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"PURPOSE" for REQUESTING ASSISTANCE:
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DECLARATION by APPLICANT. =mTs gro woom g

1} | herety confirm ihat all detalls in this Form ere True to the best of my knowledge, Any false statement will render my Application & ongoing
liable for rejectionicancellabon.

2] | solemnly confirm that assistance, if received from Koshika Foundation, will be used oniy for the “purposs”, as staled In this Form, far which such

wis requested by me

3] | hereby confirm that | have nol & will not in Ruture, avall of reimbursement, in part of in full, from any other sourcedemployerfinsurance company, of the

for which this assisiance & reguested.
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AGREEMENT by APPLICANT (&% g ®10)

1) By affixing my signsture of thumb impression on this Form, | {Applicant) heraby agree & suthorise Koshiia Foundation and it's Truslses o

uselpublishiput-upfreproduce my name, address, photo & detalls of the *purpose’, Tor which such sssistance i requested’granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Keshike Foundation and/or disseminating information about it's

aclivilies/achievements. Such use of my photo & details can be mads by Koshika Foundation bafora or after my treatment or lulfiment of the “purpose”
far which assistance is being requesied

2} | [Applicant) lurther agree that any such use of my name, address, photo & dalails of the “purpose”, for which such assfstance Is requested/grantad,
will not automatically entitle me for receiving or continulng the sald assistance. The docislon lor granling andior canfinuing the assistance will rest solely
with the Trusiees of Koshika Foundation, and their decision s this regard will be final and acceptabls to me.
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AGREEMENT by HOSPITAL (wvomm & 0t)

By affixing hereunter, signalure of our Autherised Signalory for recommending this case/patient Tor financial assistance from Koshika Foundation, we
{Hospital) haraby affirm & accept following:

1} that we neither are presently nor will in future avall of financlal sssistance from another NGO or any other source, for the same patlentcass, as we are
requirsting to gel from Koshika Foundation, to the extent that such assistance i granied by Koshika Foundation. If the requestod assistance is not grantsd
by Kashika Foundation, in part ar in full, then the Hospital resarvas [0 rght to make up the shortfall from another NGO or any other source. This
confirmation essantlally stetes that the Hospital will not avail sny duplicate assistance lor the same patlenticase from any other NGD or any other source.
2} The azsistance from Koshika Foundafion s only financial in nature. The choice of the Ireatment/procedure advisediconducted by the Hospital on the
patient, is based an the arangement batwesn ihe patient & the Hospital, and is in no way influenced by Koshlka Foundation, Hence, the Hospital will

axsume sole & complele responelbility of the trestment & it's outcome & safely of tha palent, and Koshika Foundation will have no role or responsibliity
in the matter
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