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DECLARATION by APPLICANT. STHOS T Wrvm ww;
1)1 heretry confirm that &l detads in this Form ars True 10 Be best of ; false will a
Lty my knowhedgs. Any statement will rendar my Application & ongoing assistancs, if any,

2) ! solemnly confirm that assistance. if recenved from Koshika Foundation, will be ussd oy for s “purpose”, as statod in this Form, for which such assistance
Wan requosied by me

3} | hareby confirm Bt | have not & will not in future, availl of resmburssment, in part or in full, from any ofher sourcelampioyerinsurances company, of the amount
for ihich this assistance & reqguesied
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AGREEMENT by APPLICANT | umivw g wm1)

1} By affiung my signatute ar thumb mmpression on this Form, | (Applicant) herstiy agree & authorise Koshika Foundation and it's Trustees to
use/publish/put-upireproduce my name, sddress, pholo & detads of the "purpose”, lor which such ssslstance s requested/granied, theough any
migdiym, includmg bul not imied (o verbal, prnl. olectrone, for soliciling donations for Koshiks Foundation andior dissaminating information aboul if's
actvibesschievoments. Such use of my photo & details can be made by Koshisa Foundation befare or after my treatmant or fusliiment of the “purpose”
for which assistance & boing requesied

2} [Apphcant) further agree thal any such use of my name, address. photo & detalls of the “purpose”, for which such assistance is requestadigranted,
will nol aulomabically eniitie me for recolving or contmuing the said sssistance. The decision for granting andfor continuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and iheir decision s this regard will be final and scceptable to me.

1) ¥R WA R W S S e W, F (smiew) o el 9 g we f o s eniies sh oee ind 7w sfep wen o g m,
A, Wi s o fewe v wew 4wt §, 0wt v S, TR, e g Tvl @ @ ot si Tesiend @ il fee ) wam e

# i wrd o fo afiowge &) St wer w frere At e o e @ e A o F for “wifest el v sl sl

1) & (sebre) o ow W wrem f T odn wm, om o o e o fe woee & wgkesl @ wiktin & g8 ooee v w8 w oo F

Yofirm” TS Wi W iy dfas S e o

APPLICANT'S SIGNATURE OR LEFT THUMS IMPRESSION -
s & W U S W e

o) T

_r-"_'-'- =

~ AGREEMENT by HOSPITAL (= 5 w7

By atfixirg hereundar, signatue of our Authorsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospiial) heretry affirm & acoepl foldwing:

1) Enal we naithar 2s presently noe will i fulure avall of financal assistance from another NGO or any olher saurcs, lor tha sama patienticase, as we ans
raguesting 1o gel from Koshika Foundation, to fhe extant thal such assintance i granted by Koahika Foundation, If the requedied aasistance is nol granted
by Moshika Foundation, i part or in full, then the Hospital resarvas it's right to maka up the shortfall rom another NGO o any other sourcs. This
confirrnation essontally stales thal the Hospital will ol avall any duplicate nssistance for the same pationtcase Trom any other NGO or any olfer source
2) Tha assistance from Koshika Foundation i only fnancal in nature. The chosce of the treatmentprooadurs advisediconductad by the Hospital on the
patmnt, m based on the arangement betwoen the patient & the Hospital, snd i in no way influenced by Koshika Foundation Hence, the Hospital wi
assume sale & complate msponsibiity of the raalmant & Its culcoma & safety of tha pabent, and Koshiks Foundation will have no mle o responsibiity
in the matior,
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