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DECLARATION by APPLICANT: SHFOR TAT WIWmg W

111 herety confiern Ml pl detads in this Form are True 1o the best of my knowiedge. Any false siatement will render my Applicafion & ongaing aslstence, # iy,
21 1 solemnly confirm that asslstance, If received from Koshika Foundation, will be used only for the “purpose”, os stated In this Form. for which such assistantes
was reguesied by me

3) 1 herely confierm at | have not & will not in future, avail of rembarsement, in pan or In full, from any cther source/employerfnsurance company, of e amount
lor which this assstance = raguesied
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AGREEMENT by APPLICANT (smeew g %)

1) By aMuing my ssgnatsre o thumb impiession on this Form. | (Applicant) haroby agres & suthonss Koshiks Foundation and i's Trustees io
una/publish/put-upfroproduce my name, address, pholo & details of the “purpose”, for which such sssistance i requestedigranted, through any
medium, inchuding but net lmited to verbal, print, electronic, for soliciting donations for Kashika Foundation andlor disseminating information about I's
actvities/achisvements. Such use of my pholo & detalls can ba mada by Koshika Foundalien bafore or after my reatment o fulfimant of the “purpose”
for which assistance is being requested.

21 {Applicant) further sgroe that any such use of my name. addiess, pholo & detaills of the “purpose”, for which such sssistance s requasted/granted,
will niot sulamatically entitle me for receiving or continuing the said assistance. The decision for granting andlor conlinuing the sscistance will rest solesy
with tha Trustees of Koshika Foundation, and their decision is this regard witl be final and acceplable to me
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AGREEMENT by HOSPITAL (wemms gm wm )

By affiung hareundar, v of pur Authorised Sigralory for recommanding this case/patient for financial assistance from Kashika Foundalion, we
[Haospital) heraby affirm & accepl following:

1) thist wa riither are prasently nor will in future svall of finsnclal asslstance lrom another NGO o olhes sourca, for the some patienlcass, Bs we ore
requesting to get from Koshika Foundation, to the axient that such assistance is granted by Koshika Foundation. If the requesied assistance |s nof graniod
by Koshikn Foundation, in part or in full, then the Hospital reserves il's right to maka up the shartfall from snather NGO or any other soufce. This
confirmation essentiady statey that the Hospital will not avall any duplicate assistance for the sama patientcase from any other NGO or any other sowrce.
2\ The assistance from Koshika Foundation is onty financial in nature. The cholce of the ireatment/procedure advised/conducted by the Hospital on tha
patient, is based on the srangement batwesn fhe patient & the Hospital, and |s m no way infiuenced by Koshika Foundation. Hence, the Hospital wil
mssuma soks & comiplete respansibiiity of the ireatment & IU's outcama & satety of tha patient, and Koshikas Foundation will have no role or responsibility
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