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DECLARATION by APPLICANT: SI9T% o1 5w ¥3:

1) I hergty confirm thal ol details in this Form are True 1o the best of my knowkedge. Any falso statoment will render my Application & angolng assistance, i sy,
katiia for rejection/cancsliation,

211 nolemnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the “purpose”, &s stated |n this Farm, for which such assistance
wiad roguested by me.

3) | hareby conflrm that | have not & will not i future, avail of reimbursamant, 0 part of (o full, from sy other source/employerfinsurance company, of the amount
for which this assstance & requested
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AGREEMENT by APPLICANT (s g0 %)

1} By aMixing my signature or thumb Impression on this Form, | (Applicant) haraly agres & suthorise Koshiks Foundation and i's Trustees 1o
use/publishipul-upireproduce my name, sddress, pholo & detalis of the “purpose’. for which such assitance is requestedigranted, through any
medium, including but not limied 1o vorbal, peint, slecironle, for soliciting donatlons for Koshika Foundation andlor disseminating infeemation aboul It's

acikiliea/aehigvemants. Such use of my phola & detalls can ba mada by Koshika Foundalion balore of afier my ireatment or fulfimont of the “purposes”
for which assistance Is baing requesied.

211 (Applicant) lurther agros thal any sweh use of my name, addresa, phalo & details of the “purpose”, lar which such assisiarics is requested/granted,
will ot sulomatically entitle me for recefving or continuing the said assstance. The decision for granting andior conlinuing the essistance will rest solely
with tha Trustoss of Koahikn Foundation, and (heir decision ks this regard will be final snd accepiable 1o me
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OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (wwwmm gm %)

By nffiing hereunder, sgnature of our Authorsed Signalary for recommanding this case/patiant for financial assistance from Keshika Foundalion, we
{Hospital) heraby affirm & sccapt following:

1} thint wa nmithar are presently nor will in future avail of fnenclial nesistance from anothar NGO or any olhes souroe, for the serme potenlicass, &8 we B
requesting 1o get fram Koshika Foundation, 1o the exten| that such assisiance is granied by Koshika Foundation. If (he requesied assistance |s not granted
by Koshika Foundation, in part or in full, then the Hospital reserves its right to make up the shartfall from another NGO or any othet source. This
confirmation essentizly states that the Hospial will not avail any duplicate assistance lor the samae patient/casa from any other NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The cholce of the ireatment/procedure advissdiconduciod by the Hoopital on the
pationt, is based on the armangement betwesn the patieni & the Hoapital, and |s in no way infiuenced by Koshika Foundation. Hence, the Hospital wil
assume sols & complets responsibliity of the treatment & It's outcome & safety of the patlent, and Koshike Foundation will have na role of responsibliity
in the matier.
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