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DECLARATION by APPLICANT. s19e% 50 S ws:

1] | btsty conflem St all detists in this Form are True to the best of my knowledge. Any false stalement will render my Application & ongoing assistance, If any,
liable for rejeclion/cancedlation

21 1 salermoly confirs that sssistance, i recelved from Koshika Foundation, will be used only for the “purpose”. as staled in this Form, loe which slch asslstunce

WS requesied by me.

41 1 haraty conerm @ | fave not & will not in llure, avail of resmburssment, in par of in full, frem any other sourca/employerinsurance company, of the amount
for which this assistance & reguested
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1] By sffiing my signature or thumb impression on this Form, | (Applicant) heseby agree & suthorise Koshika Foundalion and #'s Trustees 10
use/publshiput-upireproduce my namea, address, photo & details of the “purposa’, lor which such assistance is requested/granted, through any
madium, including but not limied io verbal, print, elecironic. for splciling donations for Koshika Foundation andior disseminafing infarmation aboul B's
achiviliss/achievaments. Such use ol my photo & detalls can be made by Koshika Foundation before or afior my treatment or fulfiiment of the “purpose”
for which assstance s being reguestad

2) 1 Appicant) further agree that any such use of my nisme, address, photo & delalls of the "purpose”, for which such mesisiance (s requestudigranted,
will nol sutomatically enfitle me for receiang or continuing the said assistance. The decision fot granting andior continuing the assistance will res! solely
wit thas Trustess of Kostwkn Foundation. and thair decision |s this regard will be final pnd accegptatie 1o me

1) TH TR OW S peer 9 s w1 o e, # (amhes) sl Tl @ g won f el amide ol Tow amid " w ey wom f T de W,
i, A st e A e B, o e g e, g e g gt @ i s e % B fedt o v mem

# wuftn i P srfiesr ) S0 wen W fee W PR S W W W R w008 T i wedee” w = st

3) & (swimw) oo @ e f T dy wm, W, wTR sk e wl P e % wotvd 9 whin b g e awem W v e e o E

=~y g e nfied w Pde sffiee shy et wi

APPLICANT S SIGNATURE OR LEFT THUMEB F
was % TewE W s W Fee .7

AGREEMENT by HOSPITAL (wwees gm #07)

By affung hereunder, sgnature of our Authorised Signalory for recommending this case'palient for financial asslstance from Koshika Foundation, we
(Hospisl) neredy affinm & acoepl followng:

1) it we nedbar ate prosendly not will in luluce avall of fnancial sssistance lrom snolher NGO or any other source, for the same palient/case, B8 we ore
regquesting 10 gel from Koshika Foundation, to the extent thet such assistance i granted by Koshika Foundation, If the requasied assisiance s nol granted
by Konkdka Foundation, o par o in lull, then the Hospital reserves IU's right to make up the shortfall from another NGO or any other sourca. This
confirmation essentially states thal the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source
2} The assistence from Koshika Foundatian is only financial in nature, The choioe of the rgatmentiprocedure advised/condutied by the Hospital on the
patient, s hased on the arrangement between the palient & the Hospllal. and & in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complele responsibily of the reatment & iU's outcoma & safsty of the patenl, and Koshika Foundation wil have o role or respansibility
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