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DECLARATION by APPLICANT: STes Ta Some 'ms:

1} | heraby canfirm that all detalls in this Form ara True to the best of my knowledge. Any false statement wil rendar my Application & ongoing assistanca, If ary,
Kanle for rejection/canceliation,

2 I solemnly confirm that s&sistance, If received from Koshika Foundation, will be used anly for the *purpose”, 2= slaled in this Fomm, for which such azsistance
was requested by me,

3} 1 herety confirm that | have net & will nel in future, svall of reimbursement, in oan or o fill, frem any other seurce/employerinsurance company, of the amount
for wiich this sssistance (5 requesiad.
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AGREEMENT by APPLIGANT {snaze @il =)

1) By aflixing my signature or thismb impression on this Form, | (Applicant) hereby agree & suthorise Koshike Foundation end it's Trustess i
use/publshiput-upireproduce my name, address, pholo & detalls of the “purpose”, for which such 2ssletance |s requested/granted, through any
medium, instiding bul not limited 1o varbal, prinl, sleciranic, for solisiting denations for Kashika Foundstlon andior disseminating information aboul il's

aciivitleslachievermants: Such use of my photo & details cen be made by Koshika Foundation before or sfler my treatment or fulfiiment of the "purpose”
far which asskstance is bsing reguesied,

2) | {Applicant} further agree that any such use ol my name, addréss, phato & delails of the "purpose”, for which such assislance is requestedigranted,
will not sutomaticslly enlithe me for recalving or continuing the 2afd assistance; The decision for granting andle: conlinuing the assistance will rest solsly
wilh the Trustess of Koshika Foundation, and their decision is this regard will ba final end agoeptable to me.
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AGREEMENT by HOSPITAL (v &M %10)
By affixing hereundar, signature of aur Autharised Signalory lor recommanding Ihis caselpatient for financial essistancs from Koshika Foundation, we
|Hegpital} hereby afirm & accapt following:
1} that we nelther are prosently nor will In future avall of financlsl asslstance from another NGO o sny ather source, lor the samo patient/'cass, as we ars
requesting to get from Koshika Foundation, to the sxient that such asskstance is granted by Koshika Foundatian. If the requested assistance is not granted
by Koshika Foundation, In part orin full, then the Hospltal reserves (3 right to maks up the sharifall from anolhar NGO or any other source, This
exnlirmiation eseentally states that the Hospital wiil not avail ony duplicats gssistence for the sams patient/casa from any other NGO or any athat sourca.
2) The assistance from Kashlka Foundatlon is only firanciaf in nelurs. The choice of the realment/precedurs sdvisadicondusted by the Hoepital an the
patient, is basad on the arrangement batwean the patient & the Hospltsl, and Is in no way Influenced by Keshika Foundation. Hencs, the Hospital will

assUime sole & complala responsibifity of the frestment & It's outcome & safety of the patlent, snd Koshike Foundation will have no role‘or regponsibility
in the rralier.
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