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DECLARATION by APPLICANT: 3dte o0 wvm wu:
1)1 haroby confirm that &l cetals in ive Form are True 10 ihe Dest of my knowiedge. Any laise statement wit render my Application & ongoing assistance. f any,
kable for rejoction‘cancelation
2) | solemnly confirm that assistance, if recowod from Koshixa Foungation, will be used only for the "purpose”, as sated in this Fom, for which such assistance
toguasied by me
;;l‘womw tiat | have not & will not in hnure, sval of rembursament, in Darnt or in full, from any other scurce’employer/nsurarce company. of the amount
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1] Uy afMaang my sgnature of thumb impression on this Fomm, | (Applicant) hereby agree 3 authorise Koshika Foundation and it's Trustees 1o
ULepUbISh pA-Lpireproduce my name, address, photo & dotalls of the “purpose”, for which such assistance is roquastedigraniod. through any
medum, mciudng but not Bmited to verdal, print, olectronic, for soliciting donations for Koshiks Foundation anclor disseminatng information about it's
achvibnsachisvements. Such yse of ry photo & detals can be made by Koshika Foundation before or afiar my treatment or fafimant of the “purpose”
for which assistance is being roquested.

2) | (Appicant) further agroe that any such use of my name, address, photo & detads of the “purpose”, for which such assistance Is requestedigrantod,
wil not automatically entie me 10r receivieng of contnuing the S assistance. The decision for granting and/or continung the assistance wal rest soiely
with the Trustees of Keshika Foundation, and their desision is s regard will be final and acceptabie 1o me
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AGREEMENT by HOSPITAL (ywm® pm wut)
By afligng hereundar, sgnature of our Authensed Signatory for recommanding ths case'patient for financial assissance from Koshika Foondaton, we
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1) that we neither are prasantly nor will in future avail of inancial assistance om ancthar NGO or any other scurco, 'or the same patienticase, s we afe
raquosting 1o get from Koshika Founcation, 10 the exiand that such sssisiance is granied by Koahika Foundaton, If the requested sssistance i3 not granted
by Koshiks Foundation, im part or in full, then the Mospital teserves it's right 10 make p the sheetfall from angther NGO or any other saurce. This
confirmation essentislly states that the Hospital wit aot avail any cuplicate assistance for the same patienticase from aay other NGO or ary other source.
2) Tha assistance from Koshika Foundation is anly financinl in nature, The choice of the trestment/proceduta advisadiconductad by the Hospital on the
patiert, is based on the arrangement between the patient & he Hospltal, end in in no way Infiuenced by Koshika Foundation. Hence, the Hospdsl will

pasume sole & complete responsitdity of the troatment & I's outcome & safaty of Ihe patient, and Koshiua Foungation wif havo no roie of responsibiiay
In the matier.
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