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DECLARATION by APPLICANT. smidw o0 see w:

1) | heretry confirm thad all details in this Form are True to the best of my knowkedge, Any false statement will render my Application & ongaing sasistance. i any.
Fable for rejection/cancalitation.

2 | soleminly confirm that assistance, (f recelved from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which such sssistance

was requesied by ma,

3) | hetety confirm that | have not & will not in future, avail of reimbursamant, in part of in full, fram any other scurcelemployadfinsurance company, of the amount

foe which this assistance is requesied.
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AGREEMENT by APPLICANT (ssixs g1 %)

1) By aMicing my signoture of thumb impresuion on this Form, | (Applicant) hereby agree & authorisa Koshila Foundation and IUs Truslees 1o

use(publishipul-upiteproduce my name, address. pholo & details of the “purpase”, for which such assistance Is requestedigranted, through any

medium, including but not limited & verbal, prinl, shectronls, tor sollciting donations for Koshika Foundation andior dissaminating informalion about IU's

setivities/actievemants. Such use of my photo & detaily can be made by Koshika Foundation before or after my treatmeni or fulfimant of the “purpose”
for which assistance is baing requasied.

2} 1 (Applicant] further agree thist any such use of my name, address, pholo & details of the “purpese”, for which such sssistance i requestedigranted,
will gl automaticasly entitie me for receiving or continuing the said assistance. The decision for graniing and/or contining the assistance will rest solely
with the Trustoes of Koshike Foundation, and their decislon is ihis regard will be final and accoptable o me

1) v v W st peeet W sind ¥ wey s, # (swhor) el e w) e s { o “wifee st b oos i " e sfeg o S R0
o, w5 she i feven v v § o £, 9 CSiee o =R, T, v e Tt d o el sl ol € Bl el o wan e
ﬂmm-ihmtlﬁmuhwﬂmtﬂtm#:ﬂim'ﬁmm*tﬂmt

33 & Comdew) ve wm # wrst 06 R o, e, 9k ol e o T s o sctvdd W wit & O v w0 weor e T

“wifyn” g e il @ frele alfer she sl o

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION ©
wats % v W &R W fae

AGREEMENT by HOSPITAL (wwmms g i)
By affxing hareunder, signature of our Authorised Signatory for recommending this case/pationt lor financial assistance from Koshika Foundation. we
(Hospital) hereby affimm & accept following:
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requesting 1o get from Koshika Foundation, to the exient thal such assistance i grantad by Koshika Foundation. If the requested assistance is nal granied
by Koshika Foundation, in part or in full, then the Hospital reserves It's right 1o make up the shortfall from anather NGO or any cther source. This
confirmation essentialy states (at the Hospital will not avadl any duplicate assistance lor the same patienticawe from any other NGO or any other source
Z) The assistance from Koshika Foundalion is only financial in nature. Tha cholos of the irestment/procedure advised/conducted by the Hospital on tha
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assume soke & complete responsibility of the treatment & it's outcomes & salety of the patisnt, and Koshika Foundation will have no role or responsibdity
in i matier
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