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DECLARATION by APPLICANT: stiTw g wiom wx;

1} | hereby confirm thal all details i this Form are Trie to the best of my knowledge. Ay false stalement will render my Application & ongoing assistance. If any,
it Tor rejection/cancefation.

211 soiemnly confirm that sssistance, I recefved hom Koahika Foundation, will be used only for the “purpose”, a5 stated in this Form, for which such assistance
wis requesied by me

3} | heraby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourca/employarfinsurance company, of the amount
far which this assistance s requested.

1) & <y wow € e W & R W wd T 50 el ¥ s o w W b o e e o W s ww wm # @ 9w B S oo wel |
1) # g = wewn o s et @ @ ow oo b, s T T v W o & el e am, @ W owes § s
1) A e wem o P fom w0y o s o v & Tnovfn W sefes w wen Teen Pl = winfrdesale s @3 W fon sl 3 o e F o

AGREEMENT by APPLICANT (sies g =1i1)

1) By affing my signature or thumb impression on this Form, | (Applicant) horeby agree & authonse Koshika Foundation snd i's Trustees o
uselpublish/pul-up/reproduce my name, address, photo & detalls of the “purpose”, for which such assistance |s requested/granied, through any
migdium, including but not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation and/or dissaminating information about it's
sclivisesiachievements, Such use of my photo & details can be made by Keshika Foundation betore or afier my treatment or fuiment of the "purpose™
for which assistance s being requesied

2) | {Applicant) further agres that any such use of my nama, address, photo & detalls of the "purpose”, for which such assistance is requestedigranted,
will not automatically entitie me for recelving or continuing the said assistance. The decision for granting andfor continuing the ssalsiance will rest solely
with th Trustess of Koshika Foundation, and their decision Is this regard wil be finsl and scceptable o me
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AGREEMENT by HOSPITAL (wemmm g w1}

By affixing hersunder, signature of our Authorissd Signalory for moommeanding this case/patient for financial assistance from Koshika Foundation, we
{Hospital) heretry afirm & accept following:

1) that we neither are presently nor will in future aval of ingncial sssistance from anothar NGO or any other source, for the Same [EIGNLTCEES, 55 WE GMNE
requesting to gel from Koshika Foundation, to the extent thal such assisiance ls granted by Koshika Foundation. If the requesied assistance i nol granied
by Koshika Foundation, in part or in full, then the Hospital reserves IUs right to make up the shorttall from snather NGO or any ofher sourca. This
confrmation essentially states that the Hospital will not avail any duplicate assistance for the same pallenticass from any olher NGO or any othar source
2} The assistance from Koshika Foundation s only financial in nature. The cholce of the treatment/procedure advised/conducied by e Hospital on the
patient, |s based on the arangemen! batwesn the patiant & the Hospital, and s in no way Influsnced by Koshika Foundation. Hence, the Hoapital will
assume soka & compiete responsibility of the treatment & iTs oulcoms & ssfety of the patisnt, and Koahliks Foundstion will have no ol o responsibility

in tha matiar.
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