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DECLARATION by APPLICANT: ST 20 S 4

1)1 heraby confiem that all detais in this Form are True to the best of my knowledne Any false statzment will render my Application & ongoing assistance, if any.
habile foe rejechon/conceliation.

2} | salemnby confirm that assistance, H recoived om Koshiks Foundatian, will be used anly for s "purpase’, a5 stated In inig Form. far whith such assisiance
wEE reguesied Oy me.

41| hereby confiem that | iave not & wil not in fiturs, svall of reimbursement, in part or in full, from any other sourcefemaployerfinsurance company, of the amaunt
far which this acsietancs & requested
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11 By aflieng iy signaturg or thumb impression on this Form, | {Applicant) heraby agres & authorise Koshike Foundstion and i1's Trustess to

yselpebilshiput-up/repraduce my name, agoress, photo & detalls of the "purpose”. far which such sssistance s requesiedigraniad, through any

medium, nciuding bul net lifmiled to vérbal, print, efsctronic, for soliciting donations for Koshika Foundatiar andior disseminating information aboul s

aeiivileslachievemants. Such use of my gholy & dolail can be mads by Hoshika Foundation beiore of ahtar my treatment or ulfiiment of the “purposae”
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wiil rat awlomatically entitle me for recelving or cortinuing the said essistancs, The decision for granting andlor confinumg the sssistance will rest solely
with the Troslees of Koshike Foundation, and Ihay decision is this regard will be final and scoeplable to me

|y 75 W R AT TR W TS W U e T (srdew) T W W g W W W sl T s =1 s T {5
o, WA W A T R W 6 Wi €, T s e e, T, T e I A g6 At i Tosfed ot g fed o wom wpoan

# et w1 % o SieE & W W PO T W T W W W W T e W S s

0 A Lm}mim!%mv{ﬁaﬂwm.m,mmmﬁmmﬁm#mﬁktqim=mwmwﬂmmmi

vl T T sl e s sl e we

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
W & e W SR W

AGREEMENT by HOSPITAL {Feame £ 5300)

By affixing hersunder, stgnature ol our Autfionsed Sigratory ipr recommanding this caselpatient for financial assisience from Koshika Foundafion, we
(Hospital) heréby affirm & accapl loliowing:

1] that we naither are presently noec will in future avail of inancisl essislance rom anathar NGO or any other sourea, for the seme palient/cass, as wea ars
requesiing lo getiram Koshika Foundation, to the extent that such assistance is granted by Keshika Foundation. If the requested assistanca i nol granted
by Keshika Faundatian, (n part orin 1ull, 1hen the Hospilsl reasrves it's right lo make up the shorfall lrom another NGO of any ofher source. This
confirmelion essantioly ststes that the Hospital will rot avail any duplicate assistance for the same patient/case from any offer NGO or any other Soufce.
2} The assistance from Koshika Foundation |s only financial n nalure. The chpite of the ireaimantprocedurs advisediconducied by the Hospitat on he
patiant, b bagad on the erengement betwesn the patiant & the Hospital, 2nd s in no way influenced by Koshika Foundation. Henca, the Huspital will
gesume solp & compiste tesponsitllity of the treatment & it's oulcome & safety of the patient, and Koshika Foundation will heve no role or respansiblily
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