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DECLARATION by APPLICANT: shew gm g ¥

11 | hereby confirm that all detsils In this Form are True to the best of my knowisdge. Any false statement will rander my Apgplication & ongoing asslstance, if any,
liable for resectionicanceliation

2} | solemnly confirm that assistance, if recefved from Koshika Foundation, will be used only for the “purpose”, a6 stated in this Form, for which such assistance

wias requested by me

3) | hereby confirm that | have not & will not in future, avail of reimbursement, in part or in full, from any other sourcalemployer/insurance company, of the amount

far which Inis assstancs |8 requasted.

1) i wom € g wen A Tl T W e 80 wEEl % s e w4 o W fere v s s v @ S e P om e §

3\ Tt grr o wE o wE s, @ s w o e Twi e st S ol o e e wdm, @ o v f o b

3) & oz wm € F P w by v o w4, 3W ofn W e @ e fren fed s o P e @ 1@ B b osbor @ el F o

AGREEMENT by APPLICANT (swéew gm %u1)

1) By alfixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and its Trusiees 10
use/publishiput-up/reproduce my name, address, photo & detabls of the “purpose”, for which such assisiance is requested/granted, through any
medium, including but not limited 1o verbal, print, electronic, for solicling donations for Koshika Foundation andlor digseminating information about it's
activities!achievemeants. Such use of my phota & details can be made by Koshika Foundation before or after my treatment of futfitment of ihe “purpose”
{or which assistance is being requestad.

2 1 (Applicant) further agres that any such use of my nome, address, photo & detalls of the *purpase”, for which such assistance Is requestedigranted,
will nol aulomatically entitie me for receiving or confinuing the said assistance. The decision for granting and/or continuing ihe assistance will rest solaty
with the Trustees of Koshika Foundation, and their decision is Ihis regard will b final and acceplable 1o ma
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AGREEMENT by HOSPITAL {wems G &)
By affixing hareunder, signature of our Aulharised Signalery for recommending this case/patient for financial assistance from Koshika Foundation, we
[Hospital) hereby affirm & accepl following:
1} that we naither are presantly nor will in future avall of financial assistance from another NGO or any othar source, for the same patlenlcase, as we are
requesting 1o get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. It the requested assistance Is nol granted
by Koshika Foundation, in part of in full, then the Hospilal reserves ' right to make up the shortfall from anather NGO or any other source. This
canfirmation essantially states thal the Hospital will not avail any duplicate assistance for the same patienticase from any other NGO or any othar sourcs
2) The assistance from Koshika Foundation is enly financial in nature. The choice of the treatment/procadure advisad/conducted by the Hespital on the
patian, is based on the arrangsment betwesn the patiant & the Hospital, and is in no way influenced by Koshika Foundalion, Hence, the Hospital will
sssume sole & complete responsibillty of the treatment & it's outcome & safety of the patient, and Koshika Foundation wlll have no role or responsibility
in the matter.
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