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DECLARATION by APPLIGANT: $row R s 5:

1} hereby confirm that all detalls n this Form are True io the best of my knawledge. Any false statemant will rander my Application & ongaing assistance. if any,
fiabie for rejeclion/cancetlation.

2] | solamnty confirm (hat assistance; if received from Koshika Foundation, will be used only for the “purpose”, as statad in this Form. for which such assistance
was requesled by me.

3} | hereby canfirm that | have not & will not in future; avell of reimbursemant, in part or in full, from any other saurcaemployerinsurants company, of the amount
for which this assistance i requestad

1) & s w f e v w3 Bl omd wd o S sEEd 3 s ud w ool i e o e swe o T A 9w feow %W e )

2) W g 3 e i Wi W, Ao W v R, s e wm ke s i W T e s, @ owm wew F s

3) ¥ vfe s { & fam w3 w el %1 0f §, T ofn W s @ wws e el o dnfedm s @ on fen § ol S @ s F dm
AGREEMENT by APPLICANT (smies g 1)

1] By affixing ry signafure or thumb impression on this Form, | (Applicant) hersby agree & authorise Koshika Foundation and it's Trustoes 1o
use/publish/pul-uplreproduce my name, address, photo & detalls of the "purpase”, for which such assistance is requestedigranted, through any
medium, including bul ol iimited (o verbal, print, electronic, for soliciting donations for Koshiks Foundation and/or disseminating information about it's
activities/zchievements. Such use of my pholo & dedalls can be made by Koshika Foundation before or after my treatment or fulfiimant of the “purposa’
for which assistance is being requested.

2} | (Appllcant) further agres that any such use of my name, address, photo & detalls of the “purposa”, for which such assistance is requestadigranted,
will not autornatically entithe me for recaiving or continuing the said assistance. The decision for grantling andior continuing the assistance will rest solaly
with the Trusleds-of Kashika Foundatlion, and their decision 7s this regard will ba final and accaptable 1o me.
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AGREEMENT by HOSPITAL (vw#ma 0 %)

By affixing hereunder, signature of our Authorisad Signatory for recommending this caselpatient for financlial agsistance from Koshika Foundation, we
{Hospital) hersby affirm & agcept following:

1) thist we neither are prasently nor will in future avail of fnancial assistance from anothar NGO or any other source, Tor the same patienlcase, &8 we amn
requesting to gat from Koshika Foundation, 1o the extent that such assistance is granted by Koshika Foundation. If the requested assistance is not granted
by Koshika Foundation, In part o in full, then the Hospltal reserves il's right 1o make up the shorfall from another NGO or any other source, This
confirmation essentiafy siates that the Hospital will not avall any duplicste assistance for the same patient/cass from any olher NGO or any other sourca,
2) The assistance from Koshika Foundation |s only financial in nature. The choice of the treatment/procedure advised/conducted by the Hospital on the
patiant, Is basad an the srangement betwesn the patient & the Hospital, and is In no way Influenced by Koshika Foundation. Hance, tha Hospital will
assume sole & complete responsibliity of the treatment & it's outcome & safety of the palient. and Koshika Foundation will heve no mie or responsiblity
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