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DECLARATION by APPLICANT: 3T 3T 1T 7e:

1)1 heraby confirm that all detalls in this Form ara True to the best of my knowledoe: Any false stetemen: will render my Appilcation & onaging aeslstance, Ifany,
liable for reection/cancalintion.

2} | solemnly canfirm that assistance, if recalved from Koshike Foundetion, will be used only for the “purpose”, a5 stated In (his Form, for which such assistance
was requesied by me.

3) | hasalay confiem thal | nave nat & wil nat in futurs, 2vall of mimbursement, in pant or in full, from any olher soercelemployeninsurance company, of the amount
for which this astsipnes B requasiod.
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AGREEMENT by APPLICANT (smt= g =71)

1) By &ffixdng my signature o thumb impression on thig Fom, | (Applicant) hersby agree & autharise Koshika Foundalion and it's Truslees tn
weedpublishipul-ipirepredace my name. sddress, photo & details of the “purposz®, for which such assistance Is raquested/granted, through any
medium, Including but nat Imited 1o verbal, print, electroniz, for sollciting donations for Kashika Foundation andfar disseminating Information about it's
aclivillesfachicvements, Such use of my phole & detalls can be made by Koshika Foundation before or alter my treaiment or lulfilment af he *purposa®
forwhich asgislance i being requesiad.

2) | {Applicant) further agree that amy such use of my name, addresa, photo & details of the “purpose”, far which-such-assistance is reqguestedigranted,
will nal aviematicslly entile me for receiving ar continuing the =ald assistancs. The declsion for granting andfor continuing the assistance will rest solely
with tha Trustees of Koshika Foundation, and their decigzon & this regard will be firal and-accaptables to me
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AGREEMENT by HOSPITAL (weme Bm Wam)

By affixing hereunder, signajure of our Authorised Signatory for recommending this caseipatient for financlal sssislance from Koshika Foundation, we
(Hospital) hereby affirm & accapl foflewing: .

1) that we neithar are presently nos will in Tuture avell of finenclal essistence from enothar NGO or any olhar source, for the same patisnt/case, &6 we aie
requesting {0 get from Koshika Foundation, to the exiant thet such assistance is grantad by Hoshika Foundation, I the requested assistance is not granted
by Koshika Foundation, in part or in full, then the Hospital reservas 1's right lo maka up the shorfall from anotfier NGO or any othsr sourca. This
confirmation essantially states tat the Hospital will not avail any duplicate azdistance for the sama pstientioase from-any other NGO or any other source.
) The assistance from Kaghika Foundation |s only fhanclal in nature. Tha shoice of he trestment/procedure advised/conducled by the Hespital on ths
patiant, s hazad on the arangsment betwaen the pstiant & the Hogpital, and is in no way inlleenced by Koshika Foundalion. Hence, the Hospital will
aseums soie & complate respansiblily of the restmant & It's cutcome & safety of 1ne patient, snd Koshike Fourdalion will have no role or responsibility
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