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DECLARATION by APPLICANT: #@Ts 50 W T B

1) I hareby confirm that &ll detafis in this Form are Troe to the best of ﬁw knowledge. Any faise statement will render my Application & ongoing assistance, If any,
liable for rejection/canceliation,

2} | solemndy confirm that essistance, if recelved from Koshika Foundation, will be used only for the “purpose”, as statad In this Form, for which such assistance
was requested by me.

3) | hereby confirm that | have not & will
for which this assistance is requested.
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AGREEMENT by APPLICANT (3aw% g =10

1) By affixing my signature or thumhb irnpra-ss-i:'m on this Form, | {Appilcant) hersby agres & authorise Koshika Foundation and it's Trustees to
use/publishiput-uplreproduce my name, address, photo & detalls of the "purpose’, for which such assistance s requestedigranted, through any
medium, including but not limited to verbal, print, electronle, for solicliing donations for Koshika Foundation andior disseminating infarmation about It's

aclivities/achlevements. Such use of my photo & detalis can ba made by Koshika Foundation before or after my treatment or fuliment of the ‘purpose”
for which assistance i being requested,

2} | (Applicant) further agres that any such use of my name, address, pholo & details of the “purpose”, for which such assistance |s requesiedigranted,
will not automaticatly antitle me for receiving or continuing the sald assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation, and their decision ks this regard will be final and acceptable to me.
nmmqnmmmwmhhmm.hmmmmawm{w‘mma‘uMW'mMm{hﬂum,
™, W dtﬁﬁammmﬂﬁmi.a&'ﬂﬁm"mw.m*mwm#mmmw#mmtﬁnmm
#mﬁuwﬁ#mmhﬂtmwﬁmﬂtmﬁwﬂmmﬁwﬁ*h“mmwwmh
z}\'lcmﬂw;mamﬂm{ﬁ:ﬂuw,mﬁﬁm*hthﬂmﬁntwm:WWMWﬂmmm#

i e T il W Fi s s e

APPLICANT'S SBIGNATURE OR LEFT THUMB IMPRESSION :
W ® T @ S W e

AGREEMENT by HOSPITAL (wemma B &)
8y affixing hereunder, signature of our Authorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1} that we neither are presently nor will In future avall of financial assistance from anothar NGO or any other source, for the same patisnticase, as we are
requesting to get from Koshika Foundation, to the extent that such assistanca |s granted by Koshika Foundation, If the requested assistance is not granted
by Kashika Foundation, in part or In full, thian the Hospltal reserves it's right lo make up the shorifall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicats assistance for the same patienticase from any pther NGO or any other source,
2) The assistance from Keshika Foundation is only financial in natura. The choloa of the treatment/procedure advisedfconducted by the Hospital on the

patient, is based on the arrangement between the patient & the Hospital, and |s in no way Influenced by Koshika Foundation, Hence, the Hospital will

assuma sole & complete respansibility of the treatment & 's outcome & safety of the patient, and Koshike Foundation will heves no rols or responsibility
in the matter.

I S, sEad w5 s 8 el W s et 4 R e b ot 9wl @, B e Fre e @ we T wieE s §

1) g 5 5 0 wfar sie T 0 i A fafrs wen fee fowoed senm o e s v @ T i S 9w ow o 8 A B e s e
#mmﬁmﬂ'mmﬂm'mmﬁﬁimﬁ'ﬂﬁmw&m“mmﬁmmmwmm“tmm
ﬂm‘rmﬂtmrﬁH‘MwﬂmmmﬂmﬂimmmmhwwﬂmwthWmmmMMﬁﬁm
 wwr e @ f s B @ 9 S

2. it W R W e s el vt 9 O R v o G v R v S T o

# e it firwn § o Cwif wesen g e v w o o T ) el v A 0 # e o s R %) et v see
wi et s ‘s W w sf o facil oo T 6 A

notin future, avail of reimbursemant, In part or in full, fram any wther sourcalemployeriinsurance company, of the amount
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