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DECLARATION by APPLICANT: wHiTe pm s 7,

1-5lh-uugmuuudm Iri Bhiks Form are True 1o the best of my knowledge. Any lalse statement will render my Application & ongoing assistance. if any,
liable for rejection‘canceliation.

2) | sdornmly confirm Miat sssistance. I received fom Koshia Foundation, will be used only for the *purpose’, as stated in this Fom, for which such assistance
was requesied by me,

3) | haratry condiem that | have nol & will nol in fulure, svall of mimbursempnl, in par o in full, froim any other sourca/employerinsurance company, of the amound
for which thie assisiznce & requesied
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AGREEMENT by APPLICANT ( siws @i %m0

1) By affisng my signature or thumb impression on this Form, | (Applcant) hersby agres & authoriss Koshika Foundation and I's Trustees to
use/publish/put-upireptoduce my name, address. photo & detailn of the “purpose”, for which such assislance is requestodigranted, through any
madium, including but nol imited 1o verbal, print. electronic, for soliciing donations for Koshika Foundation andior disseminating Information about if's

activitiesfachigvements. Such use of my photo & details can be made by Koshika Foundation before or after my ireatmant o Rulfilment of the “purpose”
for which sssistance is being requested.

2) | (Applicant) further agres that any such use of my nama, address, photo & datalls of the “purposs”, Tor which such nesistance s requestedigranbed,
will nal automitically entille me for receiving or continuing the said assistance. The decision for granting snd/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation, and their declston ks this regard will be final and scceptable to me.
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AGREEMENT by HOSPITAL (wems gm0 %)
By sflixing hereunder, sigralui of our Autharsed Signatory for recommaending this case/patient for financial assistanos from Koshika Foundation, we
(Hospital) harstry affirm & accept following:
1) that we nelther are presantly nor will in fulere avell of financial asslstance from snother NGO or othar source, for the seme patlanlcase, as we amne
requesting 1o get from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requesied assislance is not granted
by Koshika Foundation, in part or in full, then the Hoapital ressrves It's ight 1o make up the shorfall from another NGO or any othet sourcs, This
confirmation essantially states that the Hospital will nol avall any duplicate assistance for the same patient/case from any other NGO or any olhar source.
2) The assistance from Koshika Foundation |a only Snancial in nature. The cholos of he beatment/procedurs advised/conducted by the Hospital on the
pathent, ks based on the amangamen! betwean the patient 4 the Hospital, and |s In no way influenced by Koshika Foundation. Hence, the Hospital will

nasums solo & complety responsibility of the treatment & Il's oulcoma & safely of the patient, and Koshiks Foundation will have no rols or responsibility
in the matter.
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