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DECLARATION by APPLICANT: T gim W v

1} I hereby confirm that all detalls in this Form are True o the best of my knowledge. Any false statement will render my Application & ongoing assistance, If any,
It for rejection/canceliation,

2} | solemnly confirm that assistance, If received from Koshika Foundation, will be used only for the “purpase”, as stated In this Farm, for which such assistance

was requesied by me.

31 heroby confirm that | kave not & will not in future, avall of reimbursement, i part or in full, from any other sourcefemployerfinsurance company, of the amount

for which this assistance is requesiad

|} & e w £ v e A e o i e S S W W uE e ) wi ow S o e s wn e b o S8 weme s 9t w wee B

1y A g W wwE o “stfee wEia”, ®& o w oot ¥ owww awdn i v S g W fan fe e, W w owe F v o b

1) A gfe ww § e fam o i oo wndw 9w}, 9w ofn oW sl owen e el s fiieeadm sl @ 9 @ fow € ol 3 o ofes A o

AGREEMENT by APPLICANT (sise g i)

1) By affiking my signature or thumb impresson on this Form, | (Applicant) herebry agree & authorise Koshika Foundaltion and it's Trusiees to
usa/publishput-up/reproduce my name, address, pholo & details of the "purpose”, for which such assistance s requestedigranted, through any
medium, including bul not limied to verbal, print, elactronic, for soliciling denations for Koshika Foundation and/or disseminating information about it's
acliviliesfachievements. Such use of my pholo & details can be made by Koshika Foundafion before or after my treaiment or fulfiiment of the “purposa”
for which assisiance s being requesied.

21 1 {Applicant) further agres that any such use of my name, address, photo & details of the "purpose”, for which such asslstance |s requested/granted,
will nol aytomatically entitle me for recelving or continuing the said assistance. The decision for granting and/or continuing the oasistance will rest solefy
with the Tristees of Koshika Foundalion, and thair decision is this regard will be fingl and acceptable 1o me.
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AGREEMENT by HOSPITAL (weme g0 %1m)

By affixing hereunder, s:ignature of our Authonsed Signatory for recommending this casalpatient for finanoial assistance from Koshika Foundation, we
{Haspital) hereby affirm & accept following:

1) that we nelther are presently nor will in future avail of financial assistance from ancther NGO or any other source, for the same palient/cass, as we are
reguesting to get from Koshika Foundation, to the extant that such assistance ks granted by Koshika Foundation, If the requesied assistance is nol graniad
by Koshika Foundation, in part or in full, then the Hospital reservas iU's fight to make up the shortfall from another NGO or any other source. This
confirmation essentially states that the Hospital will not avail any duplicate assistance for the same patient/case from any other NGO or any ather source
2] The assislance from Koshika Foundation is only financial in nature, The cholce of the restmenlprocedurs advised/conducted by the Hospital on [he
patient, is based on the arrangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation, Hance, the Hospital will
assume sole & compiste rexponsibiiity of the freatment & IU's oulcoms & salaty of the patient, sand Koshika Foundation will have no role or responsitility
in tha maller,
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