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“PURPOSE™ for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT: ST4<% Tm Wiy w3

HMWMH“EnM Form are True (6 the best of my knowledge. Any false staloment will render my Application & angolng asslstance, Il gny,

resectionicancedation.
2) | solemnly confirm that sssistance, i received from Koshikas Foundation, will be used only for the *purpons”, s siaied in this Form. for which such sesistance
wiits reguestod by me

3) | horedly confiem that | Fave not & will not in future, avall of reimbursement, in pan of in full, from any other sourcalamgloyes/insutance company, of the amount
for which this sssistance = requested. ™
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AGREEMENT by APPLICANT (s 9 w07)

1) By affaing my signature of thumb impression on this Form, | (Applicant) hereby agres & authorise Koshike Foundation and s Trustess to
use‘publish/pul-upireproduce rmy name, address, photo & details of the "purpose”, for which such assistance is requestedigranted, through any
miedium, including but not Iimited 1o verbal, prinl, electronic, for soliciting donations for Kashika Foundation andior disseminating information abaut if's

acthvitiesfachievements. Such use of my phoio & details can be made by Koshika Foundation belore or afer my trootmend or fuifilmant of the “purpose”
foi which assistance is being requested,

2} | (Appilicant) further agros that amy such use of my nama, address. photo & detsils of the “purpose”, for which such sssistance is requesiedigraniad,
will nol sutorratically entitle me for receiving of continuing the said assistance. The decision for granting and‘or continuing the sssistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision |8 this regard will be final and acceptable to me.
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AGREEMENT by HOSPITAL (veyms g o)

By affining horeunder, signature of our Authorised Signatory for ecommanding this caselpatient for finencial assistance from Koshika Foundation, we
{Hospital) hersby affirm & accept following:

1) that wa naithor are presently not will in future ovall of finnncial assistance from another NGO or any othar source, for the same patisnl/case, o8 we ars
requesting to get from Koshika Foundation, to ihe satent that such assistance s granted by Koshika Foundation, If the requestad assistance is not granisd
by Koshika Foundstion, in past of in full, then the Hospitsl resarves It's right to make up the shortfall from anothar NGO o any othet source. This
confirmation essentially states that the Hospital will not gvali any duplicate assistanca for the same patienticase from any other NGO or sny other source.
2) The asslstance from Koshika Foundation is only financial in nature. Tha choice of the treatmentiprocedurs advised/conducted by ihe Hospital an tha
patent, is bazed on the armangement betwesn the patient & the Hospital, and is In no way influsnced by Koshila Foundation. Hencs, the Hospital will
mnﬂﬁwnamﬂyﬂhmi s outcoma & safely of the patient. and Koshiks Foundation will have no role or responsibility

n fhe matter.
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