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DECLARATION by APPLICANT: Sfee Dr wems w:

1) | hereby confiem that &l detals in this Foem are Trus 10 the best of my knowledge. Any false statement will render my Application 8 ongoing assistance, If any,
liabie for rejection/'cancaliation

2) | scleenndy confirm that assslance, f recetved from Koshika Foundation, wil be used onlly for the “purpose”, a8 stated in this Fomm, for which such assistance

wis requesied by me.

3) | heredy confiem that | have not & will not In future, avad of reimbursement, in part or in Tull, fom any other source’employesiinsurance company, of the amount
for which this sssistance i requested
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AGREEMENT by APPLICANT (sses B0 %11)

1) By aMixing my sgnature or thumb mmpression on this Form, | (Applicant) hareby agree & authorise Koshika Foundation and IU's Trustees %o
use/publistiput-upireproduce my name, address, photo & detalls of the *purpose”, for which such assistance is requested/granted, through any
medium, including but not imited 10 verbal, print, electronic, for soliciting donations for Koshika Foundation andlor disseminating information about it's
activities‘achiovements. Such use of my photo & detalls can be made by Koshika Foundation before or sfler my treatment or fulfiiment of the “putpose”
for which assistance s being requested

2) | (Appiicant) furthar agree that any such wse of my name, address, photo & detals of the “purpose”, for which such essistance is requestedigranted,
will not automatically entitle ma for recelving o continuing the said sssistance. The decision for granting snd/or continuing the assistance will rest solely
with the Trustees of Koshika Foundation. and their decision is this regacd will be final and scceptable 1o me
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AGREEMENT by HOSPITAL (wewmm o0 wa)
By affixing hereunder, signature of our Authorised Signatory for recommending this casa/pationt for financie! assistance from Koshika Foundation, we

hevedy affm & accept foliowing.
1) that we neither are presently noe wil in Auture avall of financial assistance from ancther NGO or amy other source, for the same patient/cass, as we are
requesting 10 gel from Koshiks Foundation, 10 the extent that such assistance is granted by Koshika If the requesied assistance is not granted

by Koshika Foundation, in part of in full, ihen the Hospital reserves it's fight to make up the shortfall from another NGO or aety other sowrce. This
confirmation essontially siates that the Hospital will not avail any dupBicete assistance for the same patient'case from any other NGO or any other source.
2) The assistance from Koshia Foundation is only Snancial in nature. The choice of the treatment/procedure advisediconducted by the Hospital on the
patient, is based on the arrangement batween the patient & the Hosplial, and is in no way influenced by Koshika Foundation, Hance, the Hospital will

:amtdotmdoh responsibiity of the treatment & I's outcome & safety of the patient, and Koshika Foundation will have no role or responsibilty
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