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DECLARATION by APPLICANT. sdes g W 13-

1} | heraby confiem that s datads i this Form are True lo the best of my knowledge. Any false statament will render my Application & ongoing sssistance, il any,
liable for rejection/canceliation

2) 1 nalemnly confirm that sssistance. I recelved from Koshika Foundation, wil be used anly %r he “purposs”, an stated in this Form, for which auch assistance

was reqQuesied by me

3) 1 heteby conliem that | have nol & will nat in future, avall of rekmbursement. in pan o in fult, froen any other sourcstemployeninsurince company, of the amount
for which this assistance 5 requasted
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AGREEMENT by APPLICANT (s gm W)

1) By aflxing my mgnature o thumb imprespion on this Form, | (Applicant) horeby agrea A suthoriss Keshika Foundalion and if's Truslses (o
usapublishipul-upfreproduce my name, address, photo & detalis of the *purpose”, for which such REsintance is requested/grnted, through any
madium, including but not imited 1o verbal, print, electronic, lor soliciting donations for Koshlka Foundation andior dissaminating information aboul IUs
aciivitlvs/achievements. Such use of my phato & dotails can bo made Dy Koshika Foundation before or after my trostment or huifiiment of the *purpose’
for which assisiance & being requeslod.

2) | (Applicant) burther agrea thal any such use of my nams, addross phata & delalls of the "purpose”, Tor which such assstance is requestedigranted,
will not automnatically entitle me for recanang of conlinuing the £aid assistance. The decision for granting and/or confinuing the assistance will rest solaty
with the Truslees of Koshiea Foundation, and thalt decision |s this regard will be final and acceptable to me
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AGREEMENT by HOSPITAL (e g st}

By affixing harsunder. signalute of our Autharsed Signatory for recommending this case/patient for financial assistance from Koshika Foundation, we
{Hospital) hereby affirm & acospt follawing:

1) that we neither are presantly nod will in future avill of Snancial assistance from another NGO or any other source, for the same patlanticese, as we are
requasting to get from Koshika Foundation, Io the extent that such assistance is granted by Koshika Foundation. If the requested assistance is nol granted
by Kashika Foundation, in part or I full, then Me Hospital reserves ITs right 1o make up the shortfall from anolher NGO or any other source. This
confirmation sssantially stales that the Hospital will nol wvasll any duplioste assistance for the same patienticass from any other NGO or any other sourcs
2] Tha assistance from Koshiks Foundation ls only fnancial in nature. The choice of the ireatment/procedure advised/conducied by the Hospital on the
patient, (s based on the arangement between the pationt & the Hospital, and is in no way influenced by Koshika Foundation. Hance, the Hospital will
assuma sole & compiste responsibiity of the treatment & it's outcome & saluty of the patient, snd Koshika Foundation will have no role or responsibility
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