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DECLARATION by APPLICANT: ST T WIwen wa:

1) | hareby confirm that all detaiis in this Form are True to (ha best of my knowiedge. Any false statement will render my Application & ongoing assistance, if any,
liabie for rejection/canceiiation

2) | salemnly corfirm that assistance, if received from Koshiks Foundation, will ba used only for the “purpose”, &5 stated in this Form. for which such assistance
was requested by me.

) | heraby confirm that | ave not & will not in future, avall of reimbursement, in part or in full, from amy other sourcefemployerfinsurance company, of the amount
for which this assistance is requested
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1) By affixing my signiature or thumb impression on this Form, | (Applicant) hereby sgree & authorise Koshika Foundation and it's Trustees lo

usa/publishiput-uplreproduce my name, address, photo & details of the “purpose”, lor which such assislance is requested/granted, through any

medium, Including but not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andior dissaminating information about It's

activities/achieyvemants. Such usa of my photo & detalls can be made by Koshika Foundation before or alter my (reatment or fulfitment of the “purpose”
for which assistance i being requested.

2) | (Applicant] further agres that any such use of my name, address, photo & details of the “purpese”, for which such assistance is requestedigranted,
will not aulomatically entitle me for receiving or continuing the said assistance. The decision for granting and/or conlinuing Ihe assistance will res! solely
with the Trusiees of Koshika Foundation, and thait decizion is this regard will be final and acceptable to me.

1) TR YT TS YRR T S W W s, f (wmis) s w9 gfe v f o Cwifre wedv o v =mie ¢ ow sfegn o f e o
o, W s s fewe e v o sifer #, 2R Swifem s, o, e qEt give W g il s ovfeed § e el o s e

# wafor wed 5 forg ey 1 St wen w fr A R W W oA A w ¥ fg Cwifiew st w s sfiog b

2) & (swiew) wowm @ w6 d0 o, v, o sl e o f wee @ wgvd @ owfdn § R e T W e T T e

“wifamn " T T s W fole s S wnen g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
e # we S W Fa

AGREEMENT by HOSPITAL (wema g 1)
By affing hereunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, wa
{Hospital) heraby affirn & accept following:
1) that we neither ara presently nor will in future avail of financial assistance from another NGO or any othar source, for the same patienticase, as we are
requesting to gel from Koshika Foundation, to the extent that such assistance ks granted by Koshiks Foundation. If the requested assistance (& not granied
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from anather NGO or any othar source This
confirmation essentially stales that the Hospital will nat avail any duplicate assistance for the same patient/case from any other NGO or any othar source.
2} The assistance from Koshika Foundation iz only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, s based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundalion. Hance, the Hospital will

assume sola & completa responsibility of the treatment & iU's outcome & safety of the patient, and Kashika Foundation will have no role or responslbliity
in the matter
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