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DECLARATION by APPLICANT: STew Bro sy ws:

1) | hereby confinm that all details in this Form are True to the bast of my knowledge. Any false statemant will render my Application & ongoing asslstance, if any,
liable for rejection/cancaliation.

2] | sulemnly confirm that sssistence, If received from Koshika Foundation, will be used only for the “purpose”, as statad In
was requested by me.

3) | hereby confirm that | have ot & will nat in future, avail of reimbursemant, in par or in full, from any ather sourcalemployerinsurance company, of the amount
far which this assistance is raquested.
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AGREEWENT by APPLICANT (s 21 )

1) By affixing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshiks Foundation and It's Trustees in
use/publishipul-upireproduce my name, address, phota & details of the “purpose”, for which sich assistance s requestedigranted, through @ny

medium, including but not fimited to verbal, print, electronic, for solleling donations for Koshika Foundation andier disseminating information about It's

acthvities/achiovements. Such use of my photo & details ean be made by Koshika Foundation befors or after my treatmeant or fulfiiment of the ‘purposa”
fer which assistance is being requestad,

2) | {Applicant) further agres that any such use of my name, address; photo & details of tha “purpose”, for which such assistance |s requested/granted,

Will nat automatically sntitle me for recaiving o cantinuing the said assistance. The declsion for granting andior continuing the assistance will rest solaly
wilh Ihe Truslees of Kashika Foundation, and thair decision |s this regard will ba final and aocaplable o me

1) ¥8 VTR WS e o S W e, 4 (e AR SRl Sl R R R e L —
w.qfre’raﬂtﬂrﬁmmnmﬂﬂhl‘,ﬁ'M'mm.w.mﬁmﬂwmﬁmﬁtwﬁmmvﬂmm
'&mﬁam&ﬂiﬁqmilﬁMHMﬁmiMHEﬁmﬂiM“ﬂﬁmm'wwmm
z}fl:ametqmwwﬂmtftﬂum,mﬁﬁmmﬁm%mimtwm:mwmﬂmmm#
“wifiren" g ww il s ol s sl e v

dr

this Form, for which such assistance
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AGREEMENT by HOSPITAL (¥ommm BT )
By affixing hereunder, sigrature of our Authorised Signaiory for recommending this casa/patient for financial assistance from Koshika Foundation, wa
(Hospital) hereby affirm & accept following:

1) that we nelther are presently nor will in future avail of financial assistance from anather NGO or any ather source, for the same patient/case, as we arg
requesting lo get from Koshika Foundation, to the extent that such assistance is granted by Koshike Foundstion, If the requestad assistance s not granted
by Koshika Foundation, in part ar in full, then the Hospital reserves it's right to make up the shartfall from another NGO or any other source. This
confirmation essentlally states that the Hospital will not avall any duplicale assistance for the same patient/case from any other NGO or any other sourcs.
2] The assistance from Kashika Foundation is only financial in nature, The choles of the treatment/procedure advised/conducind by the Hospilal on the
patient, s based on the arrangemant between the palient & the Hospital, and is in no wity Influenced by Kosh

assima tola & complets responsibllity of the treatmant & it's pulcoms & salety of the patient, and Koshika F
In the matter.
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