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DECLARATION by APPLICANT: SWIMs T s 11

1)1 herety confiem fhat all detals in this Form are True lo the besi of my knowledge, Aay lalse stalerment will render my Application & ongalng assistance. f any,
[ebie for rejectionicanceltation.

2) 1| salpmnly confirm that assistance, If recelved from Koshika Foundation, will be used only for the “purpose”, as staled in this Form. for which such nesstance

was meguested by me

A} | heratey confiem that | have nat & will not in tuture, avail of resmbursement, kn panl of in (ull, from any ofher sourcslsmployerinsurance company, of he amount

for which this sssistance is requested.
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AGREEMENT by APPLICANT (si%s 10 &0

1) By afftming my signature or thumb impression on this Farm, | (Applicant) horeby agroe & authorise Koshika Foundation and if's Trusless to
une’publishfpul-upireproduce my name, dddress, photo & datalls of the “purpose”, for which such assistance la requesied/granted, hrough any
medium, including bul not imited o verbal, prnt, electronic, for soliciting denations for Koshika Foundation andior disseminaiing Information sbout if's
notivition/schievarmants. Such use of my phots & details can bo made by Kouhika Foundation before or after my troatmant of fullllmeant ef the "purposas”
for which asskslance s being requesiad.

2) 1 (Applicant) furthes agres that any such use of my nema, address, photo & detalls of the "purpose”, for which such assisiance is requested/granied,
will mal sutomatically entite me for receiving or continuing the said assistsnce. The decision for granting and/er continuing the sssistance will rest solely
wilh e Trustess of Koshika Foundation, and thelr decision (s this regard will be final and acocepiable (o me.
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AGREEMENT by HOSPITAL (werms g we)

By affixing hereunder, signature of our Authorised Signatary for recommending this caselpalient for financial assistance from Koshika Foundabion, we
(Hosphal) nereby affirm & accept following:

1) thal wa nefther are peasently nor will in future avail of financial assiglance from another NGO or any offer source, for the same patierticase, s we G
reguesting to gel from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshlka Foundation, in par or in full, then the Hospital reserves It's right lo make up the shortfall from another NGO o any other sourcs, This
oonfirmation essentally states thal the Hospital will not avail any duplicals assistance for the sama palient/cass from any other NGO or sny other source.
21 Tha sssisiance from Kashika Foundafion is only financial in nalure, The choice of the eatmenlipfocedure advised/oonducied by the Houpital on the

peabint, is based on the arrengement betwesn the patlant & the Hospital, and i in no way influenced by Koshika Foundation, Hence, the Hospital will

asaume sole & complale meporsibiity of the treatment & 1's outcoma & safety of tha patient, and Koshika Foundation will have no mie o responsitility
in e matar.

wi aafewn, wamli & s d e ® st we " 9@ e s w faeftn & 3l 8, e e (veem) S wen @ e n sl W b

1) 9 5 T W Wi o T W o § el s et b weet v w el o i @ T T F R m R o W e v sl et
7 feanionfoeds wwe % wa d il wrste gm v by e ool “wifee et g e fefy sfrsen 6 v o e e § W s
fadt srm v el oo w fedt s e @ T W oW sfowr e T o g e wn e s fofte we e bty S
i ol Hoe m Gl s e 0 98 dme

1 “wifrw wE2wE" @ @ seow e feb v 9§ o w e oo 9 v T g et e TTeviEe

| T
% drw w faen § ol i wrrsten " g feelt wen e i o o b fed v 4 0 % e e ot o g

w1 it oy “wifire 9w ot o ol v ows F \ /S 2\
= B
mm mw ‘EJ{ Adi. .um:ato'l'! 5

e ! DANISH T\ 75

g mMSF ot x‘mr
’ﬂ'fﬂ’f a4 (Name of Dr. 69924 on Hospital)
T W AW A T W W T aie afed
FOR INTERNAL USE of KOSHIKA FOUNDATION s 7waim 77
SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
T | = T 2

o

o

11-04-2024



