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DECLARATION by APPLICANT: smiew 3 sivm a:

1) | hereby confirm that all details in this Form are True to the best of my knowledge. Ary false statemant will render my Application & ongolng asslstance, if any,
lissble for refection/canceliation,

2) | solemnly confirm that assistance, [f recelved from Koshikes Foundation, will be used only far the “purpose”, 85 stated in this Form, for which such assistance
wias requested by me.

3] | hereby confirm that | have not & will nat in future, avall of eimbursement. in par or in full, from any other sourcelemployer/insurance company, of the amount
fit wiich this assistance is requested.

:1'Hmm{fmmmﬂﬁﬁﬂﬂwﬁmﬂﬂmﬁﬁmmqﬁmhmﬂmdwmmmiﬂﬂﬂmmﬂmmhl

1) # g o wwE T s e, @ o w ot §, Tee T T vt W) @ fd fem it % v e f w0 o

31#5an{ﬁifHWﬂwmﬁmﬁﬂl,wmﬁmmummMmMMﬂammtmqﬂmh{m
AGREEMENT by APPLICANT (sm=s g 1)

1) By affixing my signature or thumb impression on this Form, | (Applicant] hereby agree & aulharise Koshika Foundation and I1's Trustees 1o
use/publishiput-up/reproduce my name, sddress, photo & details of the "purpase”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, electrenic, for soliciting donations for Koshika Foundation andlor disseminating information about It's
activities/achievements. Such use of my photo & detalls can be made by Koshika Foundatlon belore or afler my traatment of fuifiiment of the “purpose”
far which assistance is baing requesied.

24| (Applicant) further agres that any such use of my name, address, photo & details of the *purpasa”, for which such assistance is requestad/granted,
will not aulomatically entitle me for receiving or continuing the said assistance. The declsion for granting andlor continuing the assistance will rest solaly
wilh the Trusteas of Koshiks Faundation, and thelr decision is this regard will ba final and acceptable 1o me
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AGREEMENT by HOSPITAL (weaE B0 H10)
By affixing hereunder, signature of our Authorised Signalory for recommending Inis case/patient for financial assislance from Koshika Foundation, we
{Hospital) heraby affirm & accept following:
1) that we neither are pressnily nor will in future avall of financial assistance from another NGO or any other source, for the same patient'case, 85 we are
requesting to gat from Koshika Foundatlon, to the extent that such assistance is granted by Koshika Foundation. If the requesied assistance is nol granted
by Koshika Foundation, in garl of in full, then the Hospital reserves Il's right to make up the shortfall from anather NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature The cholce of the treatment/procedure advisediconducted by the Hospital on the
patiant, s based on the arrangement between the patient & tha Hospital, and is in no way influenced by Koshika Foundation. Hence. the Hospital will

assume sole & complate responsibility of the treatment & it's outcome & safety of the patient, antd Koshika Foundation will have na role or responsibility
in the matter
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