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DECLARATION by APFLICANT: #THT® B e wa:

111 hareby confirm fhat-aft details i this Form are True 1o the best of my knowledge. Any fales statement will render my Application & ongaing sssistance, I ary,
b for rejection’cancellation. )

2) | enlemnly contitm that essiitance, it recsived from Koshika Foundation, will be used only for ihe *purpose’, as stated in this Form, for which such aselstance

Wil Tequested Iy me,

3} | herety confirm It | have not & will nat in future, 8vail of reimburssment, in part o in full, from any elher sourcelemployerinsurance company, of the amount

faor which thie acsistance in requesied.
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AGREEMENT by APPLICANT | 5=z @ i)

1) By affixing my signature or thumb Impression on this Form, | (Applicant) hersby sgree & authorise Koshika Foundstion and if's Trugices o
Ea/pablish/pul-up/reptaduce my nama, addiess, phnto & details of the “purposa” T which such assistance is reguestedigranted, thraugh any
mradhum, including but nat limited to verbat, print, elestronic, for salicling donations for Keshiks Foundation andfor dissaminating Information sbout It's
activitiesischieverents. Such use of my photo & details can be made by Koshiks Foundation before or afier my [reatmaent or fulflment of the “purpose”
for which assistance is baing reguestad

211 [Asplicant) further agres that any such uee of my name, address, pholo & dedalls of ihe “purpase”, for which such sssistance is requestedigrantad,
will gt autematically andile me far fecelving or continuing tha £aid assistanca. The declsion lor granting andiar continuing the szsislance will rest soialy
with (ne Trusiess of Koshika Foundation, and thair decision is 1hia ragard will be final and scceptable loma.
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AGREEMENT by HOSPITAL (waysms EM )
By alficing hereunder, signatum of our Aulhorised Signatery for recommending this casefpatient for fimancal assistance from Koshika Foundation, wa
[Haspital) hereby sffiom & accept fallowing:
1) that we neliner are pressntly nar will in futurs svail of financlal assistance from anoiher NGO of any other saurca, lor the same patient/case, as we are
requesting to gat fram Koshika Foundation, to the exienl inat such assistanca is granted by Koshika Foundation. If the requested assEEnoo is not grantad
by Kashika Feundation, i part or in full, (hen the Hospltal reserves |t's right to maka up the sharfall from ancther NGO or any other sourcs. This
etinfirmation essantially states that the Hospitsl wiil not swail any dupiicate sssistance for the same patient/case from any offer NGO or any oiher source.
7] The assistance fmm Koshika Fourdatlan |s only financisl in nature. The choice of the reatment/procedurs sdvised/conducted by the Hosplial on tha
paliant, is basead on the srangement batween the patient & the Hospital, and |5 in no way influsncad by Koshika Foundalion. Henoe, The Hospital wil
sssums sole & camplete regpantlbility of the frestmant & it's oulcome & safely of the patient, snd Koshlks Foundation will have no role of responsibilty
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