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DECLARATION by APPLICANT: 3T B wiwen ws:

1) | hereby confirm that all detalls in this Form are True to the best of my knowledge. Any fatse statement will render my Application & ongoing assistance. if any,
liable for rejection/cancaliation. 4 e i

2) | solemnly confirm that assislance, if received from Koshika Foundation, will be used only for the “purpose”, as slated in this Form, for which such assistance
was requested by ma.

3) | hereby confirm that | have not & will not in future, avail of reimbursemant, in part or in full, from any other sourcalemployerfinsurance company, of the amount
for which this assistance is requesied
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AGREEMENT by APPLIEIHT (swins pu W)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundalion and It's Trustees to
usalpublishiput-up/reproduce my name, address, photo & detalis of the “purpose”, for which such assistance is requestedigranted, through any
medium, including but nol limited 1o verbal, print, electronie, for soliciting donations for Koshika Foundation and/or disseminating information about it's
activities/achisvemants, Such use of my photo & detalls can bo made by Koshika Foundation before or after my treatment or fulfilment of the "purpose”
for which assisiance is being requestad.

2} | {Applicant) further agree that any such use of my name, address, photo & detalls of the “purpasa”, for which such assistance is requosted/granted,
will notl autematically entitle me lor receiving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and their decision is Lhis regard will ba final and accaplable to me.

1) v T W S v W SR W ouT we, § (sview) Sl weele W) o v o o s el s e st s s s T aw,
o, i sl 5 feae g oum F difie §, 9 C e g SRl o3, wevw (et gt § g TRl shosefend € el fesd o wem e

Ayt wet ® fo sfeg b1 9wy W fem # o ® s @ 8w ® fe * wifees wrate” o s sfieg §

2) A (swiew) @ wm A wem TR S0, T, 90 o fern W e T % aged @ s €98 e s W v oo i d

APPLICANT'S SIGNATURE OR LEFT THUME IMPREBSION :
TR ¥ TR W S W

e v s e a e st she s
®

AGREEMENT by HOSPITAL (wswmet gr0 o)

By affixing hereunder, signalure of our Authorised Signatory for recommaending this case/patient for financial assistance from Koshika Foundstion, we
{Hospital) heraby affim & accept following:

1) that we neifher are presently nor will in fulure avail of financial essistance from another NGO or any other source, for the same patient/case, as we are
requesting to ged from Koshika Foundation, to the exten! that such assistance s granted by Koshika Foundation, If the requested assistance is not granted
by Koshika Foundation, in part orin full, then the Hospital reserves it's right 1o make up the shartfall from another NGO or any other source. This
confirmation essentialy states thal the Hospital will not avall any duplicate sssistance for the same patient/case from nny other NGO or any other source,
2] The assistance from Koshika Foundalion is only financial In nalure. The choice of the treatment/procedure advised/conducted by the Hospital on the
patient, Is based on the arrangement betwesn the patient & the Hospital, and is In no way influenced by Koshika Foundation, Henca, the Hospital will
am&::ma salo & complate responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibiiity
in the matter,
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