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DECLARATION by APPLICANT: SFE=F TA1 ST 95:

1) | hereby confirm that all detalls in this Form are True to the beel of my knowledgs. Any false sintement will render my Application & ongoing assistance, If amy,
[iable for rejaction/canceliation,

2} I sglemniy confirm thal essislance. if recelved from Koshika Foundation, will be used only for the "purpose”, as stated in this Form, for which such assistance
was requested by me.

3} | hereby confirm thal | have not & will rat in futurs, avall of reimbursemant, in par or in full, fram any other scurcalamployetlinsurance company, of the amaunl
for which this assistence is requested,
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AGREEMENT by APPLICANT (=as% o0 =01)

1) By affining my signature or thumb impression on this Farm, | (Applicant) heroby agres & authorise Koshika Foundalion and it's Trustees 1o
usaipublish!pul-uplireproduce my name, address, photo & datalls of the “purposs”, for which such assistance Is requesiadigranted, through any
medlum, Inciuding bul not limiled to verbal, print, electroniz, for soliciling donations for Koshika Foundalion and/er disseminating information about it's

aclivillesiaehiavements. Such use of my photo & daiails can be made by Kostike Foundation betare or afler my trealment or fulfiment of the “purposa”
for which assistance Is being requested

21| (Applicant) lurther agree that any such use of my name, address, photo & delalls of the "purpose’, for which such assistance s requestedigranted,
will not aotomaticelly enlitle me for teceiving of continuing the said assistanca. The deciskon for granting sndior continuing the assistance will rest solely
with the Trustess of Koshika: Foundation, snd their decigion is this regard will be final and ascoptablo to me.
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AGREEMENT by HOSPITAL (@ B WaF)
By affixing hereunder, signalure of our Autharised Signatory for recommending Lhis case/patient for financial assistance lrom Koshika Foundation, we
(Hospital) hersby affirm & accapt fallowmng:
1) that we nalther are presently nor will In future avsil ol financial assistance from anclher NGO or any olher source, fos the same potienticase, 65 we ara
requesting 1o get from Kosnika Foundation, to the extent thal such assistanca is granted by Koshika Foundation, If the requosted assistance is not granted
by Kashika Foundatlan, in part or in full, then the Hosplial reserves s right to maks up the shortfall fram another NGO or any other source. Thig
canfirration exsentally siates that the Hospital will not avall any duplicate assistance for the sama patienticase from any other NGO ar any othar source,
2} The assistance from Koshika Foundation is enly financial in neture, The chokce of the treatmentiprocedurs sdvised/conductad by tha Hospital on (ke
pafient, is bassd on the arangamant betwaen the patient & the Hospital, and Is In no way influanced by Koshiks Foundztion. Hence, the Hospltal wil

sssume sole & complels reeponsiiity of the reatment & It's oulcoma & safaly of the patient, and Koshiks Foundation will have no mle of responsiblifty
i e rmatter,
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