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DECLARATION by APPLICANT: STETE BT 9w w:
1} | herely confirm that all details in this Form are True o the best of my knowledge. Any faize statement will rander my Application & ongalng assislancs, if any,
Hable for rejeclicn/cencetiation,

2} | solsmndy confirm that assistance, If recaived fram Koshiks Faundatian, will ba used only for the "purpose”, 22 slated In this Form, for which such sssistance
was requesied by me,

3} | hereby conliem that | Have not & will not in future, avall of reimburssment, in part or in full, fram any other sowoefemployerinsuranca company, of hir amount
far which this assistance |s requested
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AGREEMENT by APPLICANT [smise 2 wut)

1) By affixing my signature or thumb impression on this Farm, | {Applicant) hereby agres & suthorise Koshika Foundalion and s Trustees to
use/pubishiput-upireproduce my name, address, phofo & details of the "purpozs”, for which such assistance s requesiedfgranted, through any
madlum, insluding but not iimited o verbal, pring, slscironic, for soliciting donations for Koshika Fousdatlon andior dissaminating information about it's

activities/schigvernants. Suah use of my photo & detslls can be mede by Koshiks Foundation before or after my trestment or fulliiment of the ‘purposa”
far which assislance is being requested,

2) | {Applicant | further agree that any such use of my name, sddress, phote & details of the "purpose”, for which such assistance is requastedioranted,
will not automatically entithe me for recolving or continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their decision is this regard will be final and acceplable to me.
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By affixing heteunder, signature of our Autharised Signatory for racommanding (his casa/patisnt for fimancial sssistance from Koshila Foundation, we
(Hospltal) hereby affirm & acoapt fallowing:

1) that we nelther are prasently nor will kn futgre avall of financiaj assistance from anotier NGO or any other sourca; for the same patient/cass, Bs we ane
requesting 1o get fram Koshike Foundation, to the extent thal such assfstance s grantad by Koshiks Foundation. I the requasted essisiance s not granted
by Koshika Foundstion, in part ar in full, then the Hospital resenves it's right to make up the shortfall from another NGO or any athes souros. Thiz
confirmalion essantially statas that the Hospital will not avall any duplicate assistance for the sames pafienticass from any ofher NGO br any ather source,
2) The assiztance from Koshiks Foundation is only financial in nature. The cholca of the treatmentiprocedurs advisediconducted by the Hospltal on the
patlent, |s based on the arangamant between the patlant & the Hospital, and is in no way influsnced by Koshika Foundation. Henca, the Hospital will
assume soie & complate respansibility of the freatmant & it's outcome & safaty of the patient, snd Keshlia Foundation will have no role or responsibility

in the matiar.
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