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DECLARATION by APPLICANT: sréss g wiwm

1}|mmymmadaﬂhﬁmmn7mhhhndwm.mrhm*im fmy Appication & ongoing assstance, if any,
katte for nechon/canceliaton.

2} 1 solemnly confirm that assistance. f recaived from Koshika Foundation, will be used ony for the “purpose”, as stated in this Form, for which such assistance

wias requasied by me,

3} | heareby confirm that | have nol & will not in future, avail of rembursement, In prart o in ll, from any other sourcelamployerinsumnce comgany, of the amount
for which this sssistance s requosted
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AGREEMENT by APPLICANT (swies gu wim)

1) By affaing my snature or thumb impression on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and i's Trustees lo
usa/publsh/put-upeproduce my name, address, photo & detalls of the “purpose”, for which such assistance is requestadigranted, thiough any
medium, inchading But not limited 1o verbal, print, slectronic, for soliciling donations for Kashika Foundation andior disseminating Informaton about i(s
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2} | {Appicant) furiher agree that any such ese of my nams, address, phobo & dataily of the "purpose”, for which such assiglance |s requested/granied,
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with he Trustees of Koshika Foundation, and thelr decision Is this regard will e final and acceptable to me.
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AGREEMENT by HOSPITAL (7#@= T wim)

aymmhm.wﬂmmmsmmmmmwmhmmmm Haoshika Foundstion, we
(Hospital) hersty a%irm & accepl g

1] that we neither are presently nor will in fulure avall of inancial assisiancs from another NGO or any othar source. for the ssme paienticass. 88 we are
requesting 1o gt from Koshika Foundation, o the extent that such assistance is granted by Koshika Foundation. I the requesied pssinlance is nol granied
by Koshdica Foundation, in part or in full, then the Hospital reserves i right to maka up the shortfall from anothar NGO o any other source. This
confirmation essentially states that the Hospital will not avall any duplicate sssistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Fu.rndmmilmlrhmmm.mmmdmmumnmmmmwmwnnm
patient, is basad on the arangement betwesn the patient & the Hospital, and s In no way influsnced by Koshika Foundation. Herice, the Hospital will
asvama sole & complete responsibility of the treatmant & ' outcome & safety of the patient. and Koshika Foundation will hive no role o responslbiity
in tha matiar.
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