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DECLARATION by APPLICANT. S0 [0 s

1} | rereby confirm that all detads in this Form are True io (he best of my knowledgs, faise statement will render my Application & ongoing assstance, if any,
lable for resechon‘cancedlaton,

2} | solemnly confitm that assistonce, If received from Koshika Foundation. will be Lald only for the "murpose”. a8 stated in this Form, for which such assisiance

was fequested by me.

3} | naratyy confimm that | have not & will not in future. avai of rembursement, in partl in ful, from any olher sourcilemployerinsurancs commgany. of the amount |

for which this sseistance s reguesied
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AGREEMENT by NT { smimw gm W)
1) By affining my signatus or thumb impression on this Form, | (Applicant) i agroe & authoriee Koshika Foundation and it's Trustees to
use/publishiput-upfrepreduce my ramo, sddress, pholo & detolls of the "purpose lor which such assistance is requestedigrantad, though any
medium, including bul not limited 1o verbal, prnt, slecironic, for solciting donatiofs for Koghila Foundation andior disseminating information aboul s
activities'achisvemenis. Such use of my pholo & detalls can be made by KoshkaFoundation before or aftar my trestment or Lulfiiment of the “purpose”
for which nssistance s being requostod
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will nat sutomalically erdil me for recelving or continuing the sald sssistance. The decision for granting and‘er confinuing the ssuistance will rest solely
with the Trustees of Koshika Foundstion, and thelr decision is this regard will be linal and ecceptable 1o me.
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AGREEMENT by HOSPITAL [wiwms o2 ®a)

By affinng hersunder, signature of our Authorised Skgnstory for recommending his casefpatient for financial assistance from Koshika Foundation, we
{Hospitad) hereby afirm & socept following:

1) that we nasther ane presently nor will in future avall of linancial ssskstance Indin anaiher NGO or any other source, for the same patient/case, as we are
requasting 1o gol from Koshika Foundation, 1 the axient that such assistance il granled by Koshika Foundalion, i the requested assistance is not granted
by Koshdka Foundation, i part or in hull, then the Hospital reservis it's right i Srake up the shortfall from ancther NGO or any other source, This
confirmafion essentially siales thal the Hospital will not avail any duplicale ance for the same patient/cass rom any olbher NGO or any other source
2) The assistance from Koghéa Foundation ks only financial in neture, The chalbe of ihe treatmenliprocedure advised/conducted by the Hospital on the
patient, is basad on the arrangement bedwesn the patient & the Hospial, and i In no way Influsnced by Koshike Foundation. Hance, the Hospital will

assume sole & complete responsibity of the treatment & U's cutneme & safetyiod the patient, and Koshika Foundation will have no role or responsioillty
iy fhe matter
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