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DECLARATION by APPLICANT: S pn sitmm 94

1) | hereby confim thal afl detals in this Form ae True o the el of my knowisdge. Any false staternant will render my Application & ongoing assistance, it any,
Jiatbe Jor rapecion i

2 Fsplpmnly confirm that sesistsnce, i recelved trom Koshika Foundation, will be weed only for the "purposs”. as stated in this Farm, for which such assistance

was requestad by me.

311 heraby canfirm thal | have nob & witl not o luebers, syl of reimbussment, inpart or in full, frem any other sourcefemployerinsurance company, of the amount

for-which this pssistonce |5 requested.

1) F wrem s ¢ f e owmen @ el md ol Teen S0 sEed € g we w0 w oo S T o e wee o e & O S8 e e w0 e

2) # go = Apen ofn wifre v, @ A w o 1, e e i wtw 8 & R Bew wrim, o mm ween oF momn #)

31 & giw won f o wwem By o ol W wd B, W ofn o sfew @ e frem e o e wwel g foen @ ol 3 @ o A A

AGREEMENT by APPLICANT ( sies g &)

11 By aftaing my signature or thumb impression on this Form, | (Applicant) hereby agree & aulbofise Koshika Foundation and it's Trustees o

iR publlehpul-upireproduce my name, address, photo & details of the “purpose”, for which such assistance i reguestadigranied, through any
madium, nciuding bul nol emitad fo verbal, print, sfactranic, for eoliciting donations for Koshika Foundation andfor disseminating information about il's
actiities/achiovemanis. Such use of my pholo & details can be made by Koshika Foundation before or after my treatment or fulfilment of the ‘purpose”
for wiirch aEsmsiance s baing reqiested

2) | [Applicant) furthes agree that any such use of my name, @Eldress. photo & details of the "purpase”, for which such assistance is requested/grantad,
will not gutomancaly entifie me for recedving or centinuing the said assstance. The decision Tor granting andfor continuing the assistanoe will rest solaly
with the Trusless of Koshika Foundation, and their decksion is this regard will be Nrval and acceplable \o me
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AGREEMENT by HOSPITAL (7m &1 F91 )

By affixing heraunder. signslure ol aur Aulhensed Signatory for recommaending ihis case/patient for financial assistance from Koshika Foundation, we
[Hespltnl) hereny affirm & accapt following:

1) thast we reithier are presetly nor sl in future avall of financlal assistance from another NGO or any other source, [or the same pafienl/case, as we are
raguesting (o gat fram Kostikes Foundalion, o the-exent that such assistance |5 granted by Koshika Foundation. If the requested assistance s not grantad
by Koshika Foundation, in par or in full, then the Hospital reservies I1's right to make up Ihe shortfall from another NGO or any other source. This
confirmation essentially states that the Hosphal will not avail any duplicate assistance for (he sams palienticase from any other NGO or any other source,
2} The assistance from Koshlka Foundalion is only financial in nature. The choige of the treatmantfprocadure advised/oonduciad by the Haspital on the
patienl, is basad on the arangament batwean the patient & ths Hospltal, and is in no way influenced by Koshika Foundation. Hence, tha Hospital will
assume sole & complote responsibility of the freatmant & it's outcome & sately of the patient, and Koshika Foundation will have no role o responsibility
in the mmatiad
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