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DECLARATION by APPLICANT; ST g s 73:

1} | heraby confirm that all detalis In this Form are True o the best of my knowledgs. Any taise statement will render my Application & ongaing assistance, 1 any,
fimbie for rejeclion/cancellation,

2} | salemndy confirm that assistance, if received from Koshika Foundation, will be used only for the *purpose”, as statad In his Form, for which such assistancs

was requested by ma.

3} | hereby confirm that | have not & will notin future.-avail of reimburssmant, in part ar in full, from any other sourcedamplayerfinsursncs coimpany, of the smount

for which this assisiance & requested.
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AGREEMENT by APPLICANT {spaas g1 w1)

1) By affixing my signature or thumb impression on this Fonm, | (Apglicanit) horeby agres & authorise Koshika Foundation and I's Truglées 16
usepublish/pil-up/reproduce my name, address, pholo & detalls of the-*purpose”, for which such assistance |5 requestedigranted, through any
medium, ineiliding bal not limited to verbal, print, eleclranle. for soliciting donations for Koshika Foundation and/or disseminating information about It's

activilies/schivements. Such use of my phoio & delalls can be made by Koshika Foundation bafore o after my treatment or fulfiment of the "purpose”
far which assistance is being requesisd.

21 1 {Applicant) further agres thal any such usa of my name, address, photo & datalls of the “purpose”, for which such asstslance is requestedigranted,

will nal automatically entille me for receiving or continuing the said assistance. The dacielon for granting andior conlinuing the assistance will rest solaly
with (he Trustses of Koshika Foundation, and their decision is this regard will ba final and accaplable lo me

1) V6 T WA Ee W et e wme, 3 (amiw) sl s 8 e e f w Cwifee et ol e it ¢ s sfieg s S o
i, S S e v e A e #, o wifee” e s, o, e gt v B i offled st awferd @ e el A e
§ wanft wr W feg sfiege #3 yex = e S v @ o w oA A w R T S o g s s #

1) A (swEw) ve T R e o TE S, v, o st R & B wee & wgve 4 wiR R wE W W oTw 6w 18 e
i TR S aiEE W e S S S

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
ETF % ERn W SR = P

AGREEMENT by HOSPITAL (wvmm B WiR)

By affixing hersunder, signature of our Aulhorised Slanalory lor recommending this case/patlent for financial aesisiance from Koshika Foundation, we
(Hosphtal) hersby affirm & aocept following;

1} that we naiiber are presently nar will In future avail of financial assistance from ancther NGO or any other spurce, for the same patientcese, as we are
requesting o get from Koshika Foundstion, to the extant that such assistance is granted by Koshika Foundation. If the requasied sssistance is not granted
by Koshika Foundation, in part or in full, fhen the Hospital rezerves i's right 1o make up the shortfall from anather NGO or any other source, This
confirmation essentisiy stalesthal the Hospital will not avall any duplicats assistance for the same patisnticass rom any olhar NGO or any olharsource.
2} The assistance from Koshika Foundation [s only financial In nature. The chaice of the treatment/procedure advised/conducted by the Hospilal on the
patient, is bassd on ihe aranggmant batween Ihe patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

asslima sole & complete responsibility of the treatment & it's outgome & safely of the patient. end Koshika Foundation will have no role or responsibility
in tha matter.
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