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DECLARATION by APPLICANT: % g0 Wi 71:

1) | hereby confiem that all detalls in this Form are True 1o the best of my knowledge. Any false stalement will render my Appiication & ongoing assistance, If any,
lsable for rejectionfcancelitation.

2) | solemnly confirm that ssslstance. ¥ received from Koshika Foundation, will be used only fior the “purpose”, ns stated in this Form, for which such assistance

was nequested by me.

311 haraby confirm that | have not & will not in future, avail of reimbursement, in pad o in full, from any other sourca/smploverinsurance comparny, of the amount

for which this assistance s requested.
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AGREEMENT by APPLICANT ( syew o w0t

1) By affuing my signature or thumb impression on thin Form, | (Applicant] hereby agres & authorise Koshika Foundation and s Trusioes o
usefpublish/put-up/reproduce my name, address, photo & details of fhe “purpose”, for which such assisiance is requesied/granted, through any
medium, including but nol limied to verbal, print, electronic, for soliciling donations for Koshike Foundalion and/or dissaminating information about iFs
activitlesfachievements, Such use of my pholo & details can be made by Koshika Foundaiion before or after my trestment or fulfiiment of the “purpose”
los which assistance fs being requesled,

211 (Apphcant) further agres that any such use of my nams, sddress. pholo & details of the "purpose”, for which such assslance is requestedigranied,
will not sutornatically entitie me for receiving or continuing the sakd assistance. The decision for granting end'or continuing the sssistance will rest solely .
with the Trustees of Koshika Foundabion, and thelr decision Is ihis regard will be final sand accepiable fo me
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AGREEMENT by HOSPITAL (vemm g wo1)

By affixing heveunder, signature of our Authorsed Signatory for recommending ihis case‘patient for Brancial assistance from Koshika Foundation, we
{Hospital) hereby affiem & sccepl following:

1) that we neiiher @ne presanily nor will in future avail of inancial sssistance from another NGO or any other source, for the same pafient'case, a5 we are
requesting o gal frem Koshika Foundation, lo the extent fhal such assistance is granied by Koshika Foundation. If the requesied assislance is nol granied
by Koshika Foundation, in parl or in full, then fhe Hospital reserves if's right to make up the shortfall from another NGO or any other source. This
confirmation essantnlly stabes thal the Hospital will ot avall any duplicate assistance for Ihe same pallentcase from any othed NGO of any oher source
2) The assisiance from Koshiks Foundation is enly financial in nature. The choica of the regtmeniiprocedurs advised/conducied by the Hospital on tha
patieni, ks hased an the srrangament batwesn the patlent & thes Hoapllal, and i in no way Influsnced by Koahila Feundation Hance, ths Hoapltal will
assume sole & complete responsibility of the treatment & it's outcome & safety of the patent, and Koshika Foundation will have no mole or responsibiity
in the mattar,
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