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DECLARATION by APPLICANT. 5908 Q10 Wieoy 9x;

1) | hereby confirm that all detals in this Fom are True % the best of my knowiedge, Any false staternent will render my Application & ongong
lisbie for relaction/'canceliaion

2) | sciermnly confirm thal sssistance, If recesvad from Koshka Foundation, will be usod ondy for the “purpose’, as stated In ihis Form, for which such
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3) 1 horeby confirm that | have not & will not in futuro, avied of reimborsament, in part or in full from acry coher scurcelomployerinsurance company, of the

for which this asssiance s requested
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AGREEMENT by APPLICANT (sodes pu w3t)

1) By affiring my signatere or thumbd impeassion on s Form, | (Applcant) hereby agree & authonse Koshika Foundation and I's Trustees to
use/pubilshipul-uplreproduce my namne, address, photo & detals of the “purpose”, 1or which such assatancs is requested/granted, through any
medum, nciuding bt not mted to vorbol, print, slectronic, for sohioling donations for Koshika Foundation andor disseminaling information about i's
scivies/actviavemants. Such use of my phota & cetails can be made by Koshiks Foundation befoce or afler my Yreatment o fulfilment of the “purpose”
for which assistance & being requestod

211 (Appbcant) further agree that any such uss of my name, address, phalo & details of the "purpose’, for which such assistance is requestedigranted,
will not automatically enditie Mo for recening or conlinung the saw assistance, The decision for granting and/or continuing the assistance will rest sololy
with tho Trustees of Koshika Foundation, and thek docsion is this regard will do final and accoptable to me
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AGREEMENT by HOSPITAL (r=amm o0 we)

By allieng horounder, signature of our Authorized Signatory for recommanding Pus case/patient for inancial assistance fom Koshika Foundation, we
{(Hospital) hereby affirm 4 accept following

1) thiat we nefhor are presontly noc will in Ay st of finantial assistance froen anothor NGO or asy other sourca, for e same pateniicase, 35 we are
mguasting %0 get from Koshika Foundation, 10 the sxtent that such sssstance is granted by Xoshika Foundation. i the requestod assistance &5 not granted
by Koshike Foundation, in part or in full, then the Hospital resorves &% nght to make wp the shortiall from another NGO or any other scurce. This
confmation essensally states Ml the Moepital wit not avil any duplicalo assistance for the same patienticase rom any other NGO or any other source.
2) The assstance from Koshika Foundation i anly finantial in nature. The choce of the Ireatment/procedute advisad/conducied by the Mospital on he
potient, &3 based oo the arargemont between the pasient & the Mospital, snd is in no way nfiuenced by Koshika Foundation. Hence, the Hoapital wil
assume sole 4 complete responsibiity of the breatment & It's outoome & safety of the patent, and Koshika Foundation will have no rale or respansbility
in the matter
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