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DECLARATION by APPLICANT: MTs g0 o w=:

1} | hereby canfirm that all detalts In this Form are True to the best of my knowledge. Any false statement will render my Application & ongoing assistanca, if any,
liable for

z}lmmnlymnﬁmumtmuam If recaived from Koshika Foundation, will ba used only for the *purpose”, as stated In this Form, for which soch assistance
was requested by me,

3} | hereby confirm that | have not & will not in future, avall of reimbursement, in part or in full, from any other sourcafemployerfinsuranca company, of the amount
for which this assistance is requesied
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AGREEMENT by APPLICANT ( smies gu %a1)

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trusiees to
usa/publish/put-up/reproduce my name, address, photo & detalls of the "purpose”, for which such assistance is requestedigranted, through any
medium, including bul not limited Lo verbal, print, elecironic, for soliciting donatlons for Koshika Foundation and/or disseminating information about It's
solivities/achievemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment of fuffiiment of the "pirpose”
for which assisiance is being requestad

2} | (Applicant) further agres that any such use of my name, address, photo & detalls of the “purpose”, for which such asaistance is reguested/granted,
will ot automatically entitle me for recaiving of continuing the said assistance. The dedsion for granling andlor continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision Is this regard will ba final and acceptable to me.

1) W T W AW e W S W w W, § (o) sl wenf s g s f un st wiEdve si woet i w st o f  Go o,
u, wiE sl A fem o oam A dife §, 5 ST ue e, w, e gt st § o ohiffied s seferdl @ e Al o s e

# it W % fon s #1 9own W e S e F o @ oW d W § fe el weRe 1 s 6

2) & (wETR) W AW A W {6 S0 9w, T, ¥R s e @ we % ogvd @ wfids b o8 v v W v ) T ow weie

“wiftran” v uw =il W Pl S el arsEr g

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AT & T W # W P 3E'_Q'{

AGREEMENT by HOSPITAL (wseime g i)

By affixing hereunder, signature of our Authorised Signalory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & acoept following:

1) that we neithar are presantly nor will in future svall of fingncial assistance from onother NGO or any other source, for the same petient/case, as we are
raquesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation, If the requested assistanca is not granted
by Kashika Foundation, in part or In full, then the Hospltal reserves II's right to make up the shortfall from another NGO or any other source. This
confirmation esseniially stales thal the Hospital will not avall any duplicate assistance for the same patient/casa from any olhar NGO or any other source.
2} The assistance from Koshika Foundation is only financlal in nalure, The cholce of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is In no way Influsnced by Koshika Foundation. Hence, tha Hospital will

@ssume sole & complete responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in the matter.
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