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DECLARATION by APPLICANT: iy 5 WNey w1:

1) | heroby confiern that 28 dotails in thia Form am True 1o e best of ny knowledge wwmmwmnywm&am*
Rable for rejectionicanceliation,

2) | sodeeninly confiern that assistance, If recerved from Koshika Foundation, will be used only for e “purpose”, ae stafed in this Form, for which such assls,
was requensted by ma

3] 1 horeby confiem that | nave not & will not In future, svall of mimbursement, In part o¢ I full, from any ohar sccrcalampioyerinsurance company, of the
for which this assistance s requesiod
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AGREEMENT by APPLICANT (scies T %07)

1} By affixing my signalure or thumb impression oo ihis Form, | (Applicant) heroby agree & suthorise Koshika Foundation and It's Trustees o
use/pubiishiput-Lpireproduce my name, addrass, photo & detals of the “purposa”, for which such assistancs is requested/granied, through asry
madium, includirg but nol imited 10 verbal, print, slectronic, for soliciting donations for Koshila Foundation and/or oisseminaling information about it's

activities/achigvoments, Such usa of my phots & detalls can b made by Koshika Foundation bedore o¢ afor my troatmant of fulfilment of the “purpose”
for which assistance is being requestiod

2) | (Appiicant) Rathar agree hat amy suth wae of my name, addrass, photo & details of the "puspose”, for which such assistance is requasiedigranted,
will not sutomatically anfitic ma for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rést solaly
with the Trustoos of Koshika Foundation, and halr decision i3 his regard will be Sral and acceptablie to me
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AGREEMENT by HOSPITAL (yvamm DU )
By alfing herounder, signature of our Authorised Signatocy for recommending (hia case'paliont for Ninanscial sssisiance from Koshika Foundation, we
(Hospilal) hereby affirn & eccept following:
1) ™ot wa polther are peesently noe will In fullore avall of Snancial sssistance from ancther NGO or omy other scwrce, for the same petiend/case, o3 we are
requesting 1o got kom Koshika Foundation, 1o the axtent that such assistance is granted by Xoshiha Foundation. If v requested assistance s not granted
by Koshika Foundation, in part or in fUll, then the Hospital reserves I's right 10 maks up the shortiall from another NGO or any other source. This
ronfemation sssentially sistes thal the Hospital will not avall any duplicate assistance for e same patient/cass from any othar NGO or any other SOUrce.
2} Tha assistance from Koshika Foundation it only financial in natury. The choico of the treatmentprocedure agvisediconducted by the Hospitsl on the
patiant, is based on the arangement between Bie patient 4 the Mospital, and s In no wary influencad by Koshika Foundation. Hance, the Hospital wil

assume sole & complets responsibility of the treatment & I's outcome & salaty of the patient, and Koshika Foundation will have no role or resporsdility
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