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DECLARATION by APPLICANT: SFwnw GAT S 9m:

171 hereby confirm that gl details in this Form are True 1o (he best of my knewledge. Any (315 statement will render my Application & ongoing assistance, if any,
llable for rejechionicanceltation.

2) | salarmnly confirm that assistance. il received from Koshika Foundation, will be vsed only for ihe “purpose”, as stated in this Form, for which such essistance

was fequested by me,

31 | hareby confirm that | have not & will not in future, avail of mimbursament, (n par ar infull, from any other source/employadinsurance company, of the smount

for which Ihis assksiance s requested,
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AGREEMENT by APPLICANT [ smies o7 %771

1) By affizing my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundalion and It's Trusiees to
use/publishiput-upireproduce my name, address, pholo & details of the “purpose”, for which such assisiance is requested/granied, through any
medium, including but not limited 1o varbal, print, slectronic, for soliclting donations for Keshika Foundation and/or disseminating Infarmation sbout it's
scihvities'achisvemants. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfilmant of the “purpose”
for which assistance is being requesiad.

2) | {Applicant} furthar agree that any such use of my namea, address, phote & details of the "purposs”, for which such assistance is requestadigranted,
will not automatically entitle me for recaiving of cantinuing the sakd assistance. The decision for granting andfer conlinuing the assistance will rest solaly
with the Trustees of Koshika Foundation, and iheir decision is this regard will be final and acceplable o me
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AGREEMENT by HOSPITAL (7= 30 #H)

By wffixing hamsundar, signature of our Authoresd Skignatory for meommanding this cassipatiant for linancial assistance from Kashika Foundation, we
(Hospital) hereby affirm & accept following:

1) that we neither ara presently nor will in future svall of financial assistance from anothor NGO or any olher source, for the same pafient'case, gs we ans
reguesting io ge! from Koshika Foundation, fo the extent that such assistance |8 granted by Koshika Foundation, If the requestad asslstancs is not granied
by Koshiks Foundation, in part arin full, then the Hospital reservas s right to maka up the shortfall fram anather NGO of any other soures. This
confirmation essantially siates that the Hospital will not avail any duplicate assistance for the sama patient/case from any othar NGO or any other source.
2) The assistznos from Koshika Foundation is only financial in nature. The choice of the ireatment/procedure advisad/conducted by the Hospital on the
patlent, is based on the arangement belween the patlent & the Hospital, and is-In no way influenced by Koshika Foundation. Hance, the Hospital wil
pssume sole & complote responaibllity of the treatment & it's outcome & safety of the patient, and Koshiks Foundation will have no role or responsibildy
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