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DECLARATION by APPLICANT: spR0e U Mivw <1: :

1) | hereby conflern that all detals in his Form are True (o the best of my knowledge. Ay lalse statoament will render my Application & ongaing sssistance, If any,
table for .

2) | solemniy confern St aasistance. f received from Koshvia Foundation, will bo used orly for the “purpose”, a8 statied in this Foen, for which such assistance

was reguesied by me

3) | horaby confiem that | have not & will not In fture. avad of reimbursemant, i part of n full, fom any other sourcefempioyaninsurance company, of the amount)
for which thin ssastarce s requesied.

1) 4t w5 m wer S el ool e Seaen 2 wend & sep s o wa B o el P o Wt s T s § @ T o e W w Wl |

2) Gt pu @ wnwe of “wifes wpdee”, @ o w ol B see gwd 36 atee o) @ o et e wdm, o g wey s sa b

3) § ¥ wox { % frm wess i o ode W) uf €, 36 ofn = wfre @ wen e S s dnfsoecin el B o o Bra § shoe @ ofes F oy
AGREEMENT by APPLICANT (spite oo w00

1) By affixing sy sigrature or thummd impression on this Form, | (Applicant] hereby agroe & suthorise Koshika Foundatien and ©'s Trustoos %

vsa/pubiahput-upireproduce my name, addrass, pholo & detais of the “purpose”, for which such assistance |5 requesiodigranied, theough any

modum, including but rot limilad 10 verbal, print, slectronic, for soliciling donations for Koshika Foundation andior disseminating information about s

sctivisen/achiovements. Such use of my photo & detalls can be made by Koshika Foundation before of afler my reatment or fulfiiment of the “purpose”
for which assstance & being requestad

2) | (Apphicant] furthe: agroe that any such use of my name, address, shoto & details of the “purpose”, for which such assistance Is roquesied/granted,

will not sutomatically entille me for recaiving or conlinuing the ssid sssistance. The dacision for granting andior continuing the assistance wil rest sclely
with the Trustees of Koshika Foundation, and ther decision is this regard will be final and atcepladle 10 me.
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AGREEMENT by HOSPITAL (¥sem DW %K)

By affaing hereunder, signature of cur Authorised Signatory for recommending this casaipatient for inancial assatance from Koshika Foundason, we
(Hosphal) hecady atfrm & acoapt

1) that we neihar are prosently nor will in Aduro avall of financial assistance from ancther NGO or any other source, 1or the same patienticase, as we are
requesting 10 get from Koshika Foundation, 10 the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granied
by Koshika Foundation, in part or in full, then the Hospial reserves it's right to make wp the shoetfall feom another NGO or any other source. This
confinmation essentialy statos thal the Hospital will not avall any duplicalo assistance for the same patieaticase from sy othver NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The cheice of the treatmentiprocadurs advisediconducted by !he Hospital on the
pationt, is based on the arrangement between the patient & the Hospital, and is in no way nfluenced by Koshia Foundation. Hence, the Hospital will
pasume sole & complets responabiity of e treatment & i's outcome & salely of the patient, and Koshia Foundation wil have no reie of responstity
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