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DECLARATION by APPLICANT: it §3 @ o

1) | heroby confem that at detals i this Feem ace True 1o the best of my knowledge. Any false siatoment wil render my Application & ongoing assistance, If any,
liabie for

2) | sclomnly confrm that assistance, ¥ recaivad from Koshika Foundation, will be used only for the “purpese’, as stated in this Form, for which such sssistance

was roeQuasiod by me.

3) | pareby confirm $hat | have not & will not in future, aveil of rosmbursement, in part or in full, from any other source/employerfinsurance company, of the amount
for which ®Vs assstance is requested.
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1) Ly affing ey signaturp oc thumd impression on this Form, | (Applicant) heredy agree & authonse Koshica Foundation and X's Trustess 1o

usepublishi put-upireproduce my name, addross, photo & detalls of the “purpose”, for which such assistance is requestedigranied, through any

mocium, inciuding but not limited 1o verdal, prink. elactronic, for soliciting donations for Koshika Foundation andior disseminating information about i's

actwvbies/achiovoments. Such use of my photo & details can be made by Koshika Foundation bofore or after my treatment or futfiiment of the “purpese”

for which assistance i3 baing requested.

2) 1 (Applcant) further agree that any such usa of my name, address, photo & details of the “purpose”, for which such assistance is requestedigrariod,

will not auviomatcally entitle mo for recening of continuing the said assistance. The decision for granting andior confingsing the assistance will rest solely

with the Trusiees of Koshika Foundasion, and their decison is this regard wil be final and scceplable 1o me

1) T8 TV W W v W vl ¥ oy e, € (spbow) @R s @ gfe won o Cwifre et ol o il T e v e do o,

w0, w32 o3t @ feers tw wow o v £, 3 Cwiew” T s, o, wee gt agtie 8 ol RO it seeieed © Bl fnd o g ey

@ yufte wrd ¥ S afone 3t yer @ e 8 pera ¥ wrd @ et O e ¥ g i wnimt v s afeg b

1) & (wrbos) wr e W wrm {5 U T, v w2 o feern o iy e € wetv @ wide § g v voow W veon W v v v

“wifrer” voy s ofid = fde sfem i wwerd ym
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AGREEMENT by HOSPITAL (ywme DU %TT0)

By aMxing horeunder, signature of our Authorised Signatory for recommanding this case'patient for financial assistance from Koshika Foundation, we

(Hospital) heroby affirm & accept following:

1) Ihat we naither ate presently noe will in future avail of financisl assistance from ancther NGO or any other source, for the same patienticase, as we are
10 ga| from Koshika Foundation, 10 the extont that such assistance is granted by Koshika Foundation. If the requested assisiance is not granted

by Koshika Foundation, in part of in full, then the Hospits! reserves it's fight 1o make up the shortfall from ancther NGO or any other source. This

confrmation essentally stotes that the Hospita! will not avail any duplicate assistance for the same patierticase from any other NGO or any cther source.

2} The assistance from Koshika Foundasion Is orly Eaancial in nature. The choice of the treatmant/procedure advised/conducted by the Hospital on the

pstiont. /s based on the arangoment botween the patient & the Hospital, 8nd is In no way influenced by Koshika Foundation. Hence, the Hospital wit

233Ume sole & compiote responsibiity of the treatment & it's outcome & safety of the patient, and Koshikas Foundation wil have no role or responsidiity
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