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DECLARATION by APPLICANT: SWew 5 s T3:
1) | hateby condirm thal all detalls in this Form are True 1o the best of my knowledge. Amy false sialemont will render my Application & ongoing sssistance, I any,
lisbie for rejectionicanceliation

2) | sodermnly confirm thal sssistance, i recaived from Koshika Foundation, will bo used only for the “purpose”. s stated in this Form, for which such assistance
was requestid by me.

3) | haraby confirm that | have nol & will not in fulure, avail of reimbursemant, in part of in full, fram any other source/emgloyerinsurance company, of the amount
for which thig assistance s requesied
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AGREEMENT by APPLICANT (smee §m %40

1) By affiming my signature or thumb impression on this Form, | (Applicant) hereby agree & authorise Koshike Foundation and if's Trustees to
use/publish/put-up/mproduce my name, address, photo & delalls of the “purpose”, Tor which such assistance Is requesiedigranted, through any
medium, including but not limited 1o verbal, print, alectronic, for soliciting donations for Koshika Foundation andfor disseminating information aboul it's
actvitios'achievements, Such use of my phato & details can be made by Koshika Foundabon before or afer my treatment or fulliiment of the “purpose”
for which assistance is being requesied.

2) | (Applicant} further agrea that nny such use al my name, address, photo & detalls of the “purpese”, for which such assistance (s requestodigranied,
wiil not automatically entile me for receiving or confinuing the said assistance. The decision for granting andlor confinuing the assistance will rest solaly
with the Trusiees of Kashia Foundation, and thelr decision |s this mgard will be final and scceptabie to me
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AGREEMENT by HOSPITAL (wemm 5@ w11
By atfixing hereunder, signalure of sur Authorised Signatory lor recommending thia casalpalient for financisl assisiance from Heshia Foundaton, we
(Hospital) hersty affirm & accept following:
1) thnt we nolther are presently nor will in future nvall of financial nssistance from snother NGO or any olher source, for the same patlantcase, an we are
requesting 1o gel from Koshika Foundaiion, (o the extant that such assistance is granted by Koshika Foundation, If the requesied assistance is not granted
by Koshika Foundation, in part or |n full, then the Hospital reserves iU's right to make up the shortfall from another NGO or any other souren. This
confirmation essantially states that ihe Hospital will not @vall any duplicate assistance for the sama patient/casa from any other NGO or any othar source
2] Thir ansistanco from Koshika Foundation (s only financial in natura, Tha choico of the treatment/procedurs advised/oonductied by the Hospial on ihe
patient, i hassd on the amangsment betwean the patient & the Hospital, and s in no way Influenced by Koshika Foundation. Hence. the Hospital will

axsume sale & complole responsibility of the trestment & W's oulcome & safoty of the pationt, and Koshika Foundation will have no role of rosponsibility
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