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DECLARATION by APPLICANT: SECE TR WA R

1) | hereby confirm that all distails in this Form aro Trug o the best of my knowledge. Any false statamant will rander my Application & onpaing assistance. If an\
linbile for rejection/cancellation.

2) | salemnly confirm that assistnnes, ff recaived trom Koshika Foundation, will bo used only far tho *purpose’, Bs sintod in this Form, tor which such psaistance

wirs raquestad by me, '

a1 herety confirm that | fave ot & will nol in luture, aviill dif reimbursamant, in part of In full, from afy othar goulcalismployerinsurance company. ol the amount

fiar which this psslstance b reguesied.
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NGREEMENT by APPLICANT (siiws il %17)

1) By affuing my sighature o tumb impression on this Form, | {Applicant) horeby agrea & authorise Koshika Foundation and it's Trusteos
se/publishipul-up/reproduts my Rame. pcdrass, pholo & detais of he “purpose”, foe which such asistanca raquestedigranted, thraugh 2my
medium, Including bt pot limied 1o verbal, print, slectronic, for soliciting donations for Keshiks Foundation and/or dissaminating Infarmation aboul it's
activiies/achievaments. Such use of my photo & detalls san be made by Koshlkes Foundation balare or after my trestment of fullliment of e “purposa”
for which assisionce & being requasted

21| (Appiicant] furthat agree hat any such use of my name, Bddress, photo & datails of the “purpoee”, for which such assistance | requestsdigranted.
will not automatically antlile me for rooaiving of oontinuing the said assistance The dechiion for granting andior cantinuing the assistanco will rest solaly
wilh ihe Trustees of Koshika Foundation, ond thiit decision is this regard wil ba final and accaptable o me
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AGREEMENT by HOSPITAL (wssyi 310 1)

8y affising hersunder, signature of our Authorised Signatary for recommending thin case/patient for financial assistance from Koshika Foundation, we
(Hospital) hareby affim & accep! follcwing:

1] that we neliher ara presently nar will in future all of financial assistance from another NGO or any other souree, for thi sama patient/case. a5 we Bre
requesting to gel from Kashika Foundation, to the extent that such assistance s granted by Koshika Foundation. If the requasted assistance is not graniad
by Koshika Foundatien, in part or in full, than the Hospital reserves it 5 right 1o make up the ghaorttall from another NGO or any other sauroe. This
omlirmation essentially states that the Hospital wlll not avail any dyplicate assistance for the same palient/case from any athar NGO or any other sourca
2) The assitance from Kestika Foundation is only financial in nature. The choice of the treatmentprocedurs advised/conduciod by the Hospital on tho
palinnt, s tiased on the mrrangement batween the patiant & the Hospital, and [ in no way influsnced by Koshika Foundalion. Hance, the Hospital wil
gssume sole & complete reaponsibility of the tremtment & iU's outcome & safety of the patiant, and Koshika Foundation will have no rola o responsibiity
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