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DECLARATION by APPLICANT. Ssw Em W 73:

1) | hisredy confirm that a dteits i this Fatm s True 1o o best of my knowledge, Any Inlse statement wil rendar my Application & ongoing ssistance, i any,
lighlz lor rajection/cancellation,

2 | soiemnly confim fhat assistance, I received from Koshika Foundaton, will be usad only for the “purpose”, as stated in this Foim, for which such assetonce
waz requestad by me

3) | heretry confirm that | have neat & will net in fulure, vl of reimburssmeant, in part o in-full, from any ather saurcslemployerinsurancs company, of e amount
far which this asskstance s requesied
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AGREEMENT by APPLICANT ( ses §m Win )

1] By atflxing my signatuse ar thimb impression on (his Farm, | [Apphicant) nereby agres & duthorise Karshika Foundation and IS Trustess to
use/publishiput-upirepraduce my name, address, phalo & datatls of the “purpose”, for which stich assistance i requestedigrantad, through any
miadiim, including but not imied ta vertial, pritl, slectonio, for saliciting donations for Koshika Foundaton-andior disseminating mformation aboul iUs
stlivitesiachievemants, Such use of my pholo & detsils can b made by Koshika Foundation before or aftar my treatmant or fulfilment of fhe "plrposa”
Far which assistance is being requested.

2} | (Agplicant) further agree fhat any such use of my name, address, phalo & details of the “purpose”, lor which such assistance 8 requestadigranted,
will not mutommatically entille me for ecelving of continuing the said assistance. The dacision for granting and/or continuing the assistance will rest salely
with the Trustees of Koshika Foundation, and thelr declsion is this regard will ba firal and acceptable 1o me,
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :

AGREEMENT by HOSPITAL (¥ §W %)

By affining hereundar, signaturd of our Authorised Signatory for recommending this case/patient for financlal atsisiance rom Koshike Foundation, we
[Hospltal) hereby affirm & accepl fallowlihg

1) thal we nalther are prasently nor will I future avail of financiat sssistance from anolhet NGO or any othar source, for the same patient/case, as wa are
requesting to get from Koshika Foundabion, 1o the extant thal such assistance is granted by Koshika Foundation, If the requested assistance /5 nol granted
by Koshilm Foutidatian, [ part ar in full. than the Hospital reservas it's right to make-up the shartiall from anather NGO or any other source. This
confirmation essentislly states (hal the Hospital will not @vall any duplicale assistance for Whe s@me patientcasa from any other NGO or any olter SouTe.
2| The assistance from Koshika Foundation is anly fingncial In nature. The choica of the treatment/procedurs atdvisedicanducied by the Hoapital on the
patient. |8 baser on thearangement balween the patient & the Hospltal, and |5 in na way influenced by Koshika Foundation. Hence, the Hospital will
Sssuma sole & completn responsibiily of the theatment & it's autcome & sataty of the palient, and Keshika Foundation wiil have no role or responsibility
in the maltar.
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