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DECLARATION by APPUCANT, smice g0 whem o;
1) | horedy confirm tat all cetals in this Foem are True to the best of my knowiedge. Any false statoment will rendor my Application & ongoing
Iadie for rejection/cancelation.

2) 1 sclemely confiem that assistance, if received from Koshika Foundation, will be used only for the “purpose”, as stated in this Form, for which
wis roquested by me.

3) 1 heroby confirm that | have not 8 will not in future, avaid of rembursament, i part or in full, from any other source’employesiinsurance company,
for which this sssistance is requested.
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AGREEMENT by APPLICANT (308eW 0 W)

1) by afang my signature or thumb impression on this Form, | {Applicant) hareby agree & authorise Koshika Foundation and it's Trustees to

usepublishiput-upireproduce my name, address, photo & detalls of the “purpese’, for which such assistance is requestedigranted, through any

modium, including but not limited 10 verbal, print, elecironic, for soliciting donations for Koshika Foundation andfor disseminating infermation about It's

acuviins/achiovaments. Such use of my pholo & detalls can be made by Koshika Foundation before or after my treatment o kifiment of the “purpose”

for which assistance s being requested,

2} | (Appscant) hurtiver agree that amy such use of my name, address, photo & details of the “purpose”, for which such assistance is requestedigranted,

will rot avtomatically entitie me for receiving or continuing the said assistance. The decision for granting and'or continuing the assistance will rest solely

with (he Trustees of Koshia Foundation. and their decision is this regarc will be final and acceptable o me.
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AGREEMENT by HOSPITAL (rm=mw 50 wTX)
By alfiing heraunder, signature of our Authorised Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
(Mospital) hereby affirm & sccept following:
1) that we nefther are presently nor will in future avall of fnancial assistance from another NGO or any other source, for the same patientcase, as wo are
requosting to get from Koshika Foundation, to the extent that such sssistance is granted by Koshika Foundation, If the roquested assistance is not granted
by Koshika Foundstion, In part or In A, then the Hospial reserves It's right 10 make up the shortfall from ancther NGO cor any other scurce. This
confirmation essentially states that the Hospaal will not avail any duplicate assistance for the same pationticase from any other NGO or any other source.
2) The assistance rom Keshika Foundation is caly fnanclal in nature. The choice of the treatmentiprocedure advisad/conducted by the Hospital on the
patient, is based on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume scie & complote responsibiity of the treatmont & it's outcome & sataty of the patient, and Koshiks Foundation will have no role or responsidiity
in the matter.

vt sy, vl ¥ ol ¥ b et w s st @ s s b fewftr @ vl , for w (vesee) P e A e e eisn v )

1) e B 3 o wbeer obt 3 @ ot il wem e A Wl deer w el w wi © Te Shoed F @ w A €, R e e Sortm
¥ favftnfed 3w @ waae  “sifoe wRm” po v i fe b ooR Ceifoe st pr v el sfeewes $f T of few o € @ e
feilt wrn & wmerh v v el s v O e W e gl o b ow e S we e e § e s Rl aee aw divae i el
W wowd v W fd @ wer § w dmad

2. “wiftm wres” o of woem e Ay sl o b 2 5t v oo & of e @ R R v W e i o v

¥ e e § o " wifow aw oo fed e w o o ot & v weme F 9 ¥ e e b ant et o wd fesiod 99 o v
-\mwwm«m-arozﬁhcm K

n (/ nscomzn;ommcs
wigdt ® forg wegfy \
mnm = i 'AésﬁY
Dr. Dharm Singh Chaelatd
n}\&\\"\ MWW
\

M&mﬁm or. Shgl'3 T e sy st

" “FORINTERNAL USE of KOSHIKA FOUNDATION  30its %am 17

SIGNATURE of TRUSTEE 1 SIGNATURE of TRUSTEE 2
= T | TH T 2

ICLAA.:\J | ' V‘/A/Z J




