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DECLARATION by APPUICANT. S9T% §10 Wwar v

1) | heroby confiern that all Getals in this Form are True to the best of my knowledge. Any faise statoment wil render my Appication & ongoing assistance, if any,
able for rejectionicanceliation . X

2} | solemnly confirm that assistance, # rocelved from Koshika Foundation, will be used only for the “purpose”, a3 stated In this Form, for which such assistance
wis requesied by me.

3} | heraby confiem that | have not & wit not in Ature, avall of relmbursement, in part o In full, fom any other source/employedinsurance company. of the amount
for which this assistance is roquasted
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AGREEMENT by APPLICANT (st g w0

1) By afing my sigaature of thamb enprassion on this Form, | (Applicant) heteby agree 8 authorise Koshika Foundation and It's Trustees to
usa/publishiput-upireproduce my name, address, photo & details of the “purpose”, for which such assistance is roquested/granted, ihvough any
medium, Including but not limitad 1o veebal, print, electronic, for soliciting conations for Koshis Foundation sndior disseminating information about It's
activites/achievements. Such use of my photo & detals can be made by Koshiua Foundation before of sfer my troatment or fulfment of the *purpose”
for which assistance is being reguested.

2) | (Applicant) further agiee that any such use of my name, address, photo & details of the “purpose”, for which such assistance is requested/granted
will not sutomatically entitie me for recelving or continuing the sald assistance. The decision for granting andlor contnuing the assistance will rest soledy
with the Trustees of Koshia Foundafion, and thelr dacision is this regard will be fingl and scceplable 10 me
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AGREEMENT by HOSPITAL (yeemm piu wU7)

By affixing hecounder, signature of our Authorised Signatory for recommending this case/patient for financial sssistance from Koshika Foundation. we
(Hospital) heredy affirm & accept following:

mucummmmuw«mmnmummmmmu-z source, for the same patient/caso, as we are
requesting to get from Koshika Foundation, 1o the extent that such assistance is gramted by Koshike . If the requesiod assistance is not granted
by Koshita Foundaion, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from another NGO or any other soutce. This
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2) The sssistance from Koshia Foundation is only financial in nature. The choice of the trestmentprocedure advised'conducted by the Hospital on the
patient, is based on the amangamaent between Lhe patient & the Mosptal, and i in no way influenced by Koshika Foundation. Mance, the Hospital wil
wﬂlmmuwamml I's outcome & safety of the patient. and Koshika Foundation will have no role of responsiity
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