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DECLARATION by APPLICANT: Smits gR1 Wi ws:

1)1 hereby confirm that all details in this Form are True 1o the best of my knowiedge. Any false statement will render my Application & ongoing assistance, if any,
iabia for rejection/canceliaton.

2} | sulemnly confirm that assistance, f received from Koshika Foundation, will be used only for the "purpose”, a5 stated In this Form, for which such asslsiance

was requested by me

33 | hersby confirm that | have nol & will nat in future, avail of reimbursemeant, in pan of in fll, from any other source/smployerinsurance company, of the amount

for which this assistance s requested.
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AGREEMENT by APPLICANT | wres gm ®im)

1) By affixing my signature or thumb imprassion on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustees o
usaipublishiput-upfreproduce my name, address, pholo & detalls of the “purpose”, for which such assistance is requested/granted, through any
medium, inmudlnEhul not limited to verbal, print, electronic, for soliclting donations for Koshlka Foundation andfor disseminating information about it's

activitiesfach . Such use of my photo & details can be mada by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”
fer which assis being requested.

2) | [Applicant) further agree that any such use of my name, address, photo & details of the *purpase”. for which such assistance is reguestadigranted,
will not automatically entitie me for recelving or continuing the said assistance. The dacision for granting and/for continuing the assistance will rest solely
with ihe Trustees of Koshika Foundation, and thelr decision s this regard will be final and acceptable 1o me:
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APPLICANT'S SIGNATURE OR LEFT THUMB IMPRESSION :
S W oA W fen

AGREEMENT by HOSPITAL (w&@s 3w 07)
By affixing hersunder, signature of our Authorised Signatory for racommending this caselpatiant for financial assistance from Koshika Foundation, we
(Hospital) hereby affirm & accepl following:
1} that we neither are presantly nor will in future avail of financial assistance from another NGO or any other source, for the same patienticase, as we are
requesting to gel from Koshika Foundation, o the exfent thal such assistance is granied by Koshika Foundation. If the requasted assistance is nol grantad
by Koshika Foundation, in part or in full, then the Hospital reserves it's right 1o make up the shortfall from anather NGO or any other source. This
confirmation essantially states that the Hospital will not Bvall any duplicate assistance for the sama patienticase from any other NGD of any ather source
4} Tha assistance from Koshika Foundation is only financial in nature. The choice of the restmant/procedure advised/conductad by the Haspital on tha
patient, s based on the arrangement betwean the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital wil
assume sole & compiste responsibility of the treatment & it's outcome & safety of the patient. and Koshika Foundation will have no role or responsibility
in the mattar
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