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“PURPOSE" for REQUESTING ASSISTANCE:
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ASSISTANCE BEING AVAILED for SAME “PURPOSE" from OTHER SOURCES
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DECLARATION by APPLICANT: SNIT® EFT SMeey o1:

1) | hotety confiem Mt all delals (m this Form are Truo (0 the best of my knowledge. Any lalse stalamant will fandar my Application & engoing esalstance, If any,
Iistie for relectonfcancellation

2) | nolemnly confirm that sssistance, if recelved from Koshika Foundation. will ba used only fof the “plrposes”, a8 slated |1 this Form, for which such aslsiance

was mqueslod by me

a3} 1 rmdyy condirm that | have not & will nol in future, aveil of rembursament, in part o in full, from any other sourca/amploved/insurancs company, of ha amount

for which his assstance & requested
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AGREEMENT by APPLICANT (ies 57 #57)

1) By aMfiming my signature or humb Impression on this Form, | (Applicant) hereby agree & authorise Koshika Foundation and it's Truslees 1o
usepublah/pul-upieproduce my name, address, phalo & delalls of the “purpose”, for which such assisiance is requesied/granied, through any
migdium, including but nat limited 1o verbal, print, slectronic, for soliciling donations. for Koshika Foundation and/or disseminating information about it's
nctivities/achievemants. Such use of my photo & detalls can be made by Koshika Foundation bafor or after my treatment or fulfilment of the “purpose”
for which assistince is being requested.

2) | (Applicant) lurther agren thal any such use of my name, address, photo & detalls of the “purpose”, lor which such assistance la requesledigranind,
will nol sutomatically entile me for recaiving or continuing the said assistance. The decision for granting and'or confinuing the assistance will resi solely
with the Trustees of Koshika Foundation, and thelr decision bs this regard will be final and acceplable o me
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AGREEMENT by HOSPITAL (weme g ®00)

By afMixiag hersunder, signalure of our Authonsed Signatory for recommending this case/patient for financlal assistance from Koshika Foundation, we
(Hospital) hersby affem & accept Tollowing:

1) thal we nelthor are presantly nor will in future avail of fnancinl assislance from another NGO of any other source, fof the same pafisntcose, b wo o
requesting Lo gel from Koshika Foundation, 1o the exlent that such assistance i granted by Koshika Foundation, If the requested acsictance ks not granted
by Kouhika Foundation, in part or in full, thon the Hospital reserves it's fight io make up the shartiall from anather NGO or nny olher source. This
confirmation essentially states that the Hospital will not avall any duplicate assistance for the same patient/case from any other NGO or any other source,
2) Tha assisiance from Koshika Foundation is only financial in nalure, The choice of ihe reatmentiprocedure advisod/conductad by the Hospital on he
patient, i based on the smangement between the patlent & the Hospital, and is In no way Influenced by Koshika Foundation. Hence, the Hospitst will
assume solo & complote responsibility of the treatment & it's oulcoma & safety of the patient, and Koshika Foundation will have na role or responsibility
In the matier.
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