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DECLARATION by APPLICANT: smis T wiemn wy:

HMMMHWM ks Form are True o the best of my knowledge. Any false statement will render my Application & orgoing assistance, if any,
ressction/cancellaton

znmwmmm If recalved Irom Koshika Foundation, will be used onfy for e “purpose”, as sialed in this Form, for which such assistance
wias requestad Dy me

3) | hareby contirm ihal | have nol & will not |n fubure, avall of reimbursemant, in part or In i, fom olhir sourcalemployeinsurance company, of ihe amolrt)
for which this assistance = requested -
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AGREEMENT by APPLICANT (spew: o0 w7)

1) By affxing my signature or thumb impression on this Form, | (Applicant) heroby agree & authorise Koshiks Foundation and if's Trustses (o
use/publish/pul-upireproduce my name, address, photo & detalls of the “purpese”, far which such assistance is requested/granted. through any
medium, including bul nol limited to vertal, prinl, elscironle, for soliciting donations for Koshika Foundation andlor disseminating information about it's

activilloaachieverments. Such use of my photo & detnlis can ba made by Koshike Foundation bafore or afier my reatment o fulfiimant of the ‘purpose”
lor which assistance |s bBeing requesiad.

2) | {Applicant) furthar agree thal any such use of my name, addresss, holo & detalls of the “purpose”, for which such sanistance s requasiedigranied,
will not automatically entitle me for receiving or continuing the said assistance. The decision for granting andéor continuing the assistance will rest solely
with the Trustess of Koshika Foundation, and thelr declsian |s this regard will be final and scceptable to me

1) ¥ W W A vee wosimd ot owey e, 8 (ondew) s el o g wom o o s wrdie ol et ssmind T wt afes wom o T o
v, W il @ e v v F e 4, “wife v b, A, e g eetv o ofelRed s ovefeel @ fe el wa e

# vt Wt # firn sfieg b 3t wve w e e @ oo W @ v R i e wretE s s

2) & (i) v wa @ wese T o e, e, wie o e o B e = agkvdl @ oie & o8 o e W veo v v e o

iy ™ way T il w el aifhs s weraf o

APPLICANT'S LEFT THUMS IMPRESSION |

o
3

AGREEMENT by HOSPITAL (wisma W Wi )
By affixing haraunder, ssgnatuse of our Authonsed Signalory for recommending [his oase/patent for financlal assistance from Koshika Foundation. we
(Hospital) ereby afirm & accepl following:
1) thal wi nelthar afe prisently nod will in future svall of finenclal assistencs from anolher NGO of any olber source, fof the same pallenl/cass, B8 we afe
requesiing 1o get from Koshika Foundation, io the extent that such assistance is granted by Koshika Foundafion. i the requesied assistance is not granted
by Koshlha Foundation, in par of in full, then the Hospital reserves it's right 1o make up the shortfall from anothes NGO or any other source. This
confirmation essentally states that e Hospitz! will nol avall any duplicates esslstance for the same patienticase from any other NGO or any other source.
2} The asalstance Iram Koshika Foundation i only flnanclal in nature. The cholos of the treatment/procedure advisediconductod by the Hospilal on iha
patient, s based on the arrangement betwean the patient & the Hospital, and [s In no way influenced by Koshlka Foundation. Hence, the Hospital will

masums sole & complele responsibility of the treatment & i's outcome & safety of the patlent, and Kostdkn Foundation will heve no rols or responeiblliny
In the matter
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