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DECLARATION by APPLICANT, Wi p71 waw 7y s

1) I hereby condirm that &l Getads in this Form are True 10 the best of my knowledge. Any false statement will render my Applicaton & ongoing assistance, if any.
Rable for rejectionicanceliaton,

2) | scleenndy confirm that assistance, f recetved from Koshika Foundation, will be used onfy for the “purpose”, as stated in ths Form, for which such assistance

wik requesied by me.

3) | heraby confem that | have not & will not in future, avall of relmbursement, in part of in ull, fom any other source/empioyerfinsurance company, of The amount
for which this ssslstance ls requestod.
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AGREEMENT by APPLICANT (s¥ew g 1)

1) By afixing my signature o¢ thumb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and It's Trusiees to
use/pubisVput-upreproduce my name, address, photo & details of the “purpose”. for which such assistance is requestedigranted, Bough any
madcium, including but not lmied 1o verbel, prind, electronic, for soliciiing donations for Koshika Foundation endior Gisseminating information about it's
activiies/achisvemaents. Such use of my pholo & detais can be made by Koshika Foundation before or after my treatment or fulfiiment of the "purpose’
for which assistance is Dalng requesied.

2) | {Applicant) further agroe that any such use of my name, address, photo & details of the "purpose”, for which such assistance is roquostedigranted,
will not sutomaticaty ectite me for receiving or continuing the sald essistance. The decision for granting and/or consnuing the assistance will rest solely
with the Trustees of Koshika Foundation, and thelr decision is this regard will be fingd and scceploble 10 me
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AGREEMENT by HOSPITAL (veemm g0 %71

By sffxing hereundec, signature of cur Authorised Signatory for recommending this case/patient for financial essistance rom Koshika Foundation. we
(Hospral) heredy affirm & accept following:

1) at we neither are prasently nor will in future wvall of financial sssistance from ancther NGO o any other source, for the same patienticase, as we are
MQUestng 1o et from Koshita Foundation, 10 the extent that such assistance is gramed by Koshika Foundation. If the requosted assistance is not granted
by Koshika Foundalion, in part o in full, then the Hospiial reserves It's right 1o make up the shortfall from snother NGO or any other souwce. This
mwmmnmwmmwwm'uummmmmmummm
2) The assistance from Koshica Founcation Is cnly financial in nature. The choice of the treatmentiprocedure advisediconducied by the Hospital on the
patient, is based on the arrangament batween the pabent & the Mospital, and is in no way Influenced by Koshika Foundation. Hence, the Hospital wil
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