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DECLARATION by APPLICANT: SIview Tm s wu:

“mm that all detads in this Form arme True 1o the best of my knowledge. Any false stalement will render my Application & angoing nosistance, If any,

Z) | sodnminly confirm that assistance, if recelved from Koshika Foundation, will be used only for the “purpose”. as stated In this Form, for which such assistance
WS reguested by me.

3) | hareby confirm that | have not 8 will not in future, avail of reimbursament, in pan or in lull, from Eny other sourcofemployerinsursnce company, of e amount
for which this assistance = mouesied.
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AGREEMENT by APPLICANT (09w 50 %01)

1) By affixing my signhature of thumb impresaion on this Farm, | (Applicant) hereby agree & authorise Koshika Foundation and it's Trustess to
use/publish/put-upireproduce my name, address, pholo & detalls of the "purpesa”, for which such assistance is requested/granted, through any
mediuim, including bt not limited to verbal, print, slectronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activiiesfachievaments. Such use of my photo & details can be made by Koshika Foundation before or after my reatment o fulfliment of the “purpose”
for which assistance s baing reguesled

2} | (Applicant) further agrae that any such use of my name, address, photo & detalls of the "purpose”, for which such assistance i requested/granted,
will not sutomatically entitle me for recelving or continuing e sald assistance. The decisian for granting andlor continuing the assistance will rest solety
wilh Iha Trustess of Koshika Foundafion, and thelr decision is this regard will be final and acceptable to ma. wE iy
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AGREEMENT by HOSPITAL (wwms go &)
By affixing hereunder, signature of our Authorised Signatary for recommending this case/patient for financial asststance from Koshika Foundation, we
(Hoapital) hersby aMirm & accept olawing;
1) thal we nedther are presantly nor will in future avall of financlal assistance from another NGO or any other source, lor the same palient/case, as we are
requesting to gat fram Koshika Foundation, 1o the exient that such assistance ia granted by Koshila Foundation, i (he requésted assistance s not graniad
by Foshica Foundation, in part or in full, then the Hospital reserves it's right to make up the shortiall from ancther NGO or any other source. This
confirmation sasanlially states that the Hospital will not el sny duplicate nssistance for the same patient/case from any other NGO or any other source
2) The assistance from Koshika Foundation is anly financial in nature. The cholce of the Featmentiprocedurs advised/conductad by the Hospital on the
patient, & based on the arrangament between the palient & the Hospital, and s In no way Influenced by Koshika Foundation, Henca, (he Hospital wil

assume sole & complete respongibility of the treatmant & it's outcoma & safety of ihe patient, and Koshiks Foundation will have no role or responsibliizy
in e matiaer,
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