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DECLARATION by APPLICANT sts g s 73
1) | havely confiern that all dotals in this Form are True (0 he best of my knowledpe. Any falee stalement wil render my Application & ongoing sssisisnce, i any,
ligbin for rejectionicanceliation

24 | salemaly confitm that sssistance | recelved from Koshika Foundation, will be used only for the "purpose”. Bs staded in his Form. for which such sssistance
was reguesied by me
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1) By alfiming my signatune of thumb impression on fhis Form, | (Applicant) heraby agres & authorisa Koshika Foundation and il's Trustess o

use publahipul-up/reproduce my name, address, pholo & detals of (he “purpose”. for which such asgistance in requesied/granted, through any
migifium, imcluding bul not Hmited 1o verbal, prnl, elecironis, for soliciling donations for Koshika Foundation and/or disseminating information sboul it's
activibes/achievemenis. Such use of my phole & details can be mada by Koshikn Foundation balore or after my treatiment or fullimant of the “purposs”
for which assistance is bang requesied
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with the Trustess of Koshika Foundation, snd fheir decision is this regard will be final and acceplabie 1o me

L) W wew sy w shrd W oy mmwr, ) (amies) seelt e o gie wne f o el sl ol T o] < % sfige wee o fe A o
w, wiE s @ e g owmw A o § 0 S aifeet ge sl o, e g gt @ ) il s gl & fim el o o e

H yarite e % fow s #1 S v oW e Ot e ow R oW ¥ e W e wife s A s &

1) & (svies) w8 o Yt w, e, w2 ol e W R T o It @ wie g e = e T v T T

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

“wifre” g gwe died W Seie i s et g :
sty ® woow W SR W e Q:\

AGREEMENT by HOSPITAL (wemm 0 &)

By affiung hereunder, signature of our Authonsed Signatory for recommending this case/patient lor lnancial assistancs from Koshika Foundabion. we
{Hospital) hereoy affirm & accept

folkorwing:
1) thial we neither ate presenty nod will in fubure svall of financial sssistance from another NGO or any other source, lor the same patlenticads, as we are
requesting to get from Koshiks Foundation, io the extent that such assistance is granted by Koshila Foundation, If the requested assistance is not granied
by Moshiue Foundation, in pard or in full, then the Hospilal reserves it's fight to make up the shorfall from ancther NGO of By other stuics. This
confirmaton essentally states that the Hospital will nol avail eny duplicate assistance for the same pabentcase from any other NGO or any ofher sowce
2) Thia assistance om Moshis Fountation is only financial in nature. The choloe ol the treatmentiprocadurs atvisediconducisd by Ihe Hospilal on the
pateanl, % basad on the arangement between the patient & the Hospital. and is in na way influenced by Koshika Foundation. Hence, the Hospital will
sssume sols A complete resporsibiity of the restment & iU's outcome & safety of the patient. snd Koshika Foundation will heve no role of responsibility
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