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BASIS for REQUESTING ASSISTANCE (Tick whichever Is appiicable|
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DECLARATION by AFPLICANT. wios @m wive

1) 1 haredry confrm thal af detads in hes Form are True 1o the best of my knowleoge, Any falne stsloment will render my Application & ongoing assistance ., if any,
lisble for Fejectioncanceliplion

21 1 solemnly confirm hal assistance, f recensed from Koshika Foundason, will be used only for the “purpose”, B stated in this Fomm, for which such essistances
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3) 1 veraby confirm at | have not & wall not n fulure, avad of resmbursement, in part or in full, from any other sourcatemployermsurence company, of the amount
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AGREEMENT by APPLICANT ( white g0 %u10)

1) By affiung my signature of humb impression on this Feem, | (Applicant) hereby agree & authorise Koshika Foundation and if's Truslees o
uge/pubiishiput-uplrspioduce my neme, sddress, pholo & detsds ol the “purpose”, for which such assisiance is requesiedigraniad, through any
mirdaam, ncluding bul nel Bmied 1o verbal, prnl. electionic, for solicling donations lor Koshiks Foundation and/or dissaminating information about its
aciivifies/achievemeants. Such use of my pholo & details can be made by Hoshika Foundation balore or afier my treatment or fulliiment of the “purposs”
for which susisiance & being requiried

7)1 | (Applcant) furiher agree that any such use of my name, address, photo & details of the “purposs”. for which such assistance is requestedigranted
will not sutomatically anfie me for recelving of contnuing the said assistance The deciskon for granting and/or conlinying the sssistenos will resl solsly
with fhe Trustess of Koshika Foundation. and their decision g this regard will be finasl and acceptabie o ma.
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By affoong heveundsr, sgnature of our Authonsed Segnatary for recommending this case/patient for financial assistance from Koshika Foundation, we
(Hospital) heraly aMem & sccepl ollwing

1) that we neitner are presently nor will in future svall of financial assistance from another NGO or any other source, for the same patientcase, as #= are
roquailing 1o gel from Koshika Foundation, 1o the extent thal such assistance & granted by Koshika Foundation, |l the requasied assistance it nbl granted
by Koshika Foundation, i part or in full, then the Hospital reserves it's right to make up the shortfall from anothar NGO or any other source. This
confirmation essantially stales that the Mospital will nol avell any duplicale sssistance for the same palisnticane from any other NGO or any othir source
2) The assistance from Koshika Foundafion is only financial in nature. The choice of the treatmeniiprocedure adylsediconductad by the Hospital on the
patient, is based on he srrangement betwaen Me patinnt & the Hospilal, and & in no way influenced by Koshika Foundation. Hence. the Hospial will
assuma sole & complete respongibiity of the treatment & i's outoome & salety of the patent, and Koshiks Foundation will have no role or responsitility
in the mistbar
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