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“PURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT. FET® B W0 35;

1) | haseby confirm that all detalls | this Farm are True & the best of my knowledge. Any false statermant will tendar my Application & ohgolng assistance, if any,
liahie for rejectionfcanoefiation

2) | =olamnly confirm that asslstince, |f received froth Koshika Foundation, wil be usad only for the “purpase’, as stated In this Form, for which such seslatance

was requested by ma ;

31| heraby confirm that | have not & will nol in fulure, syvail of meimbumsement, in part or in full, from any other sourcafemployerinaurance company, of the amount

for which this sssistanee is reguestad.

1) & s s f B oew w9 frlom ad feare S el @ s e ool i 8 ot W R o e s o s # A @ meen e 5w e

2) Wt g o wevws o s e 8 oW o f e T e s o i S el e, W owm v o oo b

) # ofe wr § fn fm o &g weks F1 £ own i w0 sl w e frew el s et sl @ 9 0 fr & olw @ ol o i@

AGREEMENT by APPLICANT [ wmite g =)

1) By affialng my slignaters of thumb Impression on thie Farm, | (Applicant) hereby agree & authorise Koshika Foundanhon and it's Trustess 1o
unadpubitish/pul-upireproduce my name. address, pholo & detalls of Ibe "purpose”, [or which such assistance is requested/grantad, Through any
medium, [ncluding but not fimided to vettal, pinl, electranic, for saliciting donations for Kirshika Foundation andior dissemimating informatian about it's
activitles/achiovements. Such use of my phota & details can ke made by Koshika Foundafion befors or after my tmatmanl or fulliiment of tha “purpose”
Iorwhich assistEnce in Being reguested

2] | {Applicanl) lurther sgres (hal Bny such use of my name, address, pholo & dotajls of ihe “purpesa”, for which such sssistance ig requestad/granted,
will not mytomatieally entitle me for recaiving or continuing the satd assistance. The decision for granting andlor continuing the assistanoe will rest solely
with the Trustves of Koghlka Foundation, and their decision is this regard will be final and acceptabla to me:
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AGREEMENT by HOSPITAL [w&mm g Sam)

By affixing hareunder, signature of our Aulhorised Signatory for tecommending this case/pationt for financisl assistance from Koshika Foundatlon, we
(Hospital] hereby affirm & pocept followlrg:

1) thal we nelther are presenily nor will in fulure avall of financlal assistance from another NGO or any other ssurce, for the same patient/case, 8s we are
requasting to gel from Koshika Foundetion, lo the satent thal such assisiance is granlad by Koshiks Foundation. If the requestsd assistance s nol granted
by Koshlka Foundalion, In part or in full, then the Hospital meerves (Vs right to meke up the shortfall from another NGO or any other source. This
conlirmition essentially stales that the Hospital wil not avail any dupl|cate assistance for the same patienticase from sny other NGO or any other source.
£} The asaistance from Koshika Foundalion is only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
pallent, i based on lhe arangemant batwean the patient & the Hospltal, and s In no way Influenced by Koshikas Foundation. Hence, the Hospital wil
assume solt & complota responsibiiity of the treaiment & it's outcome & safoety of the patient, and Koshike Foundation will have no role or respansibllity
Iny the matter,
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