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DECLARATION by APPLICANT: SETs T Ty ¥

1) | heraby canfirm thal all detalls in this Form are True 1o thie best of my knpwledge, Any lalse statement will render my Applicalion & ongalng assistance, f any,
liebéa for rejecton/canceliation.

2) | sotemnly eonfirm thal assistsnce, f received from Koshika Faundation, will be used only for the *purpose”, as stated |n {his Fom, for which such essistance

was raquesled by me _

3) | haroby canfirm that | kave nal & will not in fulure, avail of reimbursamant, n part or in full, frem @ny ather sourcelemployerinsurance company, of thie amount

for which this asslstance is roquestod.
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AGREEMENT by APPLICANT (smies ow %17)

1) By affising my stanature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koskilks Feundation and II's Tristees 18

use/publishiput-up/reproduce my name, address. pholo & datalls of the “purpase”, for which such assistance Is requestadigrantad, through any

medium, including bul rol limited Io verbal, print, slecironle, for salleiing denafions Ior Koshike Foundation andlor disseminating Information aboul it's

astivileshachisvements. Such use of my phofo & details can ba made by Koshike Foundation before or after my trealment e fullimant of tha *purpesn”
for which assistance is baing requestod.

2] | (Applicant) further agrea tkal any such usa of my name, address, phelo & details of the "purposa”, for which such asslstance s requesizdigranted,
will not eutamatically enlilie me for recaiving or conlinuing the said assistance. The deeision far granting andlor eanlinuing the sssistance will rest salely
with he Truslees of Koshika Foundation, and their decision s this regard will be final and ecoepiable to me.
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AGREEMENT by HOSPITAL (wewed g )
By affixing hereunder, signature of dur Aulhorised Signatory far recommending this case/patient for financlal acsielance from Koshiks Foundation, wa
{Hozpital) heraby-affirm & accep! followlng:
1) that we neilher are presantly nar will in future svail of financial ssskstance from snothor NGO or.any other sourca, Tor ke sime petiani/cass, A we ars
requesting to get from Koshika Foundatlon, 1o the sxient that such assistancs iz granited by Kashika Foundation, If the requasted assistance is not granied
by Koshlka Foundation, in part or in full, then the Hospilal reserves il's right o make up the shonfall from srather NGO or any othar £ource. This
confimmation essanlislly stsles that the Hospital Wil not svill any duplicate assistance for the same patinni/czes from any othar MGG ar any other sayrcs
2} The asslstance from Koshlka Foundstion is only financisl in nature. The chaice of the trestmentprocedurs advised/banductsd by the Hegpital on the
pallent, is based on the arrangemant batween the patlenl & the Hospilal, and is In no way Influsnced by Koshika Foundstien. Hangs, the Hospital will

assumo gale & complete responaibility of the treatment & it's outcome & safely of the patient, and Koshiks Faundation will kave 1 rals or resgonainility
in e matter.
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