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DECLARATION by APPLICANT: STEE% X Wiw ws:
1) | hereby confirm that all detalls In this Form are True to the best of my knowledge. Any false stalament will ronder my Application & ongoing assistancae, i any,
figble for raiectionfcancallation.

2) | solemnly confirm that assistance, it recelved from Koshlka Foundation, will be used only for ihe “purpose’. as stated in this Form, for which such assisiance
was requested by ma,

3) | hereby confirm (hat | have not & will not in fulure, avail of reimbursemant, in part of in full, from any ather source/smployerinsurance company, of the amount
for which Ihis assistance is requesied.
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AGREEMENT by APPLICANT (s @0 %11)

1) By affiing rmy signature or thumb impeession on this Form, | (Applicant) hereby agree & auhorise Koshika Foundation and it's Trustoes 1o
use/publishiput-uplreprotuce my name, address, photo & detalls of the “purpose”, for which such assistance is requested/granted, through any
medium, including but not limited to verbal, print, alectronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activilieslachievementz. Such use of my photo & detalls can be made by Koshika Foundation before or after my treatment or fullimant of the "purpose”
for which asslstance is being requesied.

21 | (Applicant) further agree that any such uss of my name, address, photo & details of the "purpoase”, for which such assistance is requestedigranted,
will not automatically entitle me for recaiving or continuing the said assistance. The decislon for granting and/or continuing the assistance will res| solely
with the Trusiees of Koshika Foundatlon, and their decision Is this regard will be final and acceplable 1o ma
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smiveE F vemn W SE W e

0

AGREEMENT by HOSPITAL (®wms §m &)
By affixing hereunder, signature of our Authorised Signalory for recommending this caselpatient for financial assistance from Koshika Foundation, we
{Hospltal) hereby affirm & accapl following:
1] that we neither are presently nor will in future avail of financlal assistance from another NGO or any other source, for the same patisnt/case, as wi are
requesting to get from Koshika Foundation, to the extent that such assistance s granied by Koshika Foundation. If the requested assistance is nol granted
by Koshika Foundation, in part or in full, then the Hospltal reserves it's right 1o make up the shorfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avall any duplicats assistance for the same patienticase from sny ofher NGO or any other source
2) The assistance from Koshika Foundation is only financial in nature. The cholce af the Ireatment/procedure advisedconducted by the Hospital on the
patient, Is based on the arrangement batwesn he patiant & the Hospital, and is in no way influencad by Koshika Foundation. Hanca, tha Hospital will

assume sols & complele responsibility of the Ireatmant & it's outcome & safety of the patlent, and Koshika Foundation will have na role or responsibility
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Date of Surgery
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