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DECLARATION by APPLICANT: S[E% 50 Srom 73:

1) | heistry coniim hat 58 detads in ihis Form are True 10 the best of my knowiledge. Any false statement will render my Applicalion & ongaing asaistance, If any,
libbin fior resechiondcanceliation

2) | solemnly confirm that assistance, # recelved irom Koshika Foundation, will be used only for the "purpose”, as stated |n thin Form, for which such assistance
was requasted by me

3) | harebry confiem that | kave nol & will not In huture, avail of resmbursement, in par of In full, from any olher source/employerinsurancs company, of the amount
for which his assisiance & reguesied
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AGREEMENT by APPLICANT | smew 2 %)

1) By affwing my signalure of thumb impression on this-Form, | (Applicant) hereby agres & authorize Koshika Foundation and il's Trugiees 1o
usefpublsh/pu-upireproduce my name, address, pholo & details of the “purpase”, for which such sssistance is requesied/granted, through any
i, inclling bl not fimised to verbal, print, slectronic, for soliciling donations for Koshika Foundation and/or disseminating information about it's
petnilles schievementy. Such use of my pholo & detalls can be mada by Koshiks Foungation balore o after my treatment of lulfiimant of the ‘purpase”
for which assstance & being reguesiad

2} | (Applcant) turiver sgree thal sny such use of my name, address, photo & detalls of the ‘purpose”. lor wirich such Essistance (s requesiedigmanied.
will pat sutomatically enditle ma for recelving of continuing the said assistance. The decision for granting andior continuing the assistance will rest solely
with (he Trustses of Koshika Foundation, and thair Secisson B this regard will be fnal and acceplabie o me
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AGREEMENT by HOSPITAL (Team o0 %)

By alfinny ecounder, sonatise of our Authorsed Signatory for recommanding this case/patient for linancial sssistance from Koshika Foundalion, we
(Hospital) herehy affirm & aocept following:

1) thal we neithe: are presently nor will in future svall of fnenclal sssistance from adcther NGO or any other saurcs, lor the samé palient/case, as we ane
reguesting o got from Koshika Foundation, 1o the extent that such sssistance 15 granted by Koshiks Foundation. If the requested assistance 1 nol granied
by Koshis Foundation, n par or in full, then the Hospital reserves iI's rdght 1o maka up the shorifall from another NGO of any olher source. This
confirmation essanfally states that the Hospital will not avail any duplicate assistance for the same patienticass from any other NGO or any other source
2) The assistance lmm Koshika Foundation is only financial in naiure. The cholce of the ireatmeniiprocedure advised/canducisd by ihe Hospital on he
patenl, is hassd on the arangement between the patient & the Hospital, and is in no way influenced by Koshika Foundation. Hence, the Hospital will
assume sole & complels responsibiity of the ireatment & |1's oulcoms & salety of the patienl, and Koahikn Foundation will have no rols of responsibiity
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