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DECLARATION by APPUCANT, 397w DU Www w1:

1) | heraby confem that afl dotails In this Form are True 1o the best of my knowledge. Any faise stalement will render my Appiicasion & ongoing assistance, ¥ any,
Sabia for resection/cancelation.

2) 1 sclemedy confirm that assistance, If recatved from Koshika Foundation, will be used only for the “purpose”, os stated in Ss Form, for which such sssistanco

wis roquostod by me.

3)1 horedy confirm that | have not & wil not in future, avail of reimbursement, i pant or in full, from any other sourcaiempioyesiinsurance company. of the amount
for which this assistance s requested
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AGREEMENT by APPLICANT (JoWes D0 %01)

1) Ly afficng my signatuere o thumb impression on this Form, | (Appiicant) hareby sgree & authonse Koshika Foundation and I's Trustoes to

USe Pt pUt-Upireproduce my namo, address, photo & detsls of the “purose”, for which such assistance s requesied/granied, through any

mecwum, including butl nol limited 10 verbal, prnt, electronic, for solicing donations for Koshika Foundation andior disseminating information about if's

scivies'achiovoments. Such use of my photo & details can be made by Koshika Foundation before or after my treatment or fulfiiment of the “purpose”

for which assistance is Doing requested.

2) | (Apphcant) further agree that any such usa of my name, address, photo & detals of the "purpase”, for which such assistance is requestod/granied,

will not automatically entitie me for recenving or contingng the sald assistance, The decision for granting andlor coninuing the assistance will rest solply

with the Trustess of Koshia Foundation, and their decision is this regard will be final and accepiadle 1o me
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AGREEMENT by HOSPITAL (¥ismm ot ¥31)
By affing hereunder. signature of our Authorised Signalory for recommonding s cass’patient for financaal assistance from Koshika Foundason, we
(Hospital) horeby affirm & sccept folowing:
1) Mat we nothor aro peesently nor will in fulure avad of financial assistance from another NGO of any other source, for the same patient'case, 83 we are
requesting to get from Koshika Founciation, 10 the extent that such assistance i granted by Koshika Foundation. If the requested assistance is not granted
by Keshika Foundation, in part o¢ in full, than the Hospital reserves it's right 1o make up the shortfall from ancither NGO or any other source. This
confirmation essentialy states that the Mospital will not avail any dupicate assistance for the same patiend/case from any other NGO or any ciher source
2) The assistance from Koshika Foundation is only financial n nature, The choica of the treatment/procedure advised/conducted by the Hospital on the
patient, is based on the arrangement betweon the patient & the Hospitel, and is in no way influenced by Koshika Foundation. Hence, the Hoapits! wil

assume soie & complete responsiblity of the treatment & it's outcome & safety of the patient, and Koshika Foundation wil have no role of responsidiity
i the matrer
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