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DECLARATION by APPLICANT: #m8T% £ 9T T=:

1] | hareby confirm that all setails in this Foem are Trus to e best af my knowledge. &ny falsa statemant will rendes my Application & ongoing assistance, if any,
[lmbie for rejection/cancellation,

2] | splemnly donfirs that assistance, if reosived fram Kothiks Foundation, will be used ealy for the *purposs”, 55 stated In this Farm, for which such assistance
wims reguestad by me

31 | heraby confirm that | have not & will not n fulure, avall of mimbursement, in part or @0 full, from any other sourcs/empioyaninsuranca company, of the amaount
for which this assistance ks requastied,
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AGREEMENT by APPLICANT {smies 71 %)

1) By affixing my signajura or thumb impressicn on (s Form, | {Applicant) berety 2gres & authonse Koshika Foundstion &nd if's Trestees o
usa/nubilishipul-uplreproduce my name, address, pholo & detals of the *purpese”, Tor which such assistance i requesiedigrantsd, through any
medium, Iroluding but rot limited ta verbal, print, stectronie, for soficiing donaticns lor Keshiks Foundation and/or dissaminating information aboul it's
sutivitesfachisvamanle: Sucn uss of my photo & oefals can o made by Kosnika Foundation belare or after my westmaent or fulfitmen| of the “purpose”
tor which sssistance is being requested.

21 | (Applican!) furtser agras that any such use of my name, addreass, phols & detalls of tha "purpese”. for which such assisiance is requastedigranted,
will not automatically entille me for reeeiving or conlinuing The said assisiance. The docislon for granting andfor continuing the assistance will rest solely
wilh the Trustees of Kozhika Foundation, and their decision i3 this regard will be final and acceptable to me

1) TH WS YT S WREAE U S SR STeET, B (ST ) W wei s gl wm | e Cwier getee sl T =mE ! w aiEm w1 oo T,
=, o sl ) femmer v o i, = iR A, we, e I T @ A i w emied @ fied fesld 0 wen mom

1 Wil W = o siesn §1 5 W = e W T e W W S e e i e @ e s

2) 8 (WERE) T WA R TR L T AU W, T, Wi sh fews i omenny & ogtvd o i € o v wemnn ) pEEn S e wey ¥

v e e =il w e 3 ol s v

APPLICANT'S SIGMATURE GR LEFT THUMB IMPRESSION :
sy ¥ o W s W Fes

AGREEMENT by HOSPITAL (w290 & ¥70)

By affixing heteunder, slgnaturs of our Authorised Signatory for recommending Ihis cassipaliant for financisk assistance from Koshika Foundstion, we
(Haspital) heraby affim & accept following: )

1} {hal we nelthar are presenily nor will in fulure avall of financial sssistance from anothet NGO or any other source, (or the same pafenttase, 65 we are
ieguesting i get from Koshike Foundation. to the axiant that such sssistance s granted by Koshika Foundation, Il the requested assistance Is nol granted
by Koshika Foaundation, in part or in full, ihen the Hesplml reservos:il's nght to meke up the shortfall from another NGO or any ofher sourca, This
confirmalion esseniially stales thal the Hosplial wil not avall any duplicale assistance for the same patlant/case from any other NGD or any other source.
2) The assistancs from Koshike Foundation s only financial in naturs, The choics of ihe reatmanbiprocedure sdvisediconductad by the Hospital an the
patient, is based on the amangement betwesn the patent & tha Haspital. and is in no way influenced by Koshika Foundalion. Hence, the Hospilal wil
aesime 5ol & complate respocetblily of the realment & IY's outcome & safety of the patient. and Koshika Foundation will have no rele or responsibility

Im the malie.
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