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DECLARATION by APPLICANT: stFms G oo wa:
1) | hereby confirm thal all details in this Form are True (o the best of my knowledge. Any false statement will render my Application & ongoing assistance, if any,
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21 | solemnty confirm that asstetance, If received from Koshike Foundafion, will be used only Tar the “purpose”, as stated in this Form, for which such assisisnce
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3) | hersby confim that | have not & will not in futdre, avail of reimbursemant. in part or in full, from any other sourcalemiployerfinsurance company, of the amount
for which this nssistance (s requested

|1 H w5 f T we D o wdl T 8 amed | s owm od wa @ uis S e ue e s m owme bW 9 s fee ) om asd b
2) W = W T s weE A wow W, 3w T 3 v S o 8 fed fem amin, @ o owee F v o
1) A qfe s § f forn s g we ek o o €, 30 vfe o s s G el o i frnesal sl @ 2@ fem R e s f e F o

AGREEMENT by APPLICANT (swie g %)

1) By affizing my signature of thumb impression on this Form, | (Applicant) heraby agree & aulthorise Koshika Foundation and il's Trustoes 1o
usa/publishipul-upireproduce my name, address, photo & detalls of the “purposa”, for which such assistance is requested/granted, through any
meedium, inciuding but not limited to verbal, print, electronic, for saliciting denations for Kashika Foundation and/or disseminating Information about it's
aciiviies/achievements, Such use of my photo & details can be made by Koshika Foundation befare or aftar my treatment or fulfiimant of the "purpose”
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will nol automatically entitle me for receiving or continuing the said assistance. The declskon for granting andfor conlinuing the assistance will rest solely
with thee Trizstees of Koshika Foundation, and their decision is this regard will ba linal and acceptable lo me.
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AGREEMENT by HOSPITAL (&3 &0 )
By affizing hareundsr, sigralure of our Authorised Signalory for recommending this case/patiant for financial assistance from Koshika Foundation, we
[Hospiial] herely affirm & accept following:
1) that we neilher ara presently nor will in future avail of linancisl assistance from another NGO or any other sourge, for the: seme patient'cass, as we are
requasting to get from Koshika Foundation, to the sxdant the! such-assistance is granted by Koshika Foundation. If the requested assistance is not graniod
by Keshika Foundation, in part or in full, then the Hospital reserves iU's right to make up the shorifall from ancther NGO or any cther source. This
confirmation essantially states that the Hospital will not svail any duplicate assistance for the sama patient/case from any other NGO or any othaer source
Z) The assistance from Koghika Foundation ks only financial in nalure, The choles of the trealment/procedure advised/conductad by the Hospital an the
patient, is based on the armrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hosplital will
assume sole & complels responsiblily of the reatment & il's cutcome & safety of the patlent, and Koshika Foundation will have no robe or responsibility
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