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DECLARATION by APPLICANT: Srimw g 6 w1

1}:“Hm| MMMM details in this Form ame True 1o e best of my knowledge Any false sialemant will pandar my Application & ongoing asaistance, i any,
] ;

2) | solomnly confirm that assistance. if received from Koshika Foundation, will be used only for the "plrpose”, a5 stated in this Form, for which wuch assistance

Wil requsnted by me

3) | harpby condfirm that | have not & will not in future, ovad of resmbursament. in part or in full, from any other sourcelemploverinsurancs company. of e amournt

for which is sssistance & requested
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AGREEMENT by APPLICANT ( sew gm W)

1) By affigng my signatune or humb impresmon on this Farm, | {Applicant) hereby agree & authorse Koshika Foundation and it's Trusiess o
useipublshipul-uplreproduce my name, address, pholo & details of ihe "purposa”, for which such assistance i requesisd/granied, through any
midium, intluding but nol limited to varbal, prinl, electionse, Tor Roliciting donations for Keshika Foundation andior disseminating information abou! i's
actvitesfachievements. Such use of my pholo & detads can be made by Koshika Foundation balore or after my treatment or hetfiiment of the “purpase”
for which assistance is being requestied.

2} 1 (Applcant) further agree that ary such use of my name, sddress, photo & detalls of the “purpose”, lor which such assistance is requesiadigrantad,
will not automatically entitle me for recelving or continuing the said sssistance. The decision for granting andior continuing the assistance will ras! sclely
with the Trusiees of Koshika Foundation, and thelr decison is this regard will be final and acceptabie o me,
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AGREEMENT by HOSPITAL (vw=m 3 Wil

By aflixing hessunder, sgrales of sur Authorsed Signatory lor recommending this case/patient for finencial assistance from Koshika Foundstion. we
(Hospital] honeby affirm & accept following:

1) thal we neither ame pregently nor will in luture avall of Bnancisl assisiance from analhar NGO or any other source, for the same pafient/cass, a3 we 278
reguatting 1o gel from Koshika Foundabon, to the extent thal such assistance 4 granied by Koahika Foundation. If the equesisd aasistance is not granted
by Koshika Foundaton, in part or in full, then the Hespital reserves it's right to make Lip the shartfell from ancther NGO or any olfver source. This
confirmation essentially states that the Hoapital will nat avail any duplicato assistance for the sama patientcase from any other NGO or any other source.
2) The assistance fom Hoshika Foundalion i only financial in nature. The chowcs of the reatmant/procedune advisediconducted by the Hospital on the
patient, in based on the arrangament betweesn the patlent & the Hospital, and i in no way influenced by Koshike Foundation. Hence, the Hospital will
assume sole & complete responsibility of the reatment & [t's oulcome & safety of the patient, and Koshika Foundation will have ne role or responsibllity
in e matloer
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