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DECLARATION by APPLICANT: miss 7 wmey w3:
1) | hereby confirm thal &/l details in this Form ars True to the best of my knowledge. Any false statement will render my Application & ongoing assisiance, if any,
fible for rejection/canceliation,

2] | solemndy corfirm that assistance, if recesved from Koshike Foundation, will be used only for the "purpose”, Bs siated in this Form, for which sich assistance
was requesied by me,

3] | nereby confirm hat | have not & will not in futre, svail of mimbursemant, in part or i full, from any other sourcefsmpioyerinsuranoe company, of the amount
for which this assistance is requested,
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AGREEMENT by APPLICANT { sawa g %)

1) By affixing my signatura or thumb impression on this Form, | {Applicant) hereby agree & authorise Koshika Foundation and it's Trustees io
uselpublishipul-upreproduce my name, address, pholo & detalls of the “purpose”, for which such asslsiance s requestedigranted, through any
madium, including but nal limited to werbal, print, elactronie, for soliciting donations for Koshika Foundation and/or disgeminating information aboul it's
aetivities!/achievemants. Such use of my photo & detslls can be made by Koshika Foundation balore or after my treatment or fulfilment of the *purposs”
for which assislance Is being requested.

2) | {Apghicant) further agree that sny such use of my name, address, photo & datalls of the "purpose”, far which such assistance ks requested/granted,
will not automatically entitie me for recelving or continling Ihe said assistance. The decision lor granling and/or confinuing the assistance wil rest solaly
with tha Truatees of Koshiks Foundation, and ihair decision |3 this regard will be final and acceptsble o me
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AGREEMENT by HOSPITAL (W& 371 %04)
By nffixing hareunder, signature of our Authorised Signatory for recommeanding this caseipatient for financial assistance from Keshika Foundation, we
{Hospital) hereby affirm & accept following:
1) that we naither ars presently nor will in future avall of financial assistance from another NGO or any other source, for the same patienl'case, ns we ars
raquesiing to gat from Koshika Foundation, to the extent that such assisiance i granted by Koshika Foundatlon, If the requested assistanca Is nol granted
by Kosmhika Foundation, in gart or in full, then the Hospital reserves it's right lo make up Iha shortfall from anathar NGO or any othier soutcs. This
canfirmation essentially states that the Haspital will not avail any duplicate assistance for the same patient/case from any other NGO or any othar source.
2} The sssistance from Koshika Foundalicn b= only financial in nature. The choice of the treatment/procedurs advised/canducted by the Hespital an tha
patkant, o bussd on the artangement betwesn the patlent & the Haspltal, and s in no way influenced by Koshika Foundation. Henca, the Hoapital will

assuma sola & complets responsibility of the ireatmant & It's outcoms & safety of the patianl, and Koshika Foundation will hine no rolg or respongibifity
v the matter,
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