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1) I hereby confirm that all details in this Form are True to the best of my knowledge. Any false statement will render myApplication & onqorng asststance. if any,
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2) I solemnly confirn, that assistance, if received from Koshika Foundation, will be used only for the 'purpose", as stated in this Form. for which such assistance
was requested by me

for which this assistance is reQuested

l) t stqqr 6fir ( lfi {s rmq t fc.A ,rq {'q1 frq{qr it qrr+rfr d uTgn iril W sfr tr qfs frt{ fc-+<or qs :FsH $rse qrqr qrdr t ai tt wrqnr tfiR 61 qI Es-fi tr
2) t{ ET{ qt rrflordi {fu "61frTsi qrs=e{H", t d sr rfi t, ssm sqdq sd skq 6i 1fd * ftd l+,qr qr+n, qr {tr vrsc d xrrqr tr

t) t 5e 6lrdi d.fd tgw *ti-* efi,r{t, rq {rlyrfrr olfrrfiq vq;o irwrffi er;qslq/Fiql-q-6,4qrEFqfrdrc} fuqr t eftlti qt{Edifur

DECLARATION by APPLICANT: 3rT+€ ERI frqun q1;

1)By aff xing my signature or thumb rmpression on this Form. l(Applicant) here0y agree

use/publish/put-up/reproduce nry name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, including but not limited to verbal, print, electronic, for soliciting donations for Koshika Foundation and/or disseminating informatlon about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundalion before or after my treatment or fulfilment of the 'purpose"

for whrch assistanc-e is being requested.

2) I (Applicant) iurther agree that any such use of my name, address, photo & delaiis of the "purpose", for which such assislance is requested/granted,

will not automatically entitle me for receiving or continuing the said assistance. The decision for granting and/or continuing the assistance will rest solely

with the Trustees oI Koshika Foundation, and their decision is this regard will be [inal and acceptable to rne.
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AGREEMENT by HOSPITAL (6WIre aM 6-m)

APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION
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By affixing hereunder, signature of ourAuthorised Signatory for recommending this caselpatient for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accept following:
1) that we neither are presently nor will in future avail of financial assistance from another NGO or any other source, for the same patienucase, as we are
requesting to get from Koshika Foundation, to the extent that such assistance is granted by Koshika Foundation. lf the requested assistance isoot granled

by Koshika Foundation, in part or in full, then the Hospilal reseryes it's righl to make up the shortfall from another NGO or any other source. This

confirmation essentially btates that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any other source.

2) The assistance from Koshika Foundation is only financial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will

assume sole & coolplele responsibility of the treatment & it's outcome & safety of the patient, and Koshika Foundation will have no role or responsibility
in lhe matter.
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