas lo:

i/ publish/put-up/repraduce my name, sddress, photo & details of the “purpose”, far which such assistance s requestedigranted, through any
medium, including but not limited 1o vertal, print, electroniz, for soliciting donations for Koshika Foundation andfar dissaminating Infarmation abaut it's
actnitieslnchisvements. Such use of my pholo & detalls can be mate by Koshika Foundation befare or after my Lreatment or fulfiimanl of the "purpose’
fne which nssistance is baing requesied.

2] | (Applicant) lurther sgres that any such use of my name, sddress, photo 8 detalls of the "purpese”, for which such assistance is requestadigranted,
wilt nol automatically ontitle me for receiving or continuing the sald assistance, The decision for granting and/er continuing the assistance will rest galely
with the Tresteas of Koshika Foundabion, snd their decision |s this regard will be final and acosplable lo me
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AGREEMENT by HOSPITAL (Wimms B/ S0T)
By afiixing hsreunder, signature of our Authorised Signaloty for recammending this case/patient for financial assistance from Koshika Foundation, wi
{Hospital) hareby affirm & accept foilowing:
1) that wa nelther am presently nor will In futurs avail of inancisl assistance Irom another NGO or any other sourca, for the same patient/cass, 88 we ar
requesting to get from Koshika Foundation, to the extent that such assistance is grantad by Koshika Foundation If the requested assistanca is nol grant
tiy Keshina Foundation, in pard anin full, then the Hospital resarves [t right to mako up the shortiall from another NGO or any other source. This
confirmalion essentialy stales that the Hospital will not avall any duplicate assistance for tha same patienticase from any ather NGO or any other solirce
2§ Tha assistance from Koshika Foundatian is only financial in nature, The chalce of the reatmenltiprocedury advisediconductod by the Hospital on thix
patient. is based on the arrangement betwean the patient & the Hospital, and is in no way Influsnced by Kashika Foundatian. Henca, tha Hospital wiil
nssume sole & complets responsibility of the treatment & It's outcomn & safety of the patient, and Koshiks Foundation will kave no role of respansibility
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