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DECLARATION by APPLICANT: WIw T wimm 7
1} | hireby confirm that all details in his Form are True 1o the best of my kmowlodga, Any false statement will render my Application & gngoing aesistance, 1 any, \

[iabie for rejecionicancaiation.
2) | solgmnly confirm that assistance, (f recaived from Koshika Foundafion, will be ussd only for the "purpnse’, a8 statad in this Form, for which such assistance
wan requested by me
3) | heraty confirm that | have not & will not in fture, avai of reembursement, in part o in full, from any other sourceiumployerinsirance company, of the amount
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AGREEMENT by APPLICANT | swhew gm w0 )

1) By affixing my signature ar thumb impression on this Form, | [Applicant) heraby agree & authorise Koshiks Foundstion and it's Trustees 1o
usalpublishiput-up/reproduce my name. addrass, photo & detalls of the “putposa”, lor which such assistance is requested/granted, through any
mediym, including but not limited to vertial, print, electranic, for soliciting donations far Koshika Foundation and/or disseminaling information about t's
aciivities/schisvaments. Such usa of my photo & details can be made by Koshika Foundation before or afler my Ireatmant of fulfliment of the “purpose”
for which assistance is being reguestod.

21| (Applicant] furlher agres \hat any such use of my name, sddress, photo & detafls of the "purpose”, for which such assistance (s niquestadigranted,
will not sutamatically antitle me for reosiving or continuing the said assistance. The decision for granting andlor continuing he assistance will st eoisly
with tha Trustaes of Koshika Foundation, and thair dacision s this regard will ba final and accepiable (o me:
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AGREEMENT by HOSPITAL (fwms & 1)

By affixing hereunder, signalure of our Authorised Sigratory for recommending this casa/patient for financial azsistance from Keshika Foundation, we
{Hospital) hersby affirm & accepl following:

1) that we nelther ars prasently nar will In future avail of financial eesistance from anather NGO or aty other source, for the same patient/casa, as we are
requesting to get from Koshika Foundatien, o the exent that such assistance is granied by Koshika Foundation, | the requested assistance is nol granted
by Kashika Foundation, in part or In full, then the Hospital reseryves it'n right 1o make up the shartfall from another NGO or any olher source This
canfirmation essentially states that the Hospital will ol svall any duplicate assistance for the same patlenifoase from any ofher NGO or any other source.
2) The assistance from Koshika Foundation ls anly financial in natute. The choice of the irestmentprocedure advisediconductisd by the Hospital on Ihe
patient. is based on the arrangement batwean the patlent & the Hospital, and Is In no way Influsnced by Koshike Foundstion. Hence, the Hospitat will
assume sole & complele msponsibility of the ireatmant & )t's outcoma & safety ol tha potient, and Koshika Foundation will have na role or responsitility
iy the matiar.
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