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DECLARATION by AFPLICANT, Sivs o1 wiven 91,

'I]tmnznrﬁmMﬂdslils in this Form are Trug 1 1n@ best of my knawkidgs. Aty false statoment will rander my Application & angoling siisistance, if any,
liabis for rajection/cancaliation;

2) | solemnly confiem that assistance, I recaived from Koshiks Foundation, will bo usod only for the “purpone”, a5 stated m this Epeit, for which such nssistance

was reguesied by me.

3) | hatwty confirm that | have not & will not in future, sl of remoursement. in pan of iy full, froe sy othet sourcalemploysrinaurance company, of he amount
for which this assstancs is requested
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1) By affixing nvy signature of fhumb (MDESkn on tivs Foem, | (Applicant) herelry agres K nulhotise Koshka Foundation and i s Trustews o
une/publishpul-uplreproduce my name, oddress, pholo & dutglis ol the “purpose”. for wikch such pesistance s nequestodigranted. through any
mediam, inciuding bul not Jimited Lo verbal, prinl, eleatromc, for soliciting donations for Koshika Foungatinn and/or dissaminaling informalion about i's
actiyitiesinchievemunts. Suth use of iy pholo & dewlls can bo made by Koshika Foundation bafore or atter my treatment or hifiimant of the "purposa”
for which assistance & buing requested.

2) 1 (Agplicant) tutthur agree that any such wsa of my name, nodress, photo & details of the “pumoss”, for which such assistanoe is reguasten/granied,
Wil not automatically sntitie ma for recaiving o conlinuing the said sssistanes, The desision for granting andiut contifuing e ussisimnce will rost solely
with the Trusiges of Koshika Foundation. and thesr docision is this regard will e final and scceptable 1o mik

1) T T e wEA W A W e A, A (e mmaﬁm(w-mm#MW'ﬁmmtan
W.iﬂ#ifmﬂmmidhtﬂ‘m‘mw m.wﬂﬂhﬂqﬁmw';mhdiﬁwﬁmm
iﬂmuﬁiﬁwwt:ﬂimmﬂm«ﬂimiﬂ#nnﬁmiﬂq'mm'!ﬂﬁ!h

1) & (smaww) v oW W e { inmn,ﬁmmihmd-ﬂdiiﬁhtﬂm:mwmdmnmi
'M'mwﬂwﬁ#ﬁRﬂrmﬁriﬂl

mimﬂﬂmmmm:
sE % S

AGREEMENT by HOSPITAL (weymml 310 ¥irt)

By affiing hensundor awmdmmmuﬁmmqmmm&nmhuwmmniwMMMImmMm,ﬂ
{Hospital) herstry affirm & sccept following;

1] that wae neithar are presendly nor will in flyre avall of inancial sssigtance from another NGO of any pTher Souros, for the same patient/cass, a8 wa A
requesting o get fom Koshia Foundalion, 1o the axten! ihat such assstance s geanted by Koshike Foundation. If this requistled assistance is not grantad
by Koshiks Foundation, in part of in full, then the Hospital reservas I's nght o make up the shartfsll from ancther NGO or any other sourcs. This
gonfirmation essentially states that e Hospial will not avadl any duplicate assistance fur tha seme patienticasa from any other NGO of any other source.
2) The assistance from Koshika Foundation s only finghcial in hature. The chooe of the treatmentiproceduse advised/conducied ty Tha Houspital on e
patiend, ia baged on the smengemaent batween the patient & the Haspital, and (s in nc way influenced by Koshiks Foundation, Hence, the Hospital wil
assumo sole & compiata tesponsiblity of tha vaalment & s outcoma & salsty ol the patond, and Keahike Foundalion will have no role or responsibilily
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