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DECLARATION by APPLICANT: STO% =9 Shes wa:

1)1 harety canfirm that all delais in this Form are True (o the bedt of my knowlsdge. Any false statament will render my Application & ongoing asslstance, if any,
lable for rejectioncancaiiation,

) 1 solpmnly confirm that sssistance, i received from Koshike Foundation, will be used only for the “purpose”, an staled in this Form, for which such assistance
was raquissted by me.

3) 1 heratyy confirm tral | have nol & will mot in fature, avisl of rembursement, in part of in Jull, frem any olher source/employerinsuance company, of ihe ameunt
for which this assistance & requesled.
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AGREEMENT by APPLICANT (saies g %ut)

1) By affieing my signature or thumb impressien on this Form, | (Applicant) hereby agree & suthorise Koshika Foundation and it's Trustees to

usspublshipol-upiraproduce my name, sddress, phofo & datads of the “purpesa”, lor which such assistance is requestedigranted, through anmy

marchiim, incleding but not imited to verbad, print, electronic, for soliciting donations for Koshikas Foundation sndior dissaminaling information aboul i's

activilieslachisvements. Such usa of my pholo & detalls can be made by Koshika Foundation before or after my reatment or fulfilment of the “purpose”
for which assistance s being requesied,

&) 1 (Apphoint) furthar agree that any such use of my name, address, photo & delads of the “purpose”, for which such assistance 1 roquestedigranied,
will nat sutomatically enlitle me for recebving or conlinuing the sald assistance. The decision for granting and/or continuing the assistance will rest saobaly
with tha Trukioes of Koshike Foundation, and their decision is this regard will be final and scceplable 1o me.
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AGREEMENT by HOSPITAL (wwrsa g0 W)
By afiixing hiteunder, signalure of our Authorised Signatory for recommending this case/patient for finencial assisiance from Koshika Foundation, we
(Hospital) ety affirm & sccept following!
1) that we nedther are presently nor will in future avall of financial assistance from another NGO or any other source, for the same patient'case, a6 wa ars
requasting to gl from Koshika Foundation, o this exdent that such asuistance is grantod by Koshike Foundation, If the requested assistance is nol granted
by Koshika Foundation. in part orin full, then the Hospital reserves i's right fo make up the shortfall from anpther NGO or any other source, This
confirnation essentially stales thal the Hompial will not avall sny duplicste assistance for the same patlenticass from any other NGO or any ofhar source.
2} The assislance from Koshika Foundation is only financial in nature, The choice of the treatmentprocedure advised/conducted by the Hospital on the
patienl, i based on the arrangement between the patient & the Hospital, and i in no way influsnced by Koshila Foundation. Hence, the Mospital will

sssume sole & complele responsibility of the treatment & It's outcome & safety of the patient, and Koshika Foundation will have no rale or responsibility
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